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PREFACE  TO  THE  SECOND  EDITION. 


The  author  has  utilized  the  opportuuity  offered  by  the  early 
exhaustion  of  the  first  edition  to  thoroughly  revise  the  book; 
and  he  trusts  that  in  its  present  form  it  fairly  represents  this 
<lepartnient  of  medicine  at  the  <late  of  issue.  The  consideration  of 
new  subjects,  the  more  extended  description  of  others,  and  the 
addition  of  illastrative  figures  have  resulted  iu  a  material  enlai^e- 
ment  of  the  lxx>k,  but  the  general  characteristics  of  the  first  edition 
have  been  retained. 

•21S3  LEXiS(iTos  AvKNTE,  New  York,  October,  1903. 


FKOM  THE  PREFACE  TO  THE  YUiST  EDITION. 


In  the  preparation  of  this  volume  it  has  beeu  the  purpose  of 
the  author  to  present  as  adequately  as  might  he  the  practice  of 
Orthope<lic  Surgery  of  the  present  day.  The  student  of  this 
subject  is  es|)ecially  ooncemetl  with  the  mechanics  of  the  human 
machine,  with  its  development,  with  its  capacity  at  different 
periotls  of  life  and  under  var^-ing  conditions,  and  with  those 
affections  that  lead  to  deformity  or  that  otherwise  impair  its  use- 
fulness. He  is  concerned,  moreover,  not  only  with  the  local  and 
immediate  effects  of  disease  or  disability,  but  with  its  general 
influence  upon  the  entire  mechanism,  and  with  its  ultimate  con- 
sequences as  well. 

Orthoj)edic  Surgerj-  occupies  a  broad  field  and  one  of  very 
great  and  general  interest.  Its  most  distinctive  advance  in  recent 
years  has  been  toward  the  prevention  of  deformity,  an  advance 
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that  has  been  made  possible  by  the  better  understanding  of  its 
predisposing  and  exciting  causes.  As  a  natural  consequence, 
treatment  has  become  more  direct,  more  simple,  and  more  effec- 
tive. It  has  been  the  purpose  of  the  author  to  emphasize  this 
aspect  of  the  subject,  which  is  of  the  greatest  importance  to  the 
general  practitioner,  who  so  often  has  the  opportunity  to  recognize 
disease  or  disability  in  its  incipiency,  when  its  progress  may  be 
checked  by  timely  treatment. 

He  has  endeavored  to  present  Orthopedic  Surgery  as  far  as 
possible  objectively,  and  in  a  manner  that  has  proved  acceptable 
to  students  and  practitioners  in  clinical  teaching.  Thus  the 
selection  of  each  subject  and  the  space  that  has  been  allotted  to 
it  has  been  determined  primarily  by  its  relative  importance  in 
the  actual  work  of  orthopedic  clinics.  He  has  been  at  some 
pains,  also,  to  outline  methods  of  examination,  to  explain  the 
phenomena  of  the  symptoms  and  so  to  describe  and  to  illustrate 
the  causes  and  effects  of  disease  and  disability  as  to  indicate,  in 
natural  sequence,  the  principles  of  treatment ;  but  the  particular 
methods  of  the  application  of  these  principles,  which  have  been 
described  in  detail,  are  always  those  that  have  been  tested  by 
personal  experience. 

Although  this  book  is  designed  particularly  for  students  and 
practitioners  of  medicine,  the  author  has  included  statistical  and 
other  data  which  he  hopes  may  prove  of  interest  to  his  fellow- 
workers  in  this  special  field. 

The  author  desires  to  express  his  obligation  to  the  gentlemen 
who  have  assisted  him  in  the  collection  of  statistics,  and  other- 
wise, whose  names  are  mentioned  in  the  text ;  to  Dr.  Ij.  W.  Ely 
and  to  Mr.  W.  P.  Agnew  for  timely  photographs,  and  especially 
to  the  Trustees  of  the  Hospital  for  Rujrtured  and  Crippled,  for 
the  facilities  that  have  been  afforded  him  in  the  preparation  of 
this  work. 
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ORTHOPEDIC  SURGERY. 


CHAPTER    I. 

TUBERCULOUS  DISEASE  OF  THE  SPINE. 

Synonym.     Pott's  disease. 

Pott's  disease  is  a  chronic  destructive  ostitis  of  the  bodies  of 
the  vertebne,  the  anterior  or  weight-supporting  portion  of  the 
spinal  column.  As  the  disease  progresses  the  spine  bends  at  the 
weakened  point,  and  the  upper  part,  sinking  downward  and  for- 
ward, throws  into  relief  the  spinous  processes  at  the  seat  of  the 
disease ;  thus  an  angular  posterior  projection  is  formed.  It  is  called 
Pott's  disease  because  such  deformity,  slow  in  formation,  accom- 
panied by  pain  and  sometimes  by  paralysis,  was  first  described 
accurately  by  Peroival  Pott,  in  1779.  Angular  deformity  is, 
however,  simply  the  evidence  of  destruction  of  a  jwrtion  of  the 
anterior  part  of  the  vertebral  column.  Thus  it  might  be  the 
result  of  fracture,  or  of  the  erosion  of  an  aneurism,  or  of  malig- 
nant disease,  or  syphilis,  or  other  pathological  process;  but 
deformity  from  such  causes  is  not  now  included  under  Pott's  dis- 
ease, nor  is  the  term  now  synonymous  with  deformit}'.  In  the 
modem  sense  it  signifies  tuberculous  disease  of  the  bodies  of  the 
vertebne,  of  which  the  early  symptoms  may  be  detected  and  of 
which  the  deforming  effects  may  be  checked  and  even  prevented 
by  proper  treatment. 

The  compression  and  collapse  of  the  affected  parts  cause  the 
characteristic  angular  projection  at  the  seat  of  the  disease  (Fig.  2). 
If  one  vertebral  body  is  destroyed  the  projection  will  be  sharp ;  if 
.•^veral  are  implicated  it  will  be  less  angular,  and  if  one  side  of  a 
body  breaks  down  before  the  other  there  may  be  a  lateral  as  well 
as  a  posterior  distortion. 

The  size  of  the  deformity  and  its  effect  upon  the  individual 
defiend  in  great  d^ree  uix>n  its  situation.  If  the  disease  is  at 
either  extremity  of  the  spine  the  angular  projection  must  be  small, 
liccause  so  little  of  the  column  remains  beyond  the  destructive 
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process ;  in  other  words,  the  area  of  the  spine  directly  involved 
in  the  deformity  is  small  compared  to  that  which  is  free  from  dis- 
ease (Fig.  5).  But  if  the  middle  of  the  spine  is  affected,  the 
opportunity  for  deformity  is  great,  because  the  entire  column  may 
enter  into  the  formation  of  the  angular  kyphosis.  In  such  cases 
the  internal  organs  are  compressed  and  the  effect  upon  the  vital 
mechanism  is  disastrous  (Fig.  23). 

Pott's  disease,  as  contrasted  with  tuberculosis  of  other  bones 
and  joints,  is  peculiar  in  that  it  is  concealed  from  view,  in  that 
direct  surgical  intervention  is  of  compara- 
tively little  avail,  in  that  it  lies  in  close 
proximity  to  important  parts,  the  spinal  cord 
behind  and  the  vital  organs  in  front,  and, 
finally,  in  that  the  effects  of  the  disease  and 
deformity  are  not  limited  to  the  parts  di- 
rectly involved,  but  influence,  to  a  greater 
or  less  degree,  the  entire  mechanism  of  the 
body. 

Pathology.  The  minute  changes  that 
characterize  tuberculosis  of  bone  in  general 
are  described  in  Chapter  V. 

The  first  indication  of  the  disease  is  usually 
found  in  tlie  anterior  part  of  a  vertebral  body 
just  beneath  the  fibroperiosteal  layer  of  tlie 
anterior  longitudinal  ligament.  From  this 
point  the  granulation  tissue  advances  along 
the  front  of  tlie  spine  and,  following  the 
course  of  the  bloodvessels,  it  invades  and 
destroys  the  adjacent  vertebral  bodies.  In 
other  instances  the  disease  may  begin  in  the 
interior  of  a  vertebnd  body,  most  often  in 
several  minute  foci  near  the  upper  or  lower 
epiphysis.  These  coalescing,  gradually  en- 
large, forming  a  cavity,  surrounded  for  a 
time  by  unbroken  cortical  substance,  which, 
becoming  weaker,  collapses  under  the  pressure  of  the  superin- 
cumbent weight.  Ocaisioually  the  disease  advances  beneath  the 
anterior  ligament  without  implicating  deeply  the  substance  of  the 
bone — a  form  of  tuberculous  periostitis,  "  spondylitis  superficialis." 
The  intervertebral  disks  appear  to  offer  some  resistance  to  the 
extension  of  the  disease  from  one  vertebra  to  another,  but  when 
the  bone  is  destroyed  on  either  side  they  quickly  disintegrate  and 
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witliuut  (leforinity  inuy  follow.  In  iinothor  tlic  diseusc  is  iDactive 
and  the  gniiiuliition  tissue  undcrgix^s  it  tibroid  trHusfomiatiou  or 
becomes  ossified.  In  such  cases  deformity  may  appear  and 
slowly  increase,  practically  without  symptoms.  In  most  instances, 
however,  tlie  tul)erculous  granulations  advance  more  rapidly, 
destmying  the  bone  or  other  tissue  with  which  they  come  in  con- 
tact; the  usual  retrograde  niefamnrphosis  to  clie<sy  degeneration 
follows,  and  vert'  frequently  liijuefai-tiou  or  abscess  formation. 
This  latter  complication  may  Ixj  deiwudent  ujH>n  secoudar)'  infec- 
tion, but  the  linbility  to  alisoes.s  is  verj'  much  iiu.'i-ca.sed  by  irrit;ition 
or  injury,  and  it  is  decreased  by  abs<ilnte  rest  of  the  diseaseil  part. 

Ar  a  rule,  in  those  cases  of  moderate  severity  that  come  to 
autopsy  during  the  prognwsive  stage  of  the  disease,  one  finds,  on 
dividing  the  thickene<l  tissues  in  front  of  the  spine,  a  cavity,  tlie 
walls  of  which  are  linetl  with  tulMjniulous  granulations  in  various 
stages  of  dfgi'Ueration,  an«l  containing  pnrifonn  Huid.  The 
adjoining  vertebral  iMxlies  present  a  worm-eaten  ajipeikrance,  and 
one  or  more  of  them  is  partially  destroyed.  Small  fragments  of 
necrosed  bon<.'  and  "bone  sjuid  "  may  Ik;  present,  together  with 
larger  masses  of  degenerate*!  tissue,  and  occaisionidly  sequestra  of 
considerable  size  may  l)c  found. 

In  otlier  instances  the  disease  may  I»egin  in  the  jxstcrior  j)art 
of  a  vertebral  Ixidy,  or  it  may  extend  Iwckward  as  well  as  for- 
ward, au<l,  forcing  its  way  into  the  vertel)ral  canal,  it  may  press 
Uf)on  tlie  spinal  oonl  and  involve  its  coverings,  and  thas  cause 
paralysis  of  the  parts  below.  Ivcss  often  pressure  on  the  cord  may 
be  due  to  die  presence  of  an  abscess  or  to  a  projecting  fragment 
of  bone.  The  calibre  of  the  spinal  canal  may  be  constricted 
somewhat  by  the  pressure  of  the  superincumbent  weight  upon  the 
softeneil  and  tiiit^kenetl  tissues  at  the  scat  of  disease  j  but,  fis  a 
rule,  its  cajmcity  is  not  directly  lessenetl  by  the  angular  distortion, 
nor  do(«  the  degrw  of  deformity  directly  iutluenoe  the  frequency 
of  pandysis. 

Although  tlie  disease  may  b^in  in  multiple  primary  foci  of 
infection  over  an  extended  area,  or  in  two  or  more  distinct  regions 
of  tlie  spine  8imuitanei>iLsly,  yet  clinical  observation  seems  to  show 
that  it  is,  in  most  instances,  originally  confined  to  one  or  two 
adjacent  bodies.  From  this  central  point  the  disease  may  extend 
in  either  direction  until  half  tlie  spine  may  In-  implicatetl ;  but  in 
ordinary  cases  the  final  area  of  deformity  and  rigidity  shows  that 
from  three  to  six  bodies  are  more  or  less  involved  before  cure  is 
estnblishcil. 
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If  the  disease  is  limited  in  extent,  the  eroded  surfaces  of  the 
adjoining  vertebra  may  come  into  direct  contact,  but  if  several 
vertebral  bodies  have  been  destroyed  the  upper  portion  of  the 
spine  as  it  sinks  downward  is  often  displaced  backward  so  that 
the  anterior  aspect  of  one  or  more  of  the  upper  segments  may  be 


no.  3. 


Fig.  4. 


PcstroctioD  of  Ibc  bodin  of  the  third, 
fourth,  fifth,  rixlh,  and  KTenth  doraal  ver- 
t«bne ;  partial  drstmrilnn  of  three  otbere. 
(Menard.) 


Till'  Oerormlly  corrected  showlog  the  area 
i>(  the  destructive  process     (Menard.) 


apfjosed  to  the  superior  surface  of  the  first  body  of  the  lower  sec- 
tion (Fig.  3).  Less  often  there  may  be  forward  displacement 
of  the  upper  part  upon  the  lower  (Fig.  1). 

At  all  stages  of  the  disea.se  resistimce  to  its  progress  and  efforts 
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at  repair  are  eviflent  in  the  affected  parts.  When  this  resistance 
overbalances  the  tendency  to  degeneration,  cure  follows. 

Repair  is  accomplished  occasionally  by  contact  and  solid  union 
of  the  ndjoiuing  surfaces  of  softened  bone ;  but  usually  the 
anchylosis  is  in  part  fibrous,  in  part  cartilaginous,  and  in  part 
bony,  and  this  union  may  be  further  strengthened  by  a  callous 
formation  from  the  thickened  tissues  about  the  seat  of  the  disease. 
In  many  instances  the  articular  processes,  the  pedicles  and  laminae, 
become  anchylosed  before  repair  has  advanced  appreciably  in  the 
anterior  portion  of  the  column. 

Cure  may  be  absolute,  as  when  no  vestige  of  the  disease  remains ; 
it  may  be  practically  assured,  as  when  the  diseased  products 
undergo  calcareous  degeneration  and  are  shut  in  by  a  layer  of  solid 
bone.  In  other  instances  the  disease  becomes  quiescent  or  but 
slowly  advances,  showing  its  presence  by  exacerbations  of  pain 
or  by  the  formation  of  an  abscess,  long  after  active  symptoms 
have  ceased. 

Etiology.  The  etiology  of  tuberculosis  of  the  spine  does  not 
diflFer  from  that  of  tuberculosis  of  other  bones ;  the  subject  is  con- 
sidered iu  Chapter  V. 

Belative  Frequency.  Tuberculosis  of  the  spinal  column  is  more 
common  than  of  any  other  single  bone  or  joint,  as  might  be 
expected  from  its  greater  area.  This  is  illustrated  by  tlie  statistics 
of  tuberculous  disease  tresited  in  the  out-patient  department  of  the 
Hospital  for  Ruptured  and  Crippled,  New  York,  during  a  period 
of  fifteen  years,  1885-1899  : 

Tuberculosis  of  the  spine 3207  cases. 

"  the  hip 2230     " 

"  "  other  Joints  InclnelTe 2408     " 

Also  by  similar  statistics  of  the  Boston  Cliildren's  Hospital, 
for  a  longer  period,  1869-1893  : 

Tubercnlofds  of  the  spine 1864  cases. 

"  "    "    bip,  knee,  ankle,  shoulder,  elbow,  and 

wrist  combined 1856     " 

Age.  Pott's  disease,  although  far  more  frequent  in  the  middle 
period  of  childhood,  from  the  third  to  the  tenth  year,  may  occur 
at  any  time  from  earliest  infancy  to  extreme  old  age. 

In  a  series  of  1259  consecutive  cases  of  tuberculosis  of  the 
spine  collected  from  the  records  of  the  out-door  department  of 
the  Hospital  for  Ruptured  and  Crippled,  New  York,  analyzed 
by  Drs.  R.  T.  Frank  and  C.  Gunter,  the  ages  of  the  patients 
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at  the  supposed  time  of  onset  of  the  disease  appeared  to  be  as 
follows : 


Lea  than  1  year 

.        .       .      38    =      3.1  1 

per  cent. 

BetwM 

in  1  and  2  jean 

.    176    =    U.2 

•' 

3    "     5     •'            .       .       . 

.    627    =    S0.2 

CI 

6    "   10     '•            .       .       . 

.        .       .    284    =    18.3 

" 

11    •■   20     "            .       .       . 

.     89    =      7.2 

*t 

21    "   30     "            .       .       . 

.       .       .     43    =      3.5 

•' 

31    ••   50     '■            .       .       . 

.       .        .      81    =      2.6 

" 

Over    50     •'            .       .       . 

.       .       .      11    =      0.8 

" 

The  youngest  patient  was  two  months  old,  the  oldest  .seventy-one 
years. 

Thomdike,'  of  Boston,  from  the  record.s  of  the  Boston  Chil- 
dren's Hospital  for  thirteen  years,  1)^83  to  1896,  collected  115 
cases  of  tutterculosLs  of  the  spine  in  children  of  two  years  or 
less.  Seven  of  these  were  less  than  six  month.s,  and  twenty  were 
under  one  year  in  age. 

Howard  Marsh'  has  called  attention  to  Pott's  disease  of 
the  aged,  and  cites  three  ca.«^s  in  subjects  of  sixty  or  more  years 
of  age. 

Sex.  Sex  exercises  comparatively  little  influence  on  the  liability 
to  disease  of  this  region.  Of  3797  cases  collecte<l  by  Mohr,  Gib- 
ncy,  Fischer,  Taylor,  and  Bradford  and  Lovett,  quoted  by  Hoffa, 
2045  were  in  males  and  1752  were  in  females.  Of  1367  cases 
collected  by  Frank  and  Gunter,  708  (52  j)er  cent.)  were  in  males 
and  659  (48  jier  cent.)  were  in  females;  and  in  2455  ca-ses  tabu- 
lated by  Knight,  1329  were  in  males  and  1126  in  females.  Of 
these  combined  cases  from  the  Hospital  for  Ruptured  and  Crippled, 
3S22  in  number,  53.2  \>er  cent,  were  in  males  and  46.8  per  cent, 
in  females. 

The  Sittiation  of  the  Disease.  The  dorsolumbar  section  of 
the  spine  is  most  often  affected.  Cervical  disease  is  comparatively 
infrequent. 

In  the  series  of  1355  cases  from  the  records  of  the  Hospital  for 
Ruptured  and  Crippled,  the  attempt  was  made  to  locate  the  origin 
of  the  disease  by  tlie  most  prominent  spinous  process  in  the  trac- 
ing.    The  following  are  the  conclusions : 

■  TranMcUons  American  Orthopedic  Asoclatlon,  1896,  rol.  ix. 
•md.,  IWl.TOl.iy. 


24 


ORTHOPEDIC  SUJROEBY. 


Flnt  . 
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Fourth 
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Sixth 

Seventh 
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Ninth 

Tenth 

EleTenth 

Twelfth 


No  defonnlty,  oerrlcal 
"  donal 

lambar 
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3 
16 
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IS 
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100 


Donat. 
26 
48 
42 
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76 
82 
07 
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110 
71 
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Isi 


iMmbar. 
M 
96 
64 
S7 
6 


LrnnbOMcral. 
U 


817 


13 
.  2 
.  81 
.    22 

66 
Dlaeue  In  two  regions  of  the  spine 16 

Similar  statistics  are  recorded  by  Julius  DoUinger, '  of  Buda- 
pest, of  700  cases  of  Pott's  disease.  Of  these  the  situation  of 
the  primary  disease  could  be  ascertained  in  538.  Of  this  number, 
in  63  the  disease  was  of  the  cervical,  in  321  of  the  dorsal,  and  in 
154  of  the  lumbar  r^ion. 

The  relative  frequency  of  disease  of  the  different  dorsal  and 
lumbar  vertebrse  was  as  follows  : 

Donat.         LuvAar. 

Flint 6                   59 

Second 7                   37 

Third 12                   31 

Fourth 10                   17 

Fifth 19                   10 

Sixth 17 

Seventh 33 

Eighth 36 

Ninth 86 

Tenth 43 

Eleventh 88 

Twelfth 64 

321  1M 

The  proportionate  length  of  the  different  sections  of  the  spine 
at  the  age  of  five  years  is,  according  to  Professor  Disse  (Skele- 
tlehre,  1896) : 

Cervical 20.2 

Doiml 4J.6 

Lumbar 34  2 

lUO.U 

If  this  be  contrasted  with  the  pcro^'ntsige  of  the  cases  of  disease 
of  each  scc;tion,  it  will  show  that  the  frequency  of  the  disease  in 
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the  different  r^ions  of  the  spine  does  not  correspond  to  the  area, 
as  has  been  suggested,  but  that  it  is  proportionately  much  less  fre- 
quent in  the  cervical  and  much  more  frequent  in  the  dorsal  region. 


DofUitger. 

nmk  and  Ounler. 

OerrlMt 

Doraal 

Lombar 

.   11.7  percent. 
.       .       .    M.6       " 
.    28.« 

Cervical    .       .            7.6  per  cent. 
Doral       .      .      .   61.1      " 
Lambar                   .    26.2       " 

This  may  be  explained  apparently  by  the  greater  strain  to  which 
the  middle  and  lower  part  of  the  spine  is  subjected,  as  well  as  by 
the  relative  proportion  of  cancellous  tissue  which  offers  the  oppor- 
tunity for  infection. 

Prognosis.  The  prognosis  in  tuberculous  disea.se  is  discussed 
in  Chapter  V.  Pott's  disease  is  the  most  dangerous  of  all  the 
tuberculous  affections  of  the  bones  or  joints,  as  would  be  expected 
from  the  relative  importance  of  the  structure  affected  and  of  the 
parts  lying  in  contact  with  it. 

It  is  evident  also  that  the  amount  of  deformity  and  its  situation 
have  a  direct  influence  on  the  prognosis.  In  disease  of  either 
extremity  of  the  spine  the  direct  deformity  is  iu.significant  and  the 
secondarj'  effect  upon  the  trunk  is  .slight. 

In  the  tj'pical  "hump-back"  deformity,  however,  the  contents 
of  the  thorax  and  alxlomen  are  necessarily  compre.ssed ;  the  blood- 
vessels are  distorted,  and  the  csilibre  of  the  aorta,  which  is  more 
directly  affected,  is  often  much  diminished;  rcs^piration  is  made 
difficult,  and  the  circulation  is  impeded;  as  a  con.sequence,  the 
heart  i.s  usually  hypcrtrophied  and  valvular  insufficiency  is  not 
infrequent.  Tints  the  vital  functions,  which  are  airried  on  at  a 
di.sadvantage  even  under  favorable  conditions,  be<,'onie  impossible 
imder  the  addc<l  strain  of  mifavorable  surroundings,  overwork, 
«»r  disease.  It  is  a  matter  of  common  observation  that  few  of 
those  who  are  nuirkedly  deformed  rcju-h  old  age.  On  the  other 
hand,  it  may  be  assumed  that  slight  deformities,  or  those  which 
<lo  not  as  directly  interfere  with  the  vital  functions,  exercise  but 
little  influence  ujwn  the  future  well-l)eing  of  the  jMitient. 

Although  the  absolute  mortality  of  Pott's  disca.se  cannot  be 
accurately  estimatetl,  it  may  be  stated  that  at  least  20  j)er  cent. 
«»f  all  {Nitients  die  during  the  j)rogre.ss  of  the  disea.se  and  within  a 
few  years  after  its  onset,  from  csiuses  directly  or  indirectly 
de|»eiident  ujton  the  local  lesion.  Some  of  the.se  die  from  general 
(li.sscmination  of  the  tuberculous  infection  and  tul)er('ul()iis  mciiin- 
pitix ;  some  from  exhaustion  following  septic  infection  and  long- 
continued    suppuration,   or   from    amyloid   degeneration    of    the 
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internal  orgims;  some  fmm  tuberculosis  of  tlie  lungs,  anil  many 
from  intercurreut  affet-tions  that  arc  fatjil  because  of  the  devital- 
iziug  iiiHuence  of  the  ilisejL<e  and  '\{-i  cKtnpliiaxtion.s. 

The  j)rojjno.sis  of  Pott's  tlistiiisc  in  tlic  individual  case  is  iaflu- 
encod  by  auiny  considerations.  In  one  instiuice  the  family  history 
is  good,  the  surnMiutliiigs  are  favonible,  the  patient  is  in  giMid 
condition,  aud  the  discjise  is  in  tiie  early  stage  ;  one  Ls  tlien  inelinetl 
to  liMjk  upon  it  as  on  accident,  an<l  hardly  considers  the  possibility' 
of  a  filial  ti-nninatioii ;  while  in  another  cjLse  the  weakness  and 
undervitalizjitiou  of  thf  body  are  so  evideut  that  the  affection  of 
tlic  spine  seems  but  an  incident  of  a  general  degeneration. 

Symptoms.  The  most  distinctive  sign  of  Pott's  dise91.se  is 
defiiriiiity.  At  an  early  stage  of  the  process  tlierc  may  be  but  a 
slight  irregularity  in  the  contour  of  the  spine,  and  if  several  adja- 
cent verteiir-al  lnHlies  are  affcetetl  the  jirojtrtion  may  be  .soniewJiat 
roundfd  in  outline;  but  as  conipiiietl  with  other  deformities  of 
the  spiue,  tliat  of  Pott's  discitse  is  characteristictdly  angular,  and 
as  its  cause  is  loss  of  substance,  its  formation  is  awomjKinii-d  by 
and    nuist  have  been   prece<leil  by  the  symptoms  of  l)one  dis«i.se. 

Defonuity  Ls  thus  the  evidence  of  a  destructive  pnxess  that 
may  have  existe<l  for  weeks  or  niontlis  even,  and  only  by  its  early 
reet)gtiition  can  the  idral  result — the  prevention  of  deformity — Ihs 
4ittitine<l.  Tile  spine  which,  althougli  weak,  is  still  .straight  may 
be  held  straight ;  but  when  the  deformity  is  present,  it  can  be 
remedied  only  in  part,  and  it  mjiy  be  difTicult  even  to  check  its 
further  progress.  For  as  the  upper  segment  of  the  spine  sinks 
forward  and  downward,  tlie  influences  of  compression  and  attrition 
incrwise  the  activity  of  the  local  pnxx«s  and  aggravate  its  effects. 

For  nuiny  years  angular  deformity  was  thought  to  i>e  the  essen- 
tial sign  of  Pott's  disease,  and  even  now  tlie  fact  is  not  generally 
rtM)ognize<l  that  the  deteetiou  of  tulicrculous  ostitis  of  the  spine  in 
the  early  stage  is  lioth  pos.sible  and  easy,  if  one  will  apply  the 
some  mcth<M]s  that  serNc  for  the  diagnosis  of  other  affections  aot 
attended  by  such  obvious  symptoms  as  external  deformity.  It  is 
Vt  such  appliaition  of  the  principles  of  iliffereutial  diagnosis  tliat 
attention  is  esjiecially  (aiUetl. 

The  spine  is  tlie  chief  sup|H>rt  f»f  the  body,  i)ossessing  a  free 
mobility  that  a«^jmm<xlates  it  to  every  movement  of  the  trunk 
ami  to  eve.r\'  motictn  of  the  limbs  even.  It  is  evident,  therefore, 
tliat  the  symptonts  of  a  d(>structive  disease  must  be  pain,  weakness, 
and  hnjuunncnt  of  normal  motion.  Motion  aud  support  are  not, 
iiowever,  tiie  ouly  functions  of  the  spine ;  it   eontiiins   Uie   spinal 
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oonl,  trom  which  Itninch  tlie  nerves  that  supply  tlie  orgmis  siud 
membeni  of  tin*  UkIv,  This  may  be  implicatMl  at  an  early  stage 
•jf  the  afr«xniiiii  aiul  tlu-  siuMcii  onset  of  [)anilysis  may  ovcr.sliailnw 
tiic  symptoms  of  tiic  orijrinal  disease.  In  other  iustauees  tiie  tumor 
of  an  xlMcnss— one  of  the  common  accompaniuients  of  tubereiilous 
diacnse  of  lx>ne — may  iiitr-rfcre  with  tlie  finietionH  nf  inijKirtaiit 
ports  lying  in  the  neighborhotKl  of  tlie  spine,  and  peeuliar  sym|)- 
tntiiH,  due  t4(  this  twnst',  may  attraet  attention  hjfore  tlie  primary 
disease  is  suspe<"tetL  Sneh  symptoms  may  be  misleadinjr  and  it 
L«  well,  therefore,  to  eonsider  them  apart  from  those  that  indicate 
tfic  primnr}'  effeet  of  the  disesi.se  uimjii  the  spine,  eonsidero<l  as  an 
Stic  8Up|M>rt.  The.se  dire<Jt  sym])tonis  nsuidiy  preee<le  and 
'■nlwnys  aei'ompany  the  seeimdary  or  i-ornjihVating  symptoms,  and 
upi>n  them  the  diagnosis  di-peuds. 

Tlie  primary  and  diagnostic  symptoms  of  Pott's  disease  may  be 
dassified  ns  follows  : 

(n)  Pnin. 

(6)  Stiffuuss. 

(c)  Weakness. 

(d)  Awkwanluess. 
{e)  Deformity. 

(>i)  Pain.  .\t  first  thonglit,  one  might  e.xp«'ct  tin-  jiiiiii  of  Pott's 
it-«tis«'  to  be  localized  at  tlie  affected  vertebne,  and  to  be  aec<im- 
{Mtnied  by  sensitiveness  to  pressure  or  even  by  infiltration  and 
Rvrelltjig  i>f  the  tissues;  but  it  will  In-  rcmembereil  that  the  bodies 
Pof  Um?  vertebrjB  are  in  the  interior  of  the  trunk,  piiictically  sjiesik- 
ing,  as  near  to  its  anterior  as  to  its  jwsterior  surface  (Fig.  !)),  and 
tluU  the  products  of  the  disetise  pass  downward  and  forward, 
iiairly  buekwanl.  Thus  sensitiveness  to  pressure  on  the  projecting 
[tinous  proees»«'.s  is  unusiud,  and  pal[>ation,  except  in  tlw-  cervinjd 
nipon,  is  of  C4impanitively  little  diagnostic  value. 

The  pain  of  Pott's  disease  is  not  lix-alized  in  the  back,  in  the 
HidghborhofKl  of  the  disease,  Ixicause  the  fihrnieiits  that  supply 
the  Ixuliw  of  the  vertebne  arc  insigiiificiint  part*  of  nerves  that 
are  distribute*]  to  distant  points — tfi  the  head,  to  the  limbs,  to  the 
front  and  sides  of  the  trunk — and  to  these  parts  tlie  pain  is  re- 
feiTvd;  thns  "earache"  or  "stomach-ache"  or  " sciatica "  may 
be  inrinptomatic  of  Pott's  disease.  The  pain  of  Pott's  disease  is 
bjr  no  mtnns  uonstant;  it  is  indui«d  by  jars  or  by  sudden  or 
luigiiardcd  movements.  It  is  often  worse  at  night,  when,  after 
the  relaxation  of  th<-  muscular  spasm  that  has  protecte<l  the  part, 
the  ancsonscinus  movements  during  slet^p  ciuise  <liscomfort  or  pain, 
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Fig.  5. 


and  the  child  moans  in  its  sleep,  or  is  restless,  and  sometimes  it 
wakes  with  a  cry — "  night  cry." 

(6)  Impairment  of  Function  or  Loss  of  Normal  Mobility :  Stiffliess. 
Stiffneas  of  the  spine  is  in  part  voluntary,  in  the  sense  tliat  the 
patient  adapts  his  movements  and  attitudes  to  the  disease  and  pain 
— in  order  to  avoid  as  far  as  possible  strain  and  jar — but  the 
essential  and  characteristic  stiffness  of  Pott's  disease  is  caused 
by  the  involuntaiy  muscular  tension  and  contraction  of  the  muscles 
about  the  seat  of  disease.  This  reflex  muscular  spasm  varies  in 
d^ree,  according  to  the  state  of  the  underlying  disease.  It  may 
fix  the  spine  or  it  may  be  evident  only  at  the  extremes  of  motion, 
but  it  is  always  present,  preceding  deformity  and  accompanying 
it  until  cure  is  established ;  thus  it  is  the 
most  important  of  the  diagnostic  symptoms 
of  Pott's  disease. 

(c)  Weakness.  As  the  disease  affects  the 
most  important  support  of  the  body,  it  is 
a  direct  as  well  as  an  indirect  cause  of  weak- 
ness, and  the  more  vulnerable  the  spine, 
the  more  pronounced  is  this  symptom ;  thus 
in  a  young  child,  whose  spine  is  in  great 
part  cartilaginous,  evidence  of  weakness  is 
shown  by  the  "  loss  of  walk,"  the  refusal  to 
stitnd,  and  by  the  instinctive  desire  for 
supjwrt,  at  an  early  stage  of  the  disease. 

{d)  Change  in  Attitade :  "Awkwardness." 
Tills  really  sums  up  the  effects  of  the  pre- 
co<ling  symptoms,  since  it  is  evident  that 
pain,  weiikness,  and  rigidity  must  cause  a 
change  in  the  apj>earance  and  in  the  habit- 
ual attitudes  of  the  patient.  Such  synij)- 
tomatie  attitudes  may  ha  almost  diagnostic 
of  tlic  disesLsc  and  of  the  part  of  the  spine 
iuvolve<l. 

(f)  Change  in  the  Contour  of  the  Spine : 
Deformity.  The  deformities  of  Pott's  dis- 
esLse  may  Ih'  classified  as  follows  : 

1.  Bone  deformity. 

2.  Muscular  deformity. 

3.  Coin[)enssit<)rj'  tlcformity. 

Tlie  char.u;t<!ristic  angular  projection  due  to  destruction  of  lx)ne 
has  been  ch'sirrilKH.!  alnaidv. 


A,  direct  deformlly  ;  B,  com- 
penntory  deformity.  The 
dotted  line  Indiraif*  the  nor- 
mal contour  of  the  apiue. 
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MiMcuUr  dffonnity  is  the  distortion  due  to  muscular  spasm  or 
aintnurtion.  Of  this,  the  wry  ueck,  symptotnatic  of  cervical  dis- 
eiMC,  and  psoa;;  itjutmction  in  U>c  lower  region  of  the  spine,  ure 
the  must  familiar  oxample/^. 

Cbmpetmtnry  deformity  signifies  tlie  more  general  effect  of  the 
load  ilis«L«e  imd  locjil  distortion  ujmjh  tlie  spine  as  a  whole  (Fig.  •")). 
Thns  nn  angular  proje«;tion  must  Ix'  balanw-nl  by  a  compeusiitory 
incur\'ation,  and  lateral  distortion  in  one  direction  by  latei-al  dis- 
tortion in  another. 

Those  three  defonnities  are,  of  course,  nearly  relatcil,  and  tliey 
sn  usoally  ojmbined,  altliough   uiuseidur  dist<H-tiou  may  precede 
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formal  contoar  and  deztbilUf  ot  tbe  iplne. 

the  Btiigv  of  bone  di-stmction,  while  tlic  comjtensatory  changes  are 
DuC  imme«Iiotely  apparent.  On  tlie  other  liund,  the  secondary 
obanges  in  the  omtmir  of  tlie  spine  may  catch  the  eye  l)efore  the 
primary  local  deformity  is  detected. 

Lateral  deviation  of  the  spine  is  not  iufre([uent ;  it  may  be  a 
tlirect  distortion  at  the  seat  of  tl)e  dis«-!»se,  caused  by  the  <lestnic- 
tion  of  the  side  of  a  vcrtebnd  IhhIv  (Fig.  22),  but  more  often  it  is 
a  sMondary  effect  of  such  irregular  erosion  at  one  or  tlie  other 
cxtrrmity  of  the  spine,  or  the  effect  of  muscular  contraction,  or 
it  may  lie  <lue  to  simple  wtnikncss,  in  which  uisc  it  is  a  transient 
•ymplom. 

Finally,  even  at  the  cjirliest  stjige  of  tlie  disease,  there  is  almost 
aluraya  a  slight  change  in   the  outline  of  tlie  spine  due   to   local 
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rigitlity  ;  tlie  sjjiiie  no  louger  forms  a  long,  roguhir  cvurvc  wlicii  tlie 
body  is  lient  forward,  Ijitt  as  one  section  rcniaiiw  mure  or  less 
rigid  wliile  the  other  bends,  the  outline  is  broken  at  or  near  the 
seat  of  the  disease  (Kig.  7). 

Secondary  or  Complicating  Symptoms.  (/()  Abscess.  This 
niay,  by  its  size  or  .situation,  ciiuse  (teeuliar  symptonLS,  In  tlie 
retropluiryngeal  spaec  it  may  interfere  vvitli  res|»iratton  and 
cleglutitii>ii.      In    the   thorac-ic   region    it   miglit  be   tatptaken    for 
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luclpleut  Fott'B  dtieaae.    Sbowing  tbe  brenic  In  the  eon  lour  >>raie»plne,  of  which  the 
normal  lle:dbUlt}-  ie  but  aligbllj-  iuiiielrcd. 


pleurisy  or  enipyeni.-i,  and  when  it  forni.s  a  tumor  in  tlte  iiiae  fo.«sa 
it  may  interfere  vvitii   locomotion. 

(i)  Paralysis.  This  is  usually  ii  late  .symptom,  bat  if  the  disease 
begins  in  the  eentre  or  posterior  ]»art  of  a  verteliral  body  it  may 
im])li(»te  the  sjiinal  e^ird  before  »leformit_v  is  a[tparent. 

Ab.scess  and  paralysis  are  symptoms  that  may  Ik;  explained  by 
Pott's  diseiuse,  but  other  than  by  ealling  attention  to  disea.se  of  the 
spiuc  as  a  jxissible  eause  of  the  comi^lieation,  they  do  not  aid  one 
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in  determtniu);  Uie  tliagnosis;  for  tl)i^^  ri-asfm  they  are  classed  as 
^ieromlan'  syniptonis. 

Oeneral  Sjrmptoms.  Especial  stress  is  laiil  by  cerfaiin  writers 
■•apoit  tlif  <lLij;ur»stie  value  of  a  slijrht  but  coiistjint  elevatimi  of  the 
einncrature.  This  is  usually  present  if  the  disease  is  active  or 
wh«'n  on  abscess  is  approachiii^r  the  surface,  but  the  positive  value 
of  the  syinptimi  iu  early  or  quiescent  cases  is  doubtful.  One  may 
ex|>ci.-t  als«)  that  a  patient  suffering  from  tuberculous  disease  of  the 
spine  will  present  some  evidence  of  a  painful  and  depressiu^r 
affection,  or  some  evidence  of  inherited  or  ac«]uireil  weakness;  yet 
it  mu-it  Ik-  rememl»ered  that  the  absence  of  such  gcucnil  symptoms 
would  not  exclude  Pott's  disease. 

The  Contour  and  Flexibility  of  the  Normal  Spine.  In  the  enum- 
eiation  of  the  early  symptoms  of  Pott's  disease,  two  have  been 
noted  as  of  e8|>ecial  importance — the  im]>airmeut  of  norma! 
mobility  and  tlie  effi-ct  of  the  disease  upon  the  contour  of  the  >ipine 
auii  Ujwin  the  attitudes  of  the  patient.  Therefore,  in  the  study  of 
ihc  nomuil  spine  the  stjmdarfl  with  which  that  suspected  of  disease 
most  lie  t»mpareil — mobility  and  wintour — at  different  ages  and 
under  different  eondition.s  should  receive  especial  consideration. 

The  spine  as  a  whole  is  a  flexible  column,  yet  it  hits  a  fixe<l 
<i>uti>iir;  it  curves  forward  in  the  upper,  backward  in  the  middle, 
and  fonnirtl  itgnin  in  tlic  lower  region.  These  curves  are  essen- 
tially tile  effci't  of  the  force  of  gravity  and  of  the  action  of  the 
muscles  in  iKtbmcing  the  weight  of  the  body  in  the  upright  atti- 
tuile.  In  the  atlult  tlioy  are  pnictiailly  constant ;  in  early  child- 
bo«j«l  tliey  am  be  ncJirly  oblitcr.ite<l  by  traction  in  the  horiz4>nt;il 
|«>^tiou ;  and  in  infancy  they  do  not  exist.  If  the  newbora  infant 
\te  plaowl  in  tin?  sitting  |Misture,  the  hejid  falls  forwanl  and  the 
•pine  bends  in  one  long,  backwanl  curve,  characteristic  of  wi-jik- 
DCis,  If  it  Iw  placed  on  the  back  and  the  legs  be  drawn  down 
fn»m  their  habitual  attitude  of  semiflexion,  it  will  \m'  notiie<l 
lluit  ihe  ninge  of  extension  is  s<imewhat  limiteil  Ik-wuisc  of  the  nl»- 
»en<i!of  tlje  lumbar  carve  and  the  inclination  of  the  jielvis.  When 
the  gain  in  nuiik-nlar  juiwer  is  sufficient  to  enable  the  infant  to 
raise  and  omtrul  the  head,  the  curve  of  tlie  neck  apiR'ai-s.  Ljtter 
«rl»cn  Uie  child  stands,  the  erector  spina*  muscles  hold  the  ImkIv 
.rht  against  the  rcsisfauci-  of  the  iliopsoas  group  and  of  the 
iiuents  of  the  hip-joint;  thus  the  lumbar  curve  aixl  the  iu(rlina- 
lion  of  tlie  |H*lvis  result  and  the  nornml  iHiutour  of  the  spine  ir- 
IliblishHl. 

tt  fnrni  tlie  odontoid  process  of  the  axis  of  a  normal  individual 


32 


ORTHOPEDIC  SURGERY. 


Via.  8. 


«o 


vv' 


in  tlie  erect  p«wture  a  line  be  dropfic*!  tn  the  ground,  this  perpen- 
dicular or  weight  line,  about  which  the  weight  of  the  body  is 
Iwilancwl,  will  iiidiaite  the  curve  of  the  spine,  and  divide  it  into 
sections  that  n<>rres]Mjnd  8ufliciently  well  to  function.     The  cervical 

curve  ends  at  the  second  donal,  the 
thoracic  curve  at  the  twelfth  dorsjil,  and 
die  lumbar  curve  at  the  sacrovertebnd 
angle  (Fig.  8). 

What  has  lx?en  spoken  of  as  the 
normal  contour  of  the  spine  varies  con- 
siderably in  the  adult.  It  is  affected 
by  the  <xxupation  and  many  other  cir- 
cumstiinccs ;  of  this,  the  njund  shoulders 
of  the  cobbler  or  the  weaver,  the  stoop 
of  waikness,  of  old  age  and  the  like,  are 
familiar  examples;  but  in  childiuxxl  dis- 
tinct variations  from  the  uoruial  contour 
nhnost  always  have  a  clearly  defined 
pathological  cause.  As  the  nonnal  c<m- 
tour  is  the  effect  of  tlie  balancing  of  the 
body  in  the  upright  posture,  it  is  evi- 
dent that  if  tlie  outline  of  one  part  is  j)er- 
mancntly  changed,  compensation  for  this 
change  must  be  made  in  another  part. 
The  diTiiiotu  of  tbe  ipine.  Thus  when  deformity  is  well  marked, 
the  normal  curves  of  the  spine  are  often 
completely  reversed  (Fig.  5),  and  even  at  an  ejirly  stage  of  the 
disease  the  abnormal  contt)ur  will  often  attnict  attention,  long 
before  the  characteristic  angular  projection  has  lK>come  apimrent. 

Divisions  of  the  Spine. 

Although  tl»e  spine  is  a  flexible  ojlumn  whose  outline  changes 
with  every  movement  and  jK^sturc,  yet  the  mnge  and  char- 
acter of  this  motion  vary  grejitly  in  different  |>arts.  In  tlie  cer- 
viciil  and  hunbiir  regions  motion  is  extensive,  because  of  the 
relativelv  large  pro|N>rtiou  of  elastic  intervertebral  substiincc, 
beeaus4*  of  tiie  dire<nion  of  tlic  articular  surfaces,  and  because 
the  «'entre  of  motion  is  near  the  mid<lle  of  the  b<Kly.  Mi>tion  is 
very  limiteil  in  the  tlioracic  region,  because  tlie  intervertebral 
disks  are  thin,  Ixjauise  of  the  overlapping  spinous  processus,  and 
because  it  fonns  a  part  of  the  rigid  tiiorax.  Where  fi"ee  motion 
is  essential   to   the  habitual  attitudes,   interference  with  normal 
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standing  are  constrained,  and  in  the  other  the  neck  is  stiff,  or  the 
head  is  turned,  or  drawn  from  the  normal  line.  In  the  thoracic 
r^ion  early  diagnosis  Ls  less  often  made,  because  in  this  section 
motion  is  so  unimportant  that  its  restraint  may  escape  the  atten- 
tion of  the  patient  or  {larcnt.  In  considering  diagnosis,  therefore, 
and,  in  fact,  treatment  and  prognosis,  one  should  di\*ide  the  spine 
into  three  sections  to  carrespond  with  function  : 

1.  The  neck  part,  that  allows  free  motion  of  the  head,  ending 
at  the  third  dorsal  vertebra. 

2.  The  rigid  thoracic  part,  which  includes  the  third  and  the 
tenth  dorsal  vertebrse. 

3.  The  lower  part,  made  up  of  the  two  lower  dorsal  and  the 
lumbar  vertebra,  in  which  the  principal  movements  of  the  trunk 
are  carried  out  (Fig.  8). 

One  must  bear  in  mind  the  distribution  of  the  nerves,  because 
the  characteristic  pain  is  referred  to  their  terminations,  also  the 
parts  in  relation  to  the  spine  at  different  levels  that  may  be  impli- 
cated in  the  disease.  Thus,  remembering  that  the  symptoms 
of  Pott's  disease  are  in  general,  stiffness,  wejikness,  pain  and 
deformitj',  one  will  always  apply  these  symptoms  to  a  particular 
region  of  the  spine,  and  will  picture  to  himself  the  effect  of  such 
stiffness,  weakness,  and  deformity  at  this  or  that  vertebra;  the 
effect  of  an  abscess  in  this  or  that  situation,  and  the  area  of  paral- 
ysis that  might  be  caa««d  by  pressure  on  the  cord  at  one  or  another 
level. 

Landmarks.     The  atlas  is  on  a  line  M-ith  the  hard  {Kilate. 

The  axis  is  on  a  line  witli  the  free  edge  of  the  upper  teeth. 

The  transverse  process  of  the  atlas  is  just  below  and  in  front  of 
the  tip  of  tlie  mastoid  process. 

The  hyoi<l  bone  is  opjKtsite  the  fourth  cervical  vertebra. 

The  cricoid  cartilage  is  on  a  line  with  the  si.xth  oer\Mcsd  vertebra. 

Tlie  H[)iK'r  nuirgin  of  the  sternum  is  opjjosite  the  disk  between 
the  sot-ond  an<l  thinl  dorssil  vertebrae. 

Tlic  junction  of  the  first  and  sec«)nd  sections  of  the  sternum  is 
opposite  the  fourth  dorssU  vertebra. 

Tlie  tip  of  the  ensiforni  csirtilagc  is  opiH>site  the  lower  part  of 
the  ImhIv  of  tlif  tenth  «lorssil  vertebra. 

The  anterior  extremity  of  the  first  rib  is  on  a  line  with  the  fourth 
rib  at  tlie  spine,  tin-  second  with  the  sixth,  the  fifth  with  tlie  ninth, 
the  S4>v«'nth  with  tiie  eleventh. 

The  M*;ipula  overlaps  the  second  an<l  the  seventh  ribs,  its  lower 
angle  lieing  oppiwite  tiie  et-ntre  of  the  «'ighth  dorsjil  vertebra. 
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The  nnit  of  the  spuio  of  the  scajmlu,  the  glenoid  cavity,  and 
tli«  interval  between  tlic  second  and  third  dorssil  spines  are  in  the 
aune  plane. 

The  most  wjnstiuit  landmark  from  which  to  wmnt  is  the  spinous 
|iroM>«  of  tlic  fourth  lumijar  vertebra,  which  is  on  a  line  with  the 

;hc3t  jwint  of  tlie  crest  of  the  ilium.     The  umbilicus  is  near  the 

[JM»  plane. 

The  Inclination  of  the  Pelvis.  In  the  erect  attitude  the  plane  of 
the  brim  fonns  :ui  angle  of  60°  to  65°  witli  the  horizon. 

The  tip  of  the  coccyx  is  opposite  the  lower  border  of  the  sym- 
[ihysis  pubis. 

Lencth  of  the  Spinal  Cord.  In  the  adult  the  spiuid  cord  termi- 
nates at  the  lower  nuii^in  of  the  fii-st  lumbar  vertebra.  At  birth 
it  extends  to  the  tlnrd  lumbar  vertoiiiii  and  its  membranes  to  tlie 
JKcond  division  of  the  sacrum. 

Tlie  Interrertehral  Disks.  In  the  adult  the  intervertebral  disks 
form  4\.'.>  per  cuut.  of  the  cervical,  "26.4  per  cent,  of  the  dorsal, 
and  4-1.6  per  cent,  of  tlie  lumbar  regions  of  the  spine  (Dwight). 

The  character  of  the  disease,  its  manifestations,  and  its  effects 
up<jn  the  spine  having  been  outlined,  the  student  is  now  brought, 
M  it  were,  into  actual  contact  vrith  the  patient  and  his  friends. 
Aad  as  Pott's  discjise  is  the  most  important  of  the  chronic  affec- 
tioos  of  childliood,  it  will  serve  as  a  type  to  illustrate  methods  of 
examination  and  of  treatment  as  applie<l  in  ortho|)edic  practice. 

The  Bational  Signs.  The  symptoms  of  Pott's  disease  vary 
ilccidcdly,  not  only  witli  the  region  of  the  sj)ine  involved,  but  also 
with  tl»c  ago  an«l  surroundings  of  the  patient.  Like  otlier  forms 
of  tabcrcnloits  disease  it  is  an  insidious  chronic  affection,  and  its 
early  symptonw  may  fail  to  attract  attention,  Iwcause  they  are 
irregubir  or  intermittent.  The  child  may  cr)-  jiftcr  overexertion 
or  injnrj',  bat  otlierwise  it  may  appear  to  be  perfectly  well  for 
w«cks  or  months  even.  When  the  diagnosis  is  evident,  however, 
the  mother  almost  always  recalls  tlie  fact  that  something  was 
"wrong,"  ttmt  it  was  fretful  and  disinclined  to  play,  that  it  like<l 
to  lie  on  the  HiM^r,  that  it  was  awkward  in  its  movements,  that  it 
«nw  kroableiJ  by  a  cough  or  indigestion,  or  by  oppression  of  breath- 
inf^.  Ooe,  or  many,  of  such  symptoms  may  have  existed  for 
miadu;  b^^  as  a  nilc,  it  is  not  initil  deformity  appesirs  that  the 
child  is  brought  for  trwitmtnit.  It  is  often  after  a  full  or  violent 
play  that  tl»  cvidrnoe  of  jjain  or  weakness  can  no  longer  lie  over- 
iiked,  m  that  injur}*  is  likely  to  occupy  a  prominent  plm-e  in  the 
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History.  The  liistory  of  the  disease  as  obtained  from  the  parent 
is  usiuUy  indefinite  and  misleading.  Certain  jwints,  however,  of 
rtdativc  importance  may  be  ascertainefl  by  an  examination  some- 
what us  foUow.H : 

One  asks  if  the  imme<liate  relatives  of  tlie  child  have  suffered 
from  [jhthisis  or  other  form  of  tuijeroiilosis,  as  this  mi<;lit  indicate 
a  predisposition  tt»  disi-ase,  ami  tliiLS  affect  the  prognosis. 

One  asks  if  the  child  ha^  l>oen  robust  or  the  reverse,  and  if 
recovery  from  the  onlinnry  ailments  of  childhood  was  jirompt 
or  tedious,  in  onier  tliat  one  may  judge  of  the  quality  of  the 
patient. 

One  next  asks,  not  "  how  long  has  the  eliild  been  ill  ?"  for  tliis 
is  usually  imderst«Jod  to  refer  Ui  tlie  tluratiou  of  the  nll^^e  decided 
symptoms;  but  "when  was  the  child  last  [vcrfcctly  well?"  One 
asks  particularly  a;*  to  the  onset  of  the  first  symptoms,  whether  it 
was  sharp  and  flecided,  or  gradual  and  ill-defined;  if  the  symp- 
toms were  prcceiled  by  otmtjigious  disejise.  This  latter  is  an 
imjwrtant  question,  because  measles,  for  example,  predisposes  to 
tuberculous  infection,  or  at  least  to  tt«  hxial  outbreak,  and  diph- 
theria is  often  folhiwed  by  jiaralysis  or  l)y  weakness  tliat  may 
simulate  certain  symptoms  of  Pott's  disense.  The  character  of 
the  injury  that  almost  every  patient  is  supfiosod  to  have  received 
is  then  investigated.  It  should  be  made  clenr  whether  the  injury 
was  the  direct  cause  of  the  symptoms,  or  if  it  may  have  simply 
aggraviited  or  brought  to  light  the  dornumt  disease,  or  if,  as  is 
often  the  case,  there  is  simply  au  indefinite  remembrance  of  an 
injury  which  has  no  connet^tiou  with  the  symptoms. 

To  estid)lis!i  injury  as  tin?  sole  and  direct  rause  of  symptoms, 
the  patient  nnist  have  beeu  well  at  the  time  of  tlie  iiccident,  tlie 
Bymptoms  must  have  followetl  immediately  and  nuist  have  persisted 
since;  and,  finally,  the  symptoms  must  be  of  a  nature  to  be  ex- 
plained by  a  definite  injury. 

By  careful  questioning  one  may  usually  determine  whether  the 
symfitoms  of  which  the  patient  com|>!ains  are  acute  or  chronic. 
This  is  of  imivjrtance,  betvnuse  tulwrculosis  is  a  chronic  dist?ase — one 
of  tlie  few  chronic  diseases  of  childhood — although  its  exacerba- 
tions may  rest'mble  tlie  symptoms  of  acute  disease  or  even  injury. 

However  imiwrtiint  a  correct  history  may  lie,  it  is  upon  the 
physical  examination  that  the  diagnosis  practically  depends. 

Physical  Signs.  The  physiad  examination  begins  on  the  first 
sight  of  the  patient,  for  one  may  note  then  (he  general  condition 
and  the  actions  and  postures;  but  the  ultimule  purpose  of  tlie 
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liner  is  to  compare  the  appearance  and  the  mobility  of  the 
.^piiu*  !iu.sp«!ctc<l  of  disease  with  the  uormal  standard. 

Voluntjirv  actions  and  attitude,*  are  ini|it)rtant,  because  they 
show  tlie  adaptation  of  tlie  hwly  to  the  disejise,  the  conscious  and 
unoitnscioiis  efforts  of  the  patient  to  ^nard  the  wealc  part  from 
train  and  from  motions  that  cause  discomfort  and  pain.  Inspec- 
'tiou,  palpation,  and  the  lests  of  voluntary  and  passive  motion  are 
of  still  jrTBiler  ini]>i>rtance,  be<«use  by  such  means  one  may  demon- 
stnUe  the  presence  of  disease  and  locjilizc  it  with  accuracy. 

The  examination  must  be  purposeful.  When  one  asks  the 
fntient  to  pick  up  a  ojin  from  the  floor,  it  is  to  test  tlie  lower 
region  of  the  spine  for  tlie  symptoms  of  weakness  and  stiffness. 
The  ability  to  perform  the  act  with  ease  by  no  means  excludes 
di«easc  of  tlie  spine  in  tiie  rej^ious  not  especially  involvetl  in  the 
movements  of  stooping  or  turning  the  body,  although  this  would 
appear  to  be  the  general  belief. 

Sach  tests  must  imt  only  \yi  pnrjwseful,  but  they  must  be 
adapted  to  the  age  and  intelligence  of  tlie  patient.  The  child  that 
r  •*:-,«;  tii  pick  Up  a  coiii  will  oftcii  gatlicr  up  its  clothing,  be<«use 

•  i-ihcs  to  be  dressetl  ag:iin.  If  it  will  not  stoop,  it  will  rise 
iistuUy  if  placed  in  tlie  recumbent  or  silting  jiosturc — an  equally 
u.'ieful  tist,  A  child  will  walk  toward  its  mother  if  placed  at  a 
distauoe  from  her.  It  will  always  turn  its  head  tt)ward  her;  thus 
voluntarj'  motion  of  tlie  cervical  r^ion  may  be  testtnl  by  changing 
the  mother's  position,  while  the  child  is  held  by  the  examiner. 
Young  children  that  struggle  and  resist  psissivo  motion  if  placed 
on  the  table,  submit  tptietly  when  held  in  the  mother's  arms. 

Various  simple  and  effective  tests  will  suggest  themselves  to 
the  examiner  who  has  a  definite  piirjwse  in  view,  but  much  patience 
naj  be  require<l  in  early  cases,  and  several  examinations  may  be 
necessary  U?fore  the  presence  or  absence  of  di.seasc  can  be  definitely 
determined.  It  is  imix)rtant  to  remember  that,  in  childluxxl  at 
least,  abiiomiul  syiu])toius  always  have  a  nxwsc  ;  therefore,  a  patient 
ffhiMild  lie  kept  under  ol)servation  until  the  cause  is  discovered. 

Of  all  the  early  signs  of  Pott's  disejise  imiscular  rigidity  or  reflex 
mnacnlar  spasm  is  the  most  im(N>rtnnt,  since  it  precedes  deformity 
and  accompanies  it  until  cure  is  finally  estab1ishe<l.  It  is  a  spasm 
i'  '  'i  motion  in  all  dirtjt^tioiis ;  thus  it  may  l>c  <listingiiished 

i'  r«|Kisiii  or  contraction  of  cerfaiii  groups  of  muscles  cause*! 

by  irritation  or  inflammation  not  connected  with  the  spine.  For 
in  such  instances  motion  is  limited  only  in  the  directions  directly 
oppM'il  l>v  the  mtuicular  coutnution.     True  reflex  muscular  spasm 
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is  (juite  inile[)enileiit  of  the  will,  and  thus  it  may  be  distitiguislied 
from  simple  voluntary  resistance  on  the  part  i»f  ttie  patient. 

The  nuificular  rigidity  is  must  marke«l  in  the  nci^hixirhofxl  of 
tbf  disesise,  but  it  extends  to  a  ;ircatt'r  nr  less  distauc-L"  ac"<-(>rdiiif(  to 
tlte  acuteuess  of  the  loeal  process  and  tlie  susceptibility  of  the  patient. 

Even  at  an  early  sUi^e  the  situation  of  the  disease  is  usuiilly 
shown  by  a  slijrht  invgularity  of  the  spine  in  the  eentre  of  the 
area  made  ri^id  by  muscular  spasm,  as  well  as  by  the  change  of 
Cfjntour.  This  i-hangc  in  outline  and  in  flexibility  may  be  demon- 
strate<l  by  lx>ndiiig  tlie  patient  forwanl.  If  tlio  spine  forms  a  long, 
even,  regular  curve,  and  if  there  is  no  evidence  of  pain  or  rigidity 
when  such  an  attitude  is  a88ume<l,  Pott's  disoaso  is  extremely 
improbable.  If,  on  the  other  hand,  the  outline  of  the  curve  is 
broken  ;  if  the  motion  of  one  section  of  the  spine  is  restrained  by 
muscular  rigidity,  dis<s»se  nuiy  Ik?  sus})ected  ;  and  if  other  evidence 
of  tuberculous  ostitis  is  present,  the  diagnosis  may  l>e  made  with 
certainty  (Figs,  (j  and  7). 

By  a  aireful  physiail  examinatiou  one  may  exjKJct  to  detect 
Pott's  disease  at  its  inception  an<l  to  fix  upon  its  UKsition,  or  at 
least  upon  the  point  suspected  of  disejuse.  One  will  tlieu  ask 
one's  self  if  tuberculous  ilisease  of  the  Ixxlies  of  the  vertebne  of  this 
particular  region  will  sjitisfactorily  explain  all  the  symptoms  of 
which  the  jMitient  complains;  if,  for  example,  the  pain  eorrosptmds 
to  the  distribution  of  the  nerves ;  if  restraint  of  function  will 
explain  the  attitudes  of  the  patient,  and  if  the  change  in  contour 
is  signific:uit  of  a  destructive  pro<H'ss. 

As  has  been  stated,  the  symptoms  and  the  effects  of  the  disease 
differ  according  to  the  function  of  the  part  of  the  spine  involve<l ; 
the  further  examination  should  be  conducted,  therefore,  from 
this  standpoint. 


The  Regional  Examination. 

1.  The  Lower  Region.  Ouisidcring  the  regions  of  the  spine 
in  the  order  of  liability  to  disease,  one  begin^i  with  the  lower  sec- 
tion, comprising  the  lumbar  and  the  two  lower  dorsal  vertebne, 
that  more  nearly  corrcs|)ond  in  shape  iind  function  to  the  lumbar 
than  to  the  thoracic  division. 

This  is  the  region  of  constant  and  extensive  motion;  thus  the 
painful  rigidity,  ciiaracteristie  of  the  disease,  is  often  marked 
long  liefore  the  stage  of  bone  destruction. 

The  rharaHrrijitic  nlliludr  of  the  patient  is  one  of  what  mitrht 
be  cjdieil  overen-cl nt-ss,  and   in  many  instances  there  is  an   in- 
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ihollowneM  (lordosis)  of  the  back  (Figa.  10  and  12);  thus 
tbe  prornincQt  ubdomon  may  first  attnu-t  utteotiun.  The  iralk  is 
careful,  and  a  peculiar  tip-toeing  step,  the  feet  being  slightly 
invt'Tle*!  to  avoid  the  jar  of  striking  the  heels,  is  often  observed; 
this  is,  however,  not  a  jieculiarity  of  disease  of  this  region  alone, 
but  is  rather  an  evidenee  that  the  spine  is  sensitive  to  slight  jars. 
^(nre  characteristic  of  lumbar  disease  is  a  peculiar  swagger  or 


Fii;   II 


>  of  tlM  i>|>|>er  lumtxr  rrgion  before 
»  of  ddbrwlly,  ahowing  tbnonnni 


Tbe  tame  patient  (rig.  10)  flve  yean 
Uler,  Bbowlog  deibrmliy. 


fNtddkf  explaine^l  in  part  by  the  exaggerated  lordosis,  and  in 
part  by  the  loss  of  the  aceoinmo<lativc,  balancing  motion  of  the 
lumbar  epine,  as  the  weight  falls  alternately  on  each  limb  in 
walkiog. 

Titt  im^rtnivtl  Inmbar  lordosin,  so  characteristic  of  the  early 
■taipe  of  the  distnisv,  is  «.^apable  of  soveral  explanations.  It  is 
partly  voluntary ;  as  Iwinding  the  botly  forwar»l  brings  pressure 
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upon  the  diseased  vertebral  body,  so  beudiiig  it  backward  relieves 
this  pressure.  It  is  partly  involuntary,  caused  by  the  contrac- 
tion of  the  large  muscular  massi-s  on  the  |)nsterior  aspect  of  the 
spine;  and  it  is  in  part  compensatory,  as  the  slight  psoas  con- 
traction which  is  often  present  has  a  tendency  to  tilt  the  pelvis 
forward,  necessitating  a  greater  compensatory  backward  inclina- 
tion of  the  body. 

As  the  disease  progresses  the  lumbar  section  becomes  straighter, 
and  finally  it  may  project  backward  in  the  characteristic  angular 
deformity.  Yet  even  after  the  lordosis  lias  been  oblitenited  tlic 
backward  inclination  of  the  body  still  continues  as  a  comjjensation 
for  the  change  in  balance,  which  the  tninsf(irniati«in  of  tiie  for- 
ward curve  to  a  posterior  de.fnrraity  has  uccessitnted  (Fig.  11). 
Thus  overerectness  or  backward  inclination  of  tlie  bmly  charac- 
terizes the  disease  of  this  region  from  its  l)egiuning  to  its  end  in 
uncompliaited  cases. 

Sli(jhi  ptinns  contraction  as  a  part  uf  the  geueral  muscular  spasm 
about  the  diseased  area  simply  increases  the  lordosis;  but  if  the 
contnictiou  is  greater,  when  for  example  an  abscess  is  present 
which  involv&s  the  subsfcmce  of  the  psoas  nuiscle.s  or  forms  a 
painful  tumor  in  tlie  pelvis,  the  erect  attitude  is  no  longer  possible. 
The  thighs  are  drawn  t<iward  the  body,  and  the  body  is  inclined 
forward  to  relax  the  tension.  iVs  tliis  greater  conlructioii,  with  tlie 
al)scess  that  is  usually  its  cause,  is  commonly  unilateral  the  patient 
"favors"  the  Hexeil  limb,  and  the  resulting  limp  is  often  mis- 
taken for  a  sign  uf  Jiip  disease.  Uuilateml  psoas  cniitraction  is, 
in  fact,  so  often  present  when  the  patient  is  first  brought  for  treat- 
ment, that  a  limp  and  the  acc<)m])auyii)g  inclLiiatioii  of  the  b<Kly 
may  be  considered  .as  characteristic  of  disease  of  the  lumbar  region 
at  a  somewhat  advanceil  stage  (Fig.  13). 

The  foftifion  of  iltf  pain  depenrls  upon  the  distribution  of  the 
nerves  that  supply  the  diseased  vertebrae  or  tluU  j)ass  in  their 
vicinity ;  it  may  radiate  over  the  inguiual  region  or  backward  to 
the  loins  (jr  buttocks  or  down  the  front  or  back  of  the  thighs  to 
the  knees.  Painfid  "cramp"  is  sometimes  a  proiuineut  symp- 
tom ;  the  limb  is  spasmodically  dniwn  towai-d  the  body  and  the 
patient,  seizing  it  with  both  hands,  shrieks  with  pain. 

Lateral  incfinution  of  the  hodii  is  often  present.  It  is  usually  a 
symptom  of  unilateral  jvsoas  tMiiitnicliipn  and  absces-s;  it  nniy  be 
due  al,s»i  to  unilateral  contraction  of  the  muscles  of  the  back,  or 
at  a  later  stage  it  may  indicate  c^>llaps(;  or  destruction  of  one  side 
of  a  vertebral  bcwlv.      In  otlier  instances  it  is  not  a  fixed  attitude. 


■■■af  Ua»  liimlmr  rrgloii     VItu 
^mputa,  fmta  la  Ui«  ktictt. 


■bKva  knd  pwu  ooDtracuon. 


Thr  Miffnrmy  Knikufju,  anil  jxi'in,   «'lmnict*ristic  of  disease   in 
thi»  r  r>.  i'xcni|ilifif<l  iu  many  ways ;  fur  example,  llie  oliilil 

may  '  !•■  to  turn  in  IkuI  ;  it  i.s  slow  and  awkward  in  ri.siii;; 

in  the  morning  or  in  changing  from  an  attitnde  of  rest  to  one  of 
activity.  It  often  prefers  to  stand  ratlur  tlian  to  sit,  beeause  in 
thr  laHiT  fto^itioii    more    weigiif    is    thrown    n]ioii    tlic   sensitive 
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vertebral  bodies.  When  seated,  jwrticulurly  when  riding  in  a 
carriage  or  street  cs>r,  the  patient  often  sits  ujvin  the  edge  of  the 
seat,  the  shoulders  only  touching  the  back,  while  the  hands  rest 
instinctively  on  the  seat,  partially  supporting  the  weight  and 
steadying  the  spine. 

^Inopitig,  a  posture  that  increases  the  pressure  on  the  disease*) 
vertebral   bo<lics  and   which    necessitates  muscular  tension  and 

strain  in  regaining  the  erect  posi- 
tion, is  particularly  <Iifficult  and 
it  is  always  avoided  bv  the 
patient  if  the  disease  is  at  alt 
acute.  For  example,  when  the 
child  is  asked  to  pick  up  an  ob- 
ject from  the  floor,  it  either  re- 
fuses or  it  squats  on  the  heels 
or  drops  upon  the  knees  (Fig.  14) 
instead  of  Hexing  the  spine  as  in 
health.  Young  children,  having 
seized  the  object  on  the  floor,  re- 
gain the  erect  attitude  by  push- 
ing the  body  up  by  the  pressure 
of  the  hands  on  the  thighs.  If 
the  cliild  is  place*!  upon  the  floor 
it  will,  if  i)08sible,  seize  the  moth- 
er's dress  or  will  crawl  to  a  chair 
or  other  object  upon  which  the 
body  may  be  drawn  up  by  the 
arms,  so  that  the  discomfort 
caused  by  muscular  contraction  of  the  back  muscles  may  be 
avoided. 

After  the  inspection  and  the  oijservation  of  the  motions  and 
attitudes  of  the  patient,  the  examination  of  the  range  of  passive 
motion  is  made.  The  patient  is  placed  at  full  length  face  downward 
on  a  tabic,  and  the  range  of  extension  and  of  lateral  motion  is 
tested  by  lifting  the  legs  and  swaying  the  IkkIv  gently  from  side 
lo  side  (Fig.  1.5).  The  spine  is  so  flexible  in  childhootl  that 
rigitlity  even  in  the  upper  dorsal  region  may  be  demonstrated  by 
this  mcthml,  and  in  testing  the  lumbar  region  the  thorax  should 
be  fixe<l  by  the  hand  of  the  examiner.  While  the  patient  remains 
io  this  attitude,  one  should  test  for  psoas  contraction.  The 
pelvis  is  pressed  firmly  against  the  table  with  one  hand,  while 
iho  leg,  held  in  die  line  of  the  liotly,  is  gently  lifted  by  the  other 


Lumbar  diwue.    Tbe  manner  of  ptcUnc 
up  an  objecC 
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nmy  l>e  suspected.  Such  unilateral  psoas  cnntractiou  may  bt' 
demonstratetl  hy  placing  the  child  on  the  back,  allo\vin<j  the  limbs 
tf)  lianji-  over  the  odpe  of  the  table,  whun  the  unalTcrted  ihipfh 
will  dn(|i  below  its  fellow  (Fit;.  17). 

As  a  rule,  ile.xion  of  the  lumbar  spine  is  much  more  restricted 
in  (he  early  stafie  of  the  disease  than  is  extension  ;  this  rifiidity 
may  be  demonsl rated  by  plaeiiif.^  the  child  on  its  hands  and  knees, 
and  liftintj  it  from  the  floor,  when  ibu  body,  instead  of  bending 
over   the  su|)portinjr  hands,   retains  almost  its  original  contour 

(Fig.  1«). 

As  has  been  stated,  even  at  an  early  stage  of  the  disease  one 
may  detect  often  a  slight  fulness  about  the  spinous  processes  or 
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a  slight  irregularity  in  their  line,  about  which  the  muscular  spasm 
is  most  marked  ;  this  indicates  the  exact  seat  of  the  disease. 
Deep  pressure  on  the  spinous  pi-ocosses  at  this  point  will  often 
cause  paiu,  and  sometimes  greater  elasticity  at  the  diseased  area 
may  be  demonstrated.  Except  in  the  hands  of  an  expert,  it  is, 
liowever,  a  test  of  comparatively  little  value;  and  again  it  may 
be.  mentioned  that  local  pain  ami  local  sensitiveness  to  pressure 
on  the  spinous  processes  are  not  characteristic  signs  of  Pott's 
disease. 

Finally,  one  should  examine  for  pelvic  abscess.  This  may  be 
suspected  when  unilateral  psoas  coutraction  is  present  in  marked 
degree,  allhough  psoas  conlniction  may  be  present  wiihout  abscesa 
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anJ  abscess  may  be  unaccompanied  by  psnas  contraction  when 
the  stil>!9tanee  uf  the  muscle  is  not  involved. 

The  typical  psnas  abscess,  as  pictured  and  described,  is  the 
fluctuating  tumor  that  suddenly  appears  on  the  inner  side  of  the 
thigh,  although  it  may  have  been  many  months  in  descending  to 
this  position  from  its  original  site.  Dcniouhlrable  al)scess  is 
preseot  at  some  time  in  at  least  ')0  per  cent,  of  the  cases  of  lumbar 
diaeasr,  and  its  detection  is  a  matter  of  importance,  since  its  sub- 
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•equent  behavior  will  often  materially  influence  tlie  treatment. 
Tbc  child  is  placed  on  the  side,  the  thigh  is  flexed,  and  the  hand 
i»  pcened  gently  down  into  the  loin  and  iliac  fossa.  Sometimes 
U»e  examination  will  be  made  easier  by  extending  the  limb  and 
Urns  beading  the  spine  forward  toward  the  baud.  Often  in  this 
BMltaer  one  can  make  out  the  peculiar,  sausage-like  thickening 
OQ  one  or  the  other  side  of  the  spine,  or  a  larger,  rounded  tumor 
ta  the  iliac  fossa,  the  presence  of  which  would  not  otherwise 
haTe  been  suspectctl. 
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Diagnosis.  If  a  careful  physical  examination  were  made  in 
all  suspicious  cases,  by  one  at  all  familiar  with  the  ordinary 
symptonis  of  Pott's  disease,  the  Held  for  differential  diagnosis 
would  be  small  indeed;  but  it  would  apj)ear  that  such  examina- 
tions are  not  made  usually  by  the  physician  who  is  first  consulted. 
One  may  learn,  for  example,  that  the  child  has  been  circumcised 
because  of  pain  about  the  genitals,  or  beciiuse  of  weakness  of  the 
limbs,  supposed  to  be  due  to  "  reflex  irritation ;"  or  if  the  patient 
is  an  adtdt,  tlint  he  has  beeu  treated  for  sciatica,  rheumatism,  or 
strain,  lonj;  after  the  evidence  of  Pott's  disease,  even  in  the 
angular  kyphosis,  would  have  been  apparent  had  the  back  been 
inspected. 

Pott's  disease  is  most  often  mistaken  for  some  one  of  the  fol- 
lowing affections : 

Lumbago.  This  may  simulate  some  of  the  symptoms;  of  Pott's 
disease  of  this  region,  but  it  is  an  acute  affection,  of  sudden  onset, 
usually  accompanie<l  by  loiad  pain  and  sensitiveness  of  tlie  muscles 
themselves. 

Strain  of  the  Back.  This  is  often  accomjmnieil  by  stiffness  and 
pain  on  motion,  but,  like  lumbago,  its  onset  is  .sudden  and  its 
uiuse  is  known.  The  pain  is  usually  localized  at  the  point  of 
injury ;  it  is  relievwl  by  rest,  and  the  restriction  of  motion  is,  in 
gnait  degree,  voluntarj'.  In  Pott's  disease  tlie  pain  is  neuralgic; 
it  IS  often  worse  at  night  and  the  rigidity  is  due  to  reflex  spasm. 

Sciatica.  The  pain  of  sciatica  is  most  often  unilateral :  it  is 
usually  confine^l  to  the  distribution  of  tins  nerve,  which  is  often 
sensitive  to  pressure  throughout  its  course.  The  pain  of  Pott's 
discsise,  if  it  is  referred  to  the  limbs,  is  usually  bilatend  and  the 
nerve  ti-unks  are  not  tjfteii  sensitive  to  pressure.  In  sciatica, 
movemoDts  of  the  k'g  that  cause  tension  on  the  nerve  are  often 
painful,  while  tuotinn  of  the  spine  is  free,  or  l)ut  slightly  restri(!te<l, 
the  revffse  uf  tlie  symptiiins  of  Pott's  disea-se.  It  i.s  true  Uiat 
latenil  deviation  and  even  rigidity  of  the  lumbar  spine  are  some- 
times obser\-e<l  in  cases  of  luniljosciatic  ueumlgia  of  long  standing, 
but  if  the  latter  symptiini  is  markeil  tlie  diagnosis  may  be  regarded 
as  open  to  question. 

Sacro-lllac  disease  is  far  more  likely  to  be  mistaken  for  disease 
of  tiic  hip-joint  than  of  the  spine;  the  {min  and  sensitiveness  are 
usually  liH'alizcd  aljout  the  seat  of  disease  and  tlie  movement*  of 
tlie  spine  arc  not  nrstrictetl. 

LumlNigo  and  sciatica  and  sacro-iliac  disease  are  extremely 
uncomniou  iu  chiKlhood,  ami  if  sup|>osed  strains  or  injuries  of  tbe 
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mtuicutar  atropfii/  i»r  piteiiflohi/jicrfraphie  inu-HCular  paralynH,  In 
this  latter  iiffiftioii  there  is  also  ii  disint.'liiiatinn  to  stoop,  and  there 
may  iw  rijjulity  of  the  back,  symptoms  tfiat  bear  a  supertieiul 
rcsomhlaiux"  to  Pott's  disease ;  Imt  as  there  are  no  otiier  si;;ns  of 
di8ease  of  the  spine,  it  may  Ix'  readily  exchidwl. 

When  prions  eontrnetinn  is  present  in  Iniiiljar  Pott's  disease,  the 
resiiltinjj;  lim|),  that  is  nfteii  aeeonipanied  i>y  pain  in  the  limb,  is 
almost  invariably  mistaken  for  a  symptom  of  hip  distant. 

Althouji;h  flexion  of  the  leg  eaiiseil  by  jiwias  eoiitmction  is  a 
coninioii  aeeompiuiimcnt  of  Pott's  diseiLso,  it  is  not  usually  an  early 
symptom ;  thus  the  histor}'  will  probably  call  attention  to  symp- 
toms referable  to  the  spine,  that  have  pre<>ede<l  it.  Again,  the 
limp  of  Pott's  tlisease  is  caused  simply  by  flexion  of  the  limb, 
n  lim]>  that  is  not,  as  in  joint  disease,  aeoomponied  by  [>aiu  on 
funetinnal  use.  When,  therefore,  in  the  |>liysii'3>l  examination  the 
tension  of  the  contracted  iliop.soas  niiLscle  is  relieve<l  by  flexing 
the  thigh  still  further,  tlie  other  movements  of  the  hip,  abduction, 
adduction,  rotatiun,  and  flexion,  are  Inif  and  painless,  llius,  hip 
di.sca.se,  in  whieli  all  motions  are  restrained  in  equal  degree  by  mus- 
cular spiLSin,  may  \k  excludetl  reatlily,  except,  perhaps,  in  infancy. 

Hip  Disease  in  Infancy.  At  this  su.sceptible  age  there  is  almost 
always  ."sympathetic  spsusm  of  tlie  lumltar  nui.scles  in  acute  affections 
of  the  hip,  ami  similar  spiisni  tif  the  hip  nuiscl&s  may  be  present 
in  Pott's  disea.«e  of  the  lower  part  of  tlie  spine.  Several  examina- 
tions may  l>e  necessary  befiire  the  exact  location  of  the  disease  can 
be  determine<l,  and  in  doubtful  cases  the  appliwition  of  a  tem|>orarv 
support  to  the  hack  and  tliigh,  such  as  a  spicii-pla.ster  banilage  to 
relieve  the  sympathetic  spasm,  is  a  u.seful  aid  in  diagnosis. 

It  ha.s  been  stjited  that  extension  nf  the  thigh  unly  is  restraLne<l 
by  p.<;oas  contraction.  It  will  Ix!  evident,  however,  tliat  the  pres- 
ence of  a  large  and  painful  abscess  in  the  pelvis  or  thigh  would 
limit  motion  in  otlier  directions  as  well ;  bnt  even  in  such  cases 
at  least  one  movement  is  nnrestniincd ;  thus  disease  witliin  the 
joint  may  be  exclnile<l. 

Secondary  Hip  Disease.  In  Pott's  disease  of  long  standing, 
coraplicatetl  by  abscess,  in  which  the  tissues  about  tlie  jtiiut  are 
intiltnitcil  i>r  tr.iversc<l  by  discharging  sinuses,  se<'ondarv  infection 
of  the  hip-joint  is  not  lui  unusual  compliLUtion.  In  such  cases, 
when  the  limb  is  distortffd  and  when  motion  at  the  hip  is  limited 
by  the  intiltrate<l  and  contmctcd  tissues,  it  is  not  eitsy  to  determine 
the  presence  or  alwence  of  joint  disease.  Doubtful  cases  of  tliis 
class  sliouM  be  treated  symptomatically. 
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Pelvic  Abscess.  As  abscess  is  such  a  common  complication  of 
Pott's  disease,  it  will  be  necessary  to  consider  abscesses  of  other 
origin,  that  may  cause  occasionally  symptoms  resembling  some- 
what those  of  disease  of  the  spine.  Such  are  the  perinephritie 
abscess,  and,  more  rarely,  that  of  appendicitis.  They  differ  from 
the  abscesses  of  Pott's  disease  in  that  they  are,  as  a  rule,  acute  in 
their  onset  and  are  accompanied  by  constitutional  symptoms  and 
by  local  pain  and  tenderness.  In  such  cases  the  motions  of  the 
spine  may  be  restrained,  but  the  restraint  is  in  great  degree  volun- 
tary, quite  different  from  the  rigidity  due  to  disease  of  its  sub- 
stance. It  is  true  that  the  pelvic  abscess  of  Pott's  disease  which 
has  become  infected  may  cause  constitutional  symptoms,  but  the 
history  of  the  disability  and  discomfort  that  must  have  preceded 
the  abscess,  together  with  the  probable  presence  of  deformity,  will 
make  the  diagnosis  clear.  Chronic  abscess  in  the  pelvis  of  other 
than  spinal  origin  may  be  the  result  of  disease  of  the  pelvic  bones, 
or  of  the  sacro-iliac  articulations,  or  of  the  hip-joint.  It  may  be 
caused  by  the  breaking  do\vn  of  lymjiliatic  glands,  or  it  may  have 
its  origin  in  inflammation  about  the  uterine  appendages,  and  cases 
of  so-called  idiopathic  inflammation  and  suppuration  of  the  ilio- 
psoas muscle  have  been  described.  In  childhood,  chronic  abscesses 
in  this  Ifxsality  are  almost  always  tuberculous  in  character,  and  are 
caused  by  disease  of  bone,  either  of  the  spiue  or  of  the  pelvis. 
Disease  of  the  spine  can  be  determined  usually  by  the  methods 
already  indicated,  but  if  the  abscess  is  of  other  origin  its  exact 
cause  can  be  decided  in  many  instances  only  by  an  operative  explo- 
ration. Abscesses  of  this  charsicter,  of  slow  and  apparently  pain- 
less formation,  may  finally  cause  a  swelling  in  tlic  inguinal  region 
or  about  the  saphenous  opening,  that  in  the  adult  is  not  infre- 
quently mistaken  for  hernia.  In  practiciiUy  all  cases,  however, 
the  tumor  of  the  abscess  may  be  made  out  on  palpation  within  the 
pelvis,  and,  although  the  contents  of  the  external  sac  may  be  in 
part  forced  back  into  the  larger  reservoir,  its  reduction  is  very 
different  in  feeling  from  that  of  a  true  hernia. 

Peculiarities  of  Lombar  Pott's  Disease  in  InfJEincy. 

Attention  has  been  called  repeatedly  to  the  great  importance  of 
careful  obser^'ation  of  the  postures  and  movements  of  the  patient, 
to  the  change  m  the  contour  of  the  spine,  and  particularly  to  the 
abnormal  lordosis  and  peculiar  attitude  of  overerectness  in  the 
early  stage  of  lumbar  disease.     But  the  description  of  attitudes  of 
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standiiijT  and  walkiuj;,  and  of  the  tiiiitoiir  of  the  spine,  wliioli 
is  the  result  of  tlic  erect  |)Ostnre,  does  not  apply  to  the  infant  in 
amis,  nor  need  the  spine  he  divided  into  eontrastinp  sections  fi>r 
tlie  [mrjm.-ic  i>f  difTereiitial  ditifrnosis.  In  Pott's  dise;i.sc  of  infancy 
the  niiiseular  s{wsni  is  usually  more  intense  and  lU  extent  is  greater ; 
tiie  child  sercanis  when  it  is  moved  or  when  tlie  diapers  are 
ch!tn^e<l.  Slijjht  irregularity  of  tlie  spinous  priKX'Sses  indicating 
the  p«jsition  of  the  destructive  process  is  often  evident  and  abscess 
is  not  unusual.  There  is  usually  no  difficidty  in  di-tcruitning  the 
presence  of  disease  even  in  very  early  cjises,  l>ut,  jis  liiis  Im'cu  tucu- 
tioned,  it  is  sometimes  dilfieidt  to  decide  whether  the  lunihar  spine 
or  one  of  the  hip-ji»int.s  is  involved. 

Pott's  diseji.se  of  infancy  may  be  mistaken  for  acnte  rhachitis,  or 
amtrvy.  Tlie  symptoms  of  such  affections  are,  however,  not 
limitcfl  to  the  spine,  but  involve  t<i  ri  grcjitcr  or  h;'ss  degree  the  limbs 
and  joints,  indicatuig  that  the  discomfort  and  pain  are  due  to  a 
general,  not  to  a  local  disease. 

The  Rhachitic  Spine.  The  deformity  of  the  sjiine,  caused  by 
rhachitLs,  is  not  infrecpiently  mistakeu  for  the  kyjihosis  of  Pott's 
disease. 

It  has  Ijeen  state<l  that  wlicn  in  «xrly  iufancy  the  child  is  placed 
in  the  sitting  posture  the  spine  bends  in  a  long,  jxjsterior  curve, 
indiaitive  of  the  weakness  normal  at  this  sige.  Such  a  curvature 
is  characteristic  also  of  ac<|uire<l  weakness  and  jiartii^ularly 
that  caused  by  rhachitis  in  early  ('hildhood.  During  the  subacute 
stage  of  geneml  rhacliitis  the  child  that  has  never  walke<l  nr  that 
has  "  lost  its  walk  "  sits  much  of  tlie  time  in  its  chuir,  or  is  car- 
ried ablaut  on  the  mother's  arm.  In  this  pjsture  the  spine  is 
bent  backward  and  a  curvature  of  the  lower  thoracic  and  lumbar 
region  is  habitual.  Soon  a  slight  jirojection  persists,  even  when 
the  child  is  lying  down ;  it  usually  iucreust'S  in  size  and  Iwcomcs 
more  resistmt  if  its  exciting  wiusc  remains;  thus,  a  S4imewhnt 
n>utide<I  and  rigid  posterior  curvature  of  the  dorsolumbur  (>ortiou 
of  the  spine  is  formetl. 

The  diagnosis  from  Pott's  disease  should  be  made  without  diffi- 
culty, bec:iuse  the  evidences  of  general  rhachitis  are  always  present, 
and  Ixrcause  the  <lcformity  is  almost  as  much  to  Ix-  expwti-*!  as  would 
Ijc  distorti<jns  of  tlie  legs  were  the  child  walking.  If  the  patient 
is  pla«>e<l  in  its  habitual  sitting  posture  it  will  \w  seen  that  tlic 
deformity  is  simply  an  cxaggenition  of  a  normal  attitude.  In  tiiis 
attituth;  the  jiatieut  remaiii'i  wuitenti-illy  for  an  iiidefiiiitc  time, 
whereas   if   Pott's  cli-icjise  were  present  the  child  would  lie  on  its 
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back  or  abdomen.'  The  projection  is  rounded,  not  angular,  and 
if  the  patient  be  placed  in  the  prone  posture  the  projection  may  be 
reduced,  in  great  part,  by  raising  the  thighs  while  gentle  pressure 
is  exerted  upon  the  kyphosis.  Finally,  although  such  extension 
and  pressure  may  cause  discomfort,  there  is  complete  absence  of 
the  muscular  spasm  characteristic  of  Pott's  disease. 

It  may  be  stated,  then,  that  the  rhachitic  deformity  is  a  rounded 
curvature  of  the  lower  part  of  the  spine.  Its  cause  is  weakness 
and  habitual  posture.  The  rigidity  depends  upon  the  duration  of 
the  deformity.  The  pain,  if  the  rhachitis  be  acute,  is  general  and 
it  is  easily  explained  by  the  sensitive  condition  of  the  bones  and 
joints.  It  is  tnie  that  rhachitis  and  tuberculous  disease  of  the 
spine  may  be  combined,  but  in  such  rare  instances  the  symptoms 
of  the  more  serious  local  disease  will  make  themselves  evident  as 
distinct  from  those  of  the  general  w^eakncss. 

Recapitalation.  The  more  characteristic  symptoms  of  disease 
of  the  dorsolumbar  r^ion  may  be  summed  up  as  follows : 

Increased  lordosis  or  overerectness  and  a  prominent  abdomen ; 
a  cautious,  constrained,  or  waddling  gait;  less  often  a  lateral 
inclination  of  the  body  or  a  limp  caused  by  psoas  contraction. 

Stiffness  of  the  spine,  which  makes  bending  or  turning  the  body 
difficult. 

Pain,  referred  to  the  back,  to  the  inguinal  region,  or  to  the 
thighs,  and  in  more  advanced  cases  the  characteristic  deformity. 

Diagnosis.  The  attitude  may  be  simulated  by  congenital  dis- 
location of  the  hips  and  by  pseudohypertrophic  muscular  paralysis. 

The  limp  may  be  mistaken  for  that  of  hip  disease. 

The  pain  and  stiffness  for  sciatica,  rheumatism,  lumbago,  or 
injury. 

The  abscess  is  to  be  distinguished  from  those  from  other  sources. 

In  young  infants  the  symptoms  may  be  simulated  by  hip  disease 
^md  by  acute  rhachitis  or  scurvy. 

Finally,  the  deformity  of  the  subacute  form  of  rhachitis  is  to  be 
distinguished  from  that  symptomatic  of  bone  destruction. 

Disease  of  Thoracic  Region  of  the  Spine. 

The  normal  motion  of  this  section  of  the  spine,  which  includes 

tie  third  and  tenth  vertebrae,  is,  as  compared  with  those  above 

'ftnd  below  it,  slight ;  thus,  disease  of  this  region  may  not  interfere 

to  a  noticeable  degree  with  the  general  function  of  the  spine. 

As  this  part  of  the  column  curves  backward,  the  deformity,  often 
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uaalteDde<l  bv  severe  symptoms,  is  not  iafrequontly  mistuken  for 
round  shoulders  (Fig.  20).  It  seems  pn>l)altle,  also,  because  of 
till'  iionnal  Imrkwnnl  curve,  and  beojuise  of  tin-  Icvenifie  exerte<I  by 
the  weiglit  of  tlic  lii.-ad  and  anns,  tliat  <k'foriiiity  tjuit'kly  follows 
diaease.  At  nil  events,  pntieuts  are  not  often  seen  before  it  is 
pnjsjMit,  So  that  diagnosis  is  usually  evident  on  inspection  of  the 
patient. 

The  aUiliules  arc  not  especially  significant.  If  the  lower  part 
of  the  rcjrion  is  iiiviilvfd,  an<l  if  tlic  discjiso  be  at  all  acute,  they 
are  similar  to  tliose  of  disease  of  llie  lower  region,  viz.,  oreetuess, 
the  jieculiar,  cautious,  in-toeing  step,  and  the  disinclination  to 
bend  the  brnly  forward  (Fig.   l!l). 

If,  on  the  other  hand,  the  upper  part  is  afFeete<l,  the  atlilude  is 
often,  particularly  in  young  children,  one  of  wtjakness;  there  is  a 
slight  forM'ard  tnclinatiou  of  the  body,  the  head  being  tilted  back- 
ward or  iucjiuiil  toward  one  side,  and  u  peeuluir  shrugging, 
squareness,  luul  elevation  of  the  shoulders  is  often  noticeable 
(Fig.  21).  In  many  instances  the  apparent  elevation  of  the 
shoulders  is  in  reality  C4iusc<l  by  the  deformity,  which  shortens  the 
neck  and  lowers  the  b(>ad  (Fig.  2.{). 

In  this  connection  it  should  be  iiiciitiont^d  that  one  of  ttie 
Be<x>ndar)'  effects  of  I  lie  disi-ase,  the  so-called  pif/fon  hrenMt,  U, 
not  infreciueiitly,  noticed  by  the  parent  before  the  angular  deform- 
ity of  the  sjiine.  In  the  pige<in  breast  of  Pott's  liisease  the  for- 
ward inclination  of  the  spine  miusi-s  a  flattening  of  the  up|>er  part 
of  the  ehc-st,  while  the  .sternum  sinks  downward  and  JK-conu'S 
prominent ;  thus,  the  anteroposterior  diameter  of  the  thorax  is  in- 
creased, and  it  is  compressed  from  side  to  side,  resembling  very 
closely  the  deformity  of  rhachitis.  As  the  {>iget)n  breast  of  I'ott's 
disease  is  always  secondary  to  the  spinal  deformity,  its  cause,  of 
course,  lieconies  apparent  on  cxatiuning  the  bai-k. 

Of  the  early  symptoms  of  distaise  of  the  tliuracic  region,  |Kiin 
and  Ial)ored  or  "  gnmting"  respiration  are  the  mast  characteristic. 
Pain  referriKl  to  the  alulomcn  and  to  the  front  and  sides  of  the 
chest  is  usually  an  early  an<l  often  a  constant  symptom ;  thus, 
persistent  "  stomach-ache  "  in  a  chiUl  should  always  lead  to  an 
examination  of  the  spine.  A  "spasm  of  pain"  is  sometimes 
excited  by  lateral  compression  of  the  chest,  as  when  the  child  is 
lifted  suddenly  by  the  parent. 

Of  much  grcjiter  im|><jrtauce,  liowever,  is  tlie  labored  or  f/rniit- 
ing  rr/ipirntiun,  which,  indeed,  is  almost  pathognomonic  of  Pott's 
diseii.s4\      This   "grunting"    is  caused   by  tl»e  interference  with 
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apper  donal  n-gion,  uml  .>p»»niiMUc  attacks  reaembling  asthma  are 

not  unoouiinon. 

In  most  intitancos  ilie  i-lmracteristic  augular  kyphosis  will  apiKttr 

on  examination,  and  in  the  exceptional  cai^es  in  which  defonnity 

is  absent,  a  slight  change  in  eon- 
tiiiir  will  be  apparent  when  the 
patii-nt  is  lient  forward.  In  plaw 
of  the  long,  regular  c^r^•e  of  tlie 
normal  spine  a  point  where  two  dis- 
tinct outlines  unite  will  Im?  observe*! 
—  one  of  vvliieh  may  he  curved, 
while  the  other  is  practically  straight 
'  Fig.  7). 

The  presence  of  muscular  spasm 
may  be  shown  by  sudden  move- 
ment of  the  spine,  and  it  may  also 
l>e  demonstrated  in  children  by  rais- 
ing the  l^s  and  sA^-aying  the  bt>dy 
fmm  side  to  side,  as  illustmte*!  in 
tlie  preceiling  section  (Fig.  lo). 
Tli<f  change  in  the  rhythm  of  res- 
]>inition  has  been  mentioned  already. 
AJthough  the  respiratory  movement 
"f  the  entire  thomx  is  lessened  in 
nmge,  the  restraint  docs  not  affect 
ail  the  ribs  ef)iially ;  those  that 
artituihite  with  the  diseased  verte- 
brte  are  often  nearly  motionless, 
while  the  movement  of  tliose  at  a 
distance  from  the  disesise  may  ap- 
proach the  normal. 

In  tracing  the  neuralgic  pain  to 
its  origin  the  sharji,  downward  in- 
clination of  the  ribs  must  be  borne 

in   mind;  thus,  tin-  <':itiM-  cif    pain    in   the   "stomach"  must  be 

look(ul  for  Itetween  the  shoulder  blades. 

As  in  the  lumbar  region,  slight  Uilfml  deviation  of  tlie  spine  is 

not  uncfjmmon,  and  it  may  Ik;  accompnni<<<l  In'  a  noticeable  twist 

or  rotation  m)  that  the  rii>s  on  one  sitle  project  slightly  backward 

(Fig.  '22). 

In  this  ri'gion  of  the  spine  the  npiiial  cord  is  more  often  involved 

than  in  disease  of  other  sections  ;  thus,  an  awkward,  stumbling  gait 
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and  finsilly  a  *'  loss  of  walk"  may  be  the  symptoms  that  first 
attract  attention.  The  panilysis  of  Pott's  tlisoase  and  its  differen- 
tial diagnosis  are  r-ousidorcil  in  more  detaiil  elsewhere. 

.'|/M(>rM>  IIS  a  (.•omplirtition  nf  disciiseof  the  thonnno  region  cannot 
Iw  deiiion8trat<*d  by  palpation  unless  it  has  found  an  outlet 
between  the  ribs,  but  [KToussioii  will  often  show  an  area  <<f  dulness 
or  flatnesH,  extt-nding  from  the  diseased  vertebrie  toward  tiie  lateral 
aspect  of  the  chest.     This  is  due  in  |mrt,  however,  to  the  inflam- 


Fio.  2». 


thif'kcning  of  the  tissues  in  the  neighbitrliixKl.  In  rare 
aoea  die  altseess  niiiy  press  directly  upon  the  f  nichea  nr  broncJu 
A  cause  spiismo<lic  attJioks  of  dysi)noea  resembling  a.sthma. 
OiAgnosis.  It  is  hnnlly  necessary  to  mention  the  list  of  affec- 
I  that  may  cause  pain  in  the  chest  or  abdomen  ;  it  is  sufficient 
•tate  ttutt  such  symptoms  always  require  a  physical  exaraina- 
The  same  statement  applies  to  irregular  respiration,  to 
li.  and  to  so-called  asthma. 
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Occasioually  tuberculous  disease  of  the  dorsal  spiae  in  adoles- 
cence Ls  practically  painless,  and  the  resulting  deformity  is  rather 
rounded  than  angular,  so  that  it  may  be  mistaken  fur  round 
shoulders.  ''  Hound  nliouldei-M ''  is,  however,  as  a  rule,  of  long 
duration.  The  exciting  cause  or  causes  of  postural  deformity,  in 
occupation  or  otherwise,  are  indicated  often  by  the  historj'.  The 
rigidity  is  less  marked  than  in  Pott's  disease,  and  neuralgii^  pain 
is  absent. 

The  situation  and  shajie  of  t\u>  rhachitic  kyphosis  has  l)een 
tlescribcd.  It  sliould  be  evident  that  a  more  or  less  angular  pro- 
jection in  the  upper  part  of  the  spine  could  not  be  rhachitic ;  and 
yet  because  of  the  al>8cnce  of  pain  this  diagnosis  is  made  not  infre- 
quently, and  as  a  ct^nsequence  the  activity  of  tiie  tuberculous  dis- 
ease may  be  increased  by  massage  and  exercises. 

I^ateral  deviation  of  the  spine  as  a  symptom  of  disease  hardly 
could  be  mistaken  for  the  ordinary  ntlary-laleral  curcalurc,  in 
which  pain  and  muscular  rigidity  are  absent. 

Acute  affections  within  the  chest,  plfurixi/,  pneumonia,  and 
empyana,  are  sometimes  accompanied  l)y  lateral  deviation  of  the 
spine,  but  the  sudden  onset  and  the  constitutional  and  local 
symptoms  that  accompany  such  affections  should  make  the  cause 
of  the  deformity  and  ])ain  evident.  It  is  because  these  cases  are 
sometimes  sent  to  orthopedic  clinics  for  Itraccs  that  they  seem 
worthy  of  mention. 

The  abscesses  in  this  region,  as  has  been  mentioned,  cause 
usually  dulnoss  or  tlatness  on  percussion  of  the  chest,  and  within 
this  area  friction  sounds  and  rfilcs  may  be  heard.  The  tubercu- 
lous fluid  may  remain  indefinitely  in  tlie  posterior  mediastimmi 
and  the  areji  of  flatness  may  extend  beyond  the  axillary  line,  yet 
it  may  give  rise  to  no  symptoms.  If  the  diagnosis  of  Pott's  dis- 
ease had  not  been  nmde  or  if  the  presence  ctf  the  abscess  had  not 
been  determined  by  the  previous  physical  examination,  it  might 
be  mistaken,  during  an  acute  exacerbation  of  the  disease  or 
constitutional  disturbance  from  other  cause,  for  pleurisy  i>r  empy- 
ema or  even  for  phthisis.  In  all  cases,  therefore,  a  careful  exami- 
nation of  the  chest  should  be  made  from  time  to  time  in  onler 
that  the  |ires('nce  or  absence  of  abscess  may  be  recorded. 

Recapitulation.  Pott's  disease  of  this  region  is  often  insidious 
in  its  onset,  causing  no  positive  symptoms  before  the  stage  of 
deformity. 

Its  most  characteristic  symptoms  are  pain  referred  to  the  front 
and  sides  of  the  body  and  the  grunting  respiration. 


TUBERCULOUS  IH.SEASE  OF  THE  SPIA'E. 


57 


If  the  disease  is  progressive,  llie  characteristic  syinptonis  of 
Pott's  disease — weakuess  and  rigidity — are  present.  The  atti- 
tude, when  the  disease  is  in  tlje  lower  thoracic  region,  rcseinbJes 
that  of  lumbar  disease ;  if  the  upper  jKirt  is  affected  the  head  is 
tilted  somewhat  liackward  and  the  shoulders  appear  to  be  ele- 
vateil. 

In  differential  diagnosis  one  will  consider  the  significance  of 
pain,  cough,  or  erabarrassed  respiration,  and  the  affections  for 
which  al)6oe98  or  paralysis  might  be  mistaken.  Also,  round 
aboulders,  rhachitic  deformity,  and  lateral  deviation  of  the  supine 
•8  disiingiiishc<l  from  the  kyphosis  of  Pott's  disease. 

2.  The  Upper  Region.  The  upper  region  of  the  spine,  which 
iochid<.«  the  cervical  and  two  of  the  dorsal  vertebne,  corresponds 


■  -..iL^W   MI(U  UL»C«J)*.       t,liMfM*.UliBUi. 


in  fnwHlom  of  movements  and  in  its  contour  to  the  lumbar  region. 
For  the  purptwe  of  study  it  must  be  divided  into  two  parts.  Of 
lliew,  lh«  8U|ierior  or  occipito-axoid  section  is  peculiar,  in  that  it 
Ids  do  vertebral  body  or  intervertebral  cartilage,  and  in  that 
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the  uioveraents  of  the  head  are  carried  out  iu  special  joiuls  and 
are  controlled  by  special  muscles. 

Disease  at  this  point  is  especially  dangerous,  because  displace- 
ment or  fracture  of  the  weakened  vertebrte  may  cause  sudden 
death  by  pressure  on  the  vital  centres. 

Occijiito-axoid  disease  is  uncommon,  and  it  is  relatively  more 
frequent  in  adult  life  than  in  childliood. 

Symptoms.  In  a  typical  case  the  symptoms  are  neuraU/ic  pain 
radiating  over  the  back  and  sides  of  the  head,  following  the  dis- 
tribution of  the  auricidar  and  occipital  nerves.  Thf  neok  ix  stiff' 
and  the  head  may  be  Kxed  in  the  median  line,  the  chin  being 
somewhat  depret>se<I,  but  it  is  more  often  tilted  to  one  side,  simu- 
lating the  attitude  of  torticollis  {Fig.  '24). 

Thf  (dtifudf  mitl  nppfdnuwc  of  the  patient,  when  normal  move- 
ment of  the  neck  is  restrained  by  a  painful  disease,  is  character- 
istic ;  the  eyes  follow  one,  or  the  body  is  turned,  when  the 
attention  of  the  patient  is  attracted.  The  patient  moves  carefully, 
in  order  to  avoid  jar ;  often  the  chin  is  instinctively  supported  by 
the  hand,  and  a  favorite  attitude  is  one  in  which  tlie  patient  sits 
with  the  elbows  on  a  table,  the  Jiands  supporting  the  head 
(Fig.  25).  If  the  attempt  is  made  to  raise  the  chin,  or  to  rotate 
the  head,  the  patient  seizes  the  hands  of  the  examiner,  and,  it 
may  be,  screams  in  apprehension.  There  may  be  slight  bulyin^j 
and  thickening  of  the  tissues  at  the  seat  of  disease.  The  affected 
vertebne  are  usually  sensitive  to  direct  pressure,  and  not  infre- 
quently deep  rtuctuation  in  the  suboccipital  triangle  can  be  made 
out. 

Tlie  atlo-axoid  junction  lies  just  behind  the  posterior  wall  of 
the  pharynx,  on  a  line  with  the  upper  teeth.  Here  obncfus  often 
presents  itself,  occasionally  early  in  the  course  of  the  disease, 
causing  symptoms  characteristic  of  obstruction,  such  as  snoring, 
change  in  the  quality  of  the  voice,  dilHculty  in  swallowing,  or 
spasmodic  attacks  of  so-called  croup.  When  abscess  is  present 
and  when  the  disease  is  at  ail  acute,  the  reclining  posture  some- 
times aggravates  the  symptoms,  so  that  "  getting  the  child  to 
bed  "  is  often  a  tetlious  and  difficult  task. 

In  certain  ceases  one  can  determine  whether  the  disease  is  of 
the  occipito-atloid  or  of  the  atto-axoid  articulation,  but,  as  both 
joints  are  to  a  great  extent  coutrolletJ  by  the  same  muscles,  this 
is  often  impossible. 

The  uppermost  joint,  that  between  the  atlas  and  occiput,  |)er- 
mifs  the  nodding  movement  of  the  head,  or  Hexion  and  extension 
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on  the  spiue;  while  the  allo-axoiJ  joint  jierriiits  rotation  of  the 
atlas  about  the  axis  to  the  extent  of  about  '.iO°  in  either  direction. 
If  the  disease  be  in  the  upper  joint  the  nodding  movements  will 
be  more  restrictwl  than  those  of  rotation,  and  cice  vema.  The 
motion  of  the  cervical  region  is  very  free ;  so  that  to  make  the 
test  one  must  grasp  the  neck  firmly  in  order  to  restrain  motion 
except  in  the  joint  under  examination.  Because  of  this  freedom 
of  movement,  restriction  of  motion  of  the  upper  articulations 
is  often  overlooked  when  the  disease  is  of  the  subacute  varietv. 


Kio.  2ft. 


Cerrloal  diseaae.    A  ohuscterlsUo  attitude. 

The  Lower  Cervical  Region.  The  symptoms  of  disease  of  the 
lower  cervical  section,  although  similar  in  character,  are  often  less 
marked  than  those  of  the  upper  region.  The  cervical  spine 
becomes  straighter,  and  often  a  slight  backward  projection  or 
thickening  indicates  the  position  of  the  disease.  The  head  is 
usually  turned  to  one  side  by  spasm  of  the  lateral  nui.sclcs  in  an 
altitude  of  wryneck  (Fig.  2(i).     The  pain  is  referred  to  the  neck, 
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to  llie  sttTnal  rej^iou,  or  down  the  arras,  folluwinj;  the  distribution 
of  thf  l)nu'hial  plexus. 

In  the  more  advanced  cases  one's  attention  may  l>e  attracted 
to  the  cervical  region,  because  the  neck  seems  short  and  l)ecause 
the  head  is  tilted  backward.  The  entire  back  shows  a  com- 
pensaton'  flattening,  yet  no  deformity  is  apparent  until  the 
occiput  is  raised  and  drawn  forward,  when  a  shelf-like  projection 
may  be  felt,  at  what  appears  to  be  the  t0[)  of  the  spiue,  but  which 
is  really  an  angular  deformity  at  the  third  or  fourth  vertebra. 

This  emphasizes  the  importanoe  of  a  careful  observation  of  the 
contour  of  the  spine,  and  the  necessity  of  explaining  to  one's  self 
every  change  from  the  normal  that  may  be  noticed. 


ns.  28. 


DiMaM  ol  ibe  middle  cervical  reKioa  »l  no  early  itage. 

DuieoM  at  the  rervieodvmfd  junclimi  resembles  in  its  symptoms 
that  of  the  upper  dorsal  region.  The  head  is  usually  tilted  l>ack- 
ward  (Fig.  21 )  or  it  may  lie  turned  to  one  side.  Disease  at  this 
point  is  often  subacute  in  character,  and  paralysis  from  implica- 
tion of  tlie  spinal  cord  sometimes  appears  before  deformity  is 
np|Hirent.     Occasionally  irregularity  of  liie  pupils  is  present. 

The  spinous  process  of  the  seventh  cervical  or  first  dorsal  ver- 
tebra is  often  prominent  (vertebra  prominens)  in  normal  indi- 
viduals, and  it  may  be  mistaken  for  the  deformity  of  disease, 
especially  when  pain  alraut  this  point  is  a  symptom,  as  in  hys- 
terit-al  or  hypenesthetic  persons.  If  such  projection  is  symp- 
tomatic of  disease  there  is  almost  always  a  slight  compensatory 
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itteuing  of  the  spine  below  the  point  and  a  certain  degree  of 
rijridity  of  the  surrounding  niusclcs. 

Diagnosis.  As  stiffness  and  distortion  of  the  neck  are  the 
most  pniminent  symptoms  of  disease  of  this  region,  one  must  con- 
sidcr  6rst  the  forms  of  InrllcolliM  for  which  it  might  be  mistaken. 
In  typical  torticollis,  the  distortion  of  the  head  is  caused  almost 
invariably  by  contraction  of  the  muscles  supplied  by  the  spinal 
accessory  nerve,  the  slernomastoid,  and  trapezius  ;  thus,  the  chin 
is  slightly  elevated  and  turned  away  from  the  contracted  muscle. 

Congenital  torticollis,  which  has  existed  from  birth,  is  not 
•ecooipaniol  by  pain,  and  it  could  hardly  be  mistaken  for  a 
symptom  of  disease. 

Arate  rheumatic  torticollis,  "  stiff  neck,"  is  sufficiently  common 
to  he  familiar  in  its  characteristics.  It  is  of  sudden  onset,  ''  in  a 
single  night ;"  the  afFecte<l  muscles  are  sensitive  to  pressure ;  the 
oourac  of  the  affection  is  short,  and  it  is  of  comparative  insig- 
nificaoce. 

A  nion^  persistent  form  of  acute  torticollis,  accompanied  by 
nuscular  sjKism  and  i)y  local  tenderness,  sometimes  accompanies 
enlarged  or  suppurating  cervicjil  glands ;  it  may  follow  "  ear- 
ache," "  tonsillitis,"  "  sore-thniat,"  or  any  form  of  irritation 
about  the  pharynx.  This  form  of  wryneck  is  not  only  very 
painful,  but  it  may  persist  indefinitely,  and  permanent  deformity 
nay  result.  The  onset  is  usually  sudden  ;  the  pain  and  tender- 
ness are  local,  and  are  confinetl,  as  a  rule,  to  the  contracted  part. 
The  stemomastoid  and  trapezius  muscles  are  most  often  involved  ; 
thus,  the  wrj-neck  is  typical.  If  the  tension  be  rela.ved  by 
indining  the  head  toward  the  contracted  muscles,  motion  of  the 
•pine  itself  will  be  found  to  be  free  and  painless ;  but  if  traction 
be  made  on  the  contracted  muscles  it  causes  discomfort,  and  it  is 
iBoally  resi.ste<l  by  the  i)atient. 

In  disease  of  the  occipito-axoid  region  the  distortion  of  the 
kMd  is,  by  no  means,  typical  of  sternomastoid  contraction  ;  it 
may  be  tilted  np  or  down  or  laterally  to  an  exaggerated  degree. 
In  other  words,  the  wrj'neck  of  Pott's  disease  is  an  irregular 
■listortion,  iiecause  it  is  not  dependent  on  the  contraction  of  a  par- 
ticular muscle  or  muscular  group.  "  In  torticollis  the  chin  is 
tiirniil  away  from  the  contracted  muscle,  while  in  Pott's  di-sease 
it  is  turned  toward  the  contracted  nuiscde."  This  is  an  axiomatic 
ezprasion  of  the  fact  that  the  distortion  of  the  head  symptomatic 
ct  atlo-axoid  dineti-se  depends,  in  great  degree,  upon  the  .spasm 
of  the  small  niu!«cles  that  directly  control  these  joint.s,  the  recti 
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and  obliqui,  and  not  directly  u]H>n  the  contraction  of  the  steruo- 
mnstoi<l  muscle,  as  in  the  onlinarv  form  of  wryneciv.  Again, 
the  contraction,  symptomatic  of  Pott's  disease,  of  this  or  other 
regions,  is  the  result  of  muscular  spasm,  a  muscular  spasm  that 
prevents  piiiofii!  motion.  If  the  head  be  grasped  tirmly  by 
the  liands  and  if  gentle  ti-aetiun  is  made,  the  muscular  siMsm 
relaxes  and  the  patient  experiences  a  sensation  of  comfort.  If 
similar  traction  is  made  upon  the  contracted  muscles  of  acute  wrj'- 
neck,  the  pain  is  increased  and  the  patient  protests. 

In  disease  of  the  middle  cervical  region,  however,  the  distor- 
tion due  to  the  reflex  muscular  spasm  may  resemiile  closely  that 
of  simple  torticollis,  particularly  if  the  latter  is  caused  by  the 
irritation  of  inflamed  or  suppurating  glands.  For,  in  such  cases, 
there  is  usually  much  sensitiveness  to  manipulation,  with  more 
or  less  general  muscidar  spasm,  and  diagnosis  may  be  impossible 
until  apparatus  has  been  apjilied  to  rest  the  part  and  to  correct 
the  deformity. 

As  has  been  stated,  the  head  may  be  tilted  backward  to  com- 
pensate for  deformity  in  the  middle  cervical  region,  and  in  some 
instances  it  may  be  drawn  backward  by  spasm  of  the  posterior 
muscles.  Such  a  case  might  be  mistaken  for  cereical  opulhofontM, 
or  posterior  torticollis,  which  is  sometimes  seen  in  young  infanta 
suffering  from  exhausting  diseases,  basilar  meningitis,  and  the 
like.  In  such  conditions,  however,  the  characteristic  symptoms 
of  Pott's  disease  are,  of  course,  alisent. 

The  opponUe  attitude,  viz.,  a  forward  droop  of  the  head  due  to 
weakness  of  the  trapczii  muscles,  is  not  uncommon  as  a  sequence 
of  dipldheria  or  other  forms  of  contagious  disease.  This  droop 
may  be  accompanied,  also,  by  spasm  of  one  of  the  sternomastoid 
muscles  and  by  pain.  In  such  cases  the  history  of  the  preceding 
affection,  the  weakness  or  paralysis  of  other  parts,  as  of  the  soft 
palate,  the  muscles  of  accommodation  of  the  eyes  ami  the  like, 
together  with  the  general  imdily  weakness  that  the  patients  often 
present,  should  make  the  diagnosis  clejir. 

Injurij  to  the  upper  segment  i>f  the  spine,  a  sprain,  contusion, 
or  fmcture,  unless  efficiently  treated,  may  cause  symptoms  resem- 
bling very  clf)sely  those  of  tuberculous  disease;  for  example, 
jiiiin,  radiating  over  the  back  of  the  head,  rigidity  and  defurmity 
of  the  neck,  and  even  infiltration  and  local  tenderness  about  the 
injured  part.  Suc^h  wises,  when  seen  several  weeks  or  mi>nlhs 
after  the  accident,  are  pux/.liug,  lM?cause  one  may  be  in  doubt 
whether  the  symptoms  wore  caused  by  a  simple  injury  or  whether 
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tuberculous  infection  may  have  followed  or  preceded  it.  In  such 
cases  a  positive  diagnosis  cannot  be  made  until  the  effect  of  rest 
and  protection  has  been  observed — that  is  to  say,  suspicious  cases 
should  be  treated  as  one  would  treat  actual  disease.  If  the  case 
is  simply  one  of  injury  recovery  will  be  rapid  and  complete, 
while  if  disease  be  present  the  symptoms  only  will  be  relieved. 

The  oocipito-axoid  articulation  may  be  involved  in  acute 
articular  rheumaiism  or  in  chronic  rheumaioid  arthritis.  If  the 
manifestations  are  general  in  character  the  diagnosis  is,  of  course, 
easily  made ;  but  occasionally  the  joints  at  the  upper  extremity  of 
the  spine  may  be  the  seat  of  what  appears  to  be  an  infectious 
arthritis,  in  which  the  symptoms  are  of  sudden  onset  and  are 
sometimes  combined  with  fever  and  constitutional  disturbance, 
and  in  which  no  other  joint  is  involved.  The  sudden  onset  and 
rapid  recovery  are  the  diagnostic  points. 

Abgcesg  in  the  cervical  r^ion  is  a  secondary  symptom,  and 
although  the  change  in  the  voice  or  the  difficulty  in  breathing  or 
swallowing  may  be  the  most  noticeable  symptoms,  yet  they  are 
always  accompanied  by  some  of  the  characteristic  signs  of  Pott's 
disease. 

Whenever  the  diagnosis  of  cervical  disease  is  made  one  should 
examine  the  throat,  and  whenever  a  chronic  retropharyngeal 
abscess  is  present  one  should  look  for  the  symptoms  of  Pott's 
disease. 

The  diagnosis  of  the  retropharyngeal  abscess  can  be  made  only 
by  inspection  and  palpation;  therefore,  one  need  only  mention 
the  fact  that  symptoms  of  obstruction  in  the  throat,  similar  to 
those  of  abscess,  may  be  caused  by  adenoid  growths  and  by 
enlarged  tonsils. 

Retropharyngeal  abscess  is  by  no  means  always  symptomatic 
of  Pott's  disease.  It  may  be  one  of  the  sequelae  of  contagious 
disease  or  a  complication  of  pharyngitis.  It  is  then  rapid  in  its 
onset  and  is  not  accompanied  by  the  symptoms  of  Pott's  disease. 

Becapititlation.  If  the  disease  is  of  the  upper  or  occipito- 
axoid  region  the  head  is  usually  fixed  in  an  attitude  of  deformity, 
which  is  sometimes  slight  and  sometimes  extreme. 

If  the  disease  is  of  the  middle  region,  the  attitude  more  often 
resembles  that  of  ordinary  torticollis.  In  the  lower  region  there 
is  often  no  marked  spasm  of  muscles,  but  the  head  inclines  back- 
ward or  toward  one  shoulder. 

The  contour  of  the  cervical  spine  changes  as  the  disease 
progresses ;  the  normal  anterior  curvature  is  obliterated ;  thus. 
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the  head  is  pushed  forward,  while  the  dorsal  section  of  the  spine 
becomes  flat  or  even  incurvated  in  t-ompensation.  The  seat  of  the 
disease  is  often  shown  by  au  area  of  thickeiiiug  or  local  tender- 
ness to  deep  pressure. 

Disease  of  the  joints  of  the  upper  or  oocipito-axoid  section  is 
often  acute  in  onset,  in  some  instances  apparently  a  form  of 
synovial  i  uberculosis,  and  abscess  is  a  very  frequent  complication. 

DifFereniial  <Iiafi;nosis  of  disease  in  this  refjion  will  include  the 
consideration  of  the  various  forms  of  wryneck,  cervical  opisthot- 
onos, diphtheritic  paralysis,  and  injury.  Secondary  abscess 
must  he  distinguished  from  sinijile  retropharyngejil  abscess  and 
from  other  forms  of  ofistruction  in  the  throat. 

Diagnosis  in  General.  Weakness  and  the  so-called  "  loss  of 
walk  "  are  well-known  symptoms  of  Pott's  disease,  and  on  this 
account  children  sufTerinff  fi'om  different  forms  of  weakness  or 
pandysis  are  often  sent  to  orthopedic  clinics  for  the  treatment  of 
"  spine  disease." 

Certain  forms  of  paralysis  bear  a  sujMsrficial  resemblance  to 
some  of  the  symptoms  of  Pott's  disease  ;  for  example,  jixiuflo- 
hypertrophic  mtun'ular  pantlysm  to  the  attitude  caused  by  disease 
of  the  lumbar  region,  antl  <liplitherilic  punili/Hts  to  that  of  the 
dorsal  rei^iou.  iSpantic  para/i/siti,  of  cerebnil  origin,  resemliles 
somewhat  the  paralysis  of  Pott's  disease,  but  it  may  be  differen- 
tiated by  the  absence  of  pain,  by  tlie  history,  and  by  what  is 
apparent  in  most  cases,  the  mental  impairment. 

Primary  spastic  spinal  paraplegia  resembles  the  paralysis  of 
Pott's  disease  more  closely,  but  here,  again,  the  essential  symp- 
toms of  a  destructive  disease  of  the  spine  are  aljsent. 

The  contractions  combined  with  the  weakness  and  pain  that 
sometimes  follow  crn-hro.ijtinal  Mfiiinf/Uii  may  be  mistaken  for 
the  symptoms  of  bone  clisease,  but  are,  as  a  rule,  readily  explained 
by  the  history  of  the  case. 

Forms  of  organic  disease  of  the  spine  other  than  tuberculosis, 
as,  for  example,  malignant  disease,  .syphilis,  spondylitis  defor- 
mans and  the  like,  are  described  in  Ciiapter  II. 

The  list  of  affections  that  has  been  considereil  in  the  differen- 
tial diagnosis  is  a  long  one,  but  it  has  been  made  up  from  actual 
experience.  Most  of  the  mistakes  in  diagnosis  may  be  explained 
by  carelessness  or  ignorance,  or  because  of  insufficient  opportunity 
for  examination  ;  but  in  the  earliest  stsiges  of  the  disesise  repeated 
examinations  and  even  tentative  treatment  may  be  necessary 
before  the  diagnosis  is  confirmed. 
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The  Boentgen  Bay  Photography  as  a  Means  of  Diagnosis.  The 
Roentgen  ray  is  of  comparatively  little  importance  from  the  diag- 
nostic standpoint,  but  it  may  be  of  value  as  a  means  of  determining 
the  exact  extent  of  the  disease.  If  the  negative  is  well  defined, 
the  diseased  vertebne  are  seen  to  be  irregular  in  outline,  or  they 
may  be  lost  in  a  peculiar  blur.  By  counting  from  above  and 
below  the  exact  extent  of  the  disease  may  be  made  out,  but  infer- 
ences as  to  its  character  and  quality  must  be  made  from  the 
rational  and  physical  signs  (Fig.  34). 

The  Record  of  the  Case.  The  history  and  the  results  of  the 
examination  of  the  patient  should  be  recorded  somewhat  in  the 
following  order : 

1.  The  family  and  the  personal  history. 

2.  The  history  of  the  disease,  with  especial  reference  to  its 
mo<le  of  onset,  its  probable  duration,  to  the  noticealjle  symptoms, 
and  to  previous  treatment. 

Fig.  27. 


Traclng!!  of  the  spine  illustrating  the  recession  of  dcforniity. 

3.  The  physical  examination.  This  shouM  include  the  general 
condition  of  the  patient,  the  height  and  weight,  the  attitude,  the 
character  of  the  disease,  whether  progressive,  as  indicated  by 
muscular  spasm  and  pain  on  motion,  or  quiescent,  the  presence 
of  abtscess  or  paralysis  as  a  complication,  and,  finally,  the  position 
and  extent  of  the  disease.  This  is  best  shown  by  a  tracing,  made 
by  means  of  a  strip  of  lead  or  pure  tin,  of  such  thickness  that  it 
may  be  readily  moulded  on  the  spine  and  yet  hold  its  shape  when 
removetl  (Fig.  27). 

The  tracing  should  be  of  the  entire  spine,  made  while  the 
patient  lies  extended  in  the  prone  position,  and  the  exact  location 
of  the  most  prominent  spinous  processes  should  be  marked  upon 
it.  In  determining  the  position  of  the  disease  it  is  well  to  count 
the  spinous  processes  from  below  upward,  beginning  with  that 
of  the  fourth  lumbar  vertebra,  which  lies  on  a  line  drawn  between 
the  highest  points  of  the  iliac  crests.     There  are  other  landmarks 
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that  are  approximately  correct.  Sometimes  the  last  rib  may  be 
traced  to  its  origin ;  the  scapula  covers  the  second  and  seventh 
ribs,  the  root  of  the  spine  of  the  scapula  and  the  middle  point  of 
the  glenoid  cavity  being  on  a  line  with  the  third,  and  its  inferior 
angle  opposite  the  tip  of  the  seventh  dorsal  spinous  process.  The 
upper  margin  of  the  sternum  is  opposite  the  interval  between 
the  second  and  third  dorsal  vertebne.  In  many  instances  the 
vertebra  prominens  and  the  spinous  process  of  the  axis  can  be 
identified.  Such  landmarks  are,  of  course,  somewhat  displaced  if 
the  deformity  is  extreme,  but  they  are  always  sufficiently  correct 
to  check  errors  in  counting  the  spinous  processes. 

The  history  furnishes  a  foundation  on  which  treatment  is  con- 
ducted and  from  which  its  results  may  be  determined.  The 
study  of  final  results  has  become  of  great  importance  in  ortho- 
pedic surgery,  and  on  this  account  the  record  should  present  the 
condition  of  the  patient  when  treatment  is  begun,  in  a  form  that 
may  be  readily  understood,  not  only  by  its  writer  when  details 
have  been  forgotten,  but  by  anyone  who  may  in  after  years  con- 
sult it.  In  this  history  the  complications  and  incidents  and  the 
changes  in  the  treatment  should  be  noted  at  regular  inten'als 
until  the  patient  is  cured. 

Treatment.  The  general  treatment  of  tuberculous  disease  is 
considered  in  Chapter  V.  Pott's  disease  is  the  most  important 
of  the  tuberculous  affections  of  the  bones,  and  the  importance  of 
proper  surroundings,  proper  food,  sunlight,  and  above  all  open 
air  both  day  and  night,  if  possible,  can  hardly  be  exaggerated. 

The  Oeneral  Principles  of  Mechanical  Treatment.  Under  normal 
conditions  the  weight  of  the  head  and  of  the  thoracic  and  abdom- 
inal organs  tends  to  bend  the  spine  forward  and  downward — a 
tendency  that  is  resisted  by  the  action  of  the  muscles  of  the  back. 
If  the  resistance  is  weakened,  as  in  Pott's  disease  by  the  direct 
destruction  of  the  weight-bearing  portion  of  the  spine,  this  ten- 
dency toward  deformity  is,  of  course,  greatly  increased.  Thus, 
the  pressure  of  the  superincumbent  weight  upon  the  weakened 
part  and  the  strain  of  motion  are,  from  the  mechanical  stand- 
point, the  most  important  factors  in  the  production  of  deformity. 

When  the  body  is  bent  forward,  as  in  tlie  stooping  posture, 
the  intervertebral  discs  are  compressed  and  the  pressure  upon  the 
vertebral  bodies  is  increased.  When  the  body  is  held  erect  or  is 
bent  backward  this  pressure  is  lessened,  and  a  part  of  the  weight 
is  transferred  to  the  articular  processes  and  to  the  {wsterior  parts 
of  the  column.     The  object  of  a  brace  or  other  support  is  to  hold 
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the  spine  in  this  extended  position,  so  that  pressure  on  the  dis- 
eased vertebrsB  may  be  removed.  One  aims  to  splint  the  diseased 
spine  as  effectively  as  if  it  were  broken,  in  order  to  relieve  the 
discomfort  and  pain,  so  depressing  to  the  patient,  and  to  secure 
the  rest  that  is  essential  to  repair. 

The  effectiveness  of  a  particular  splint  or  support,  whether 
applied  to  a  broken  bone  or  to  a  diseased  spine,  depends  upon  the 
area  that  it  covers  on  either  side  of  the  part  to  be  supported,  and 
upon  the  accuracy  of  its  adjustment,  as  well  as  upon  the  damage 
that  the  part  has  already  sustained,  and  the  strain  to  which  it 
still  may  be  subjected. 

From  this  standpoint  it  is  evident  that  it  is  diificult  to  apply 
effective  support  to  the  trunk  because  of  its  size,  shape,  and  con- 
tents, and  it  is  apparent  also  that  the  mechanical  conditions  are 
more  favorable  in  some  parts  than  in  others.  For  example,  the 
splint  is  likely  to  be  effective  when  the  disease  is  of  the  lower 
dorsal  region,  because  its  two  extremities,  attached  to  the  pelvis 
and  to  the  shoulders,  are  equidistant  from  the  jwint  to  be  sup- 
ported. These  conditions  are  reversed  in  disease  of  the  upper 
thoracic  region,  because  the  weight  of  the  head  and  of  the  arms 
tends  to  increase  the  deformity,  and  because  of  the  insufficient 
leverage  that  can  be  secured  for  the  supporting  appliance.  The 
pelvis  is  the  base  of  support  for  all  forms  of  splints,  and  if  it  be 
smaller  than  the  abdomen,  as  in  infancy,  the  adjustment  of  effi- 
cient support  is  more  difficult  than  in  older  subjects. 

In  actual  practice  the  treatment  of  Pott's  disease  is  influenced 
by  the  age  of  the  patient,  the  situation  of  the  disease,  the  dura- 
tion of  the  deformity,  and  by  many  other  circumstances,  but  the 
relative  efficiency  of  braces  or  other  appliances  may  be  decided 
on  purely  mechanical  grounds.  Thus,  as  the  ultimate  deformity 
of  Pott's  disease  is,  in  great  degree,  caused  by  the  force  of  gravity 
acting  on  a  weakened  spine,  the  most  effective  treatment  must  be 
fixation  in  the  horizontal  position,  for  in  this  position  the  strain 
of  use  and  the  pressure  of  superincumbent  weight  can  be  removed 
completely ;  and  relief  from  jars  and  strains  that  favor  the  exten- 
sion of  the  disease  can  be  assured. 

Horizontal  Fixation.  Apparatus  for  this  treatment  must  be 
quite  independent  of  the  bed  on  which  it  may  be  placed,  and  of 
such  appliances  several  forms  may  be  employed. 

The  reclinationgypsbettes  of  Loreuz'  is  simply  a  posterior  case 
of  plaster-of-Paris  enclosing  the  head  and  body. 

1  Boflk.    Lehrbach  der  Orthoptdlschen  Chlr.,  3d  ed.,  p.  324. 
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Till*  I'helps  bed  is  Boiuewliat  similar.  A  thin  board  \s  cut  ia 
the  outline  of  the  child's  body  and  extended  legs.  It  is  padded 
with  wadding  and  covered  witli  cotton  cloth  ;  the  pntient  is  then 
placed  upon  it,  ami  plaster  imndages  are  applied  to  enclose  the 
bofly  and  the  legi>.  The  front  is  then  cut  away,  so  that  the 
piitieut  may  be  removed  from  the  bed  for  an  occasional  Iwth  and 
change  of  clothing.' 

Flo.  2S. 


UradfurU  !i  t>«<l- fmuitf.     i  HraUlorU  and  Lovell.i 

The  wire  cuirasse  has  l)een  popularizwl  by  Sayre  f  it  is  an 
effective  appliance,  althougl)  soniewiiat  cunibersome  and  expen- 
sive. 

An  effective  and  convenient  form  of  supp<irt  is  the  Bradfonl 
frame  or  stretcher.  This  is  a  rectangular  fnune  a  few  inches 
longer  and  slightly  wider  than  thft  patient's  Iwdy.  Over  the 
frame  covers  of  strong  canvas  are  drawn  tightly  by  means  of 

Fra.  ». 


Tbe  modlHcd  fimme  with  the  ti«nd«Ke. 

corset  lacings  or  straps  on  its  under  surface,  leaving  an  interval 
beneath  the  V>uttocks  for  the  use  of  the  be<l  pan  (Fig.  2H). 

The  efficiency  of  this  appliance  may  l>e  incresised  by  changing 
it  in  several  particulars,  and  the  following  description  applii-s  to 
the  apjinnuus  used  by  the  writer: 

The  stretcher  frame  is  made  of  onlinary  g:dvani/.etl  gas-pijie 
or  of  steel  tubing  of  a  smaller  diameter.     It  should  be  alwut  four 
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•  Lb  (oiKMre  dc  Boonet    R4<lmid,  Cblr.  Orlho|>««ll<|iie,  p.  343. 


longer  than  the  child  and  about  four-fifths  us  wide,  the 
lateral  Iwrs  corresjwudiug  to  the  articulatiug  surfaces  of  llie  four 
extremities  with  the  trunk.  The  ordinary  dimensiouH  are  seven 
and  one-half  by  thirty-eight  inches,  or  the  width  to  length  about 
as  one  to  five. 

At  firxt  thought  it  would  seem  that  the  side  bars  might  cause 
uncomfortable  pressure  on  the  overhanging  shoulders,  but  as  the 


Fio.  so. 


The  stretcher  fraiue,  showing  the  canvut  cover  and  apron. 

arms  are  set  upon  the  middle  of  the  lateral  aspect  of  the  trunk 
and  thus  on  a  considerably  higher  plane  than  the  dorsum,  there 
is  but  bare  contact  wlu-n  the  cover  is  fairly  rigid.  Before  apply- 
ing tl»e  i«ver  one  may  with  advantage  wind  bandages  tightly 
about  the  frame  at  the  |K)int  which  is  to  sup|)«)rt  the  trunk  in  order 
to  make  the  support  as  unyielding  as  possible  (Fig.  2\.>).     The 


Fio.  8t. 


Tb«  fnauio  beni  u>  aourc  '  ■ 
Inn 


I  of  the  tpine.    The  roci'Mliui  ofdefudnlty  ol>taliieil 
own  by  Ihe  tracing!*.  Fig.  'JT. 


cover  should  be  of  strong  canvas  suitably  protected  in  the  centre 
br  nibJH'r  cloth.  This  is  api)lic<l  and  is  drawn  tight  by  means 
of  c>ors<'t  lacinjrs  and  straps.  V\you  this  two  thick  pnds  of  felt 
•re  sewctl ;  these  should  be  about  seven  inches  in  length  and 
about  three-<juarter»  of  an  inch  in  thickness,  s«j  placed  as  to  psiss 
OD  either  side  of  the  spinous  processes  at  the  seat  of  the  disease, 
thus  protecting  them  from  pressure,  fixing  the  part   more  tirmly, 
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and  increasing  the  leverage  of  the  apparatus.  The  child,  wearing 
only  an  inulershirt,  stockings,  and  diaper,  is  placed  upon  the 
frame  and  is  Hxetl  there  usually  Vjy  a  front  piece  or  apron  similar 
to  that  used  with  the  spinal  brace.  As  soon  as  the  patient  lias 
Iwconie  accustomed  to  the  restraint,  one  begins  to  overextend  the 
spine  by  l)ending  the  bars  from  time  to  time  upward  beneath  the 
kyphosis  with  the  aim,  as  has  been  stated,  of  actually  separating 
the  diseased  vertebral  bodies  and  obliterating  all  the  physio- 
logical curves  of  the  spine,  so  that  the  bo<ly  shall  lie  finally  bent 
backward  to  form  the  segment  of  a  circle.  The  greatest  con- 
vexity is  at  the  seat  of  the  disease,  and  as  the  head  and  lower 
extremities  are  on  a  much  lower  level,  an  element  of  gravity 
traction  is  present  in  some  instances,  while  the  support  of  the 
spine,  as  a  whole,  is  much  more  comprehensive  than  when  the  Ixxly 


Fir,    32 


Tbe  isoditictl  klreicber  frame,  dhuwliig  uvcruxlcuikiuu  ol  the  hpiue,  with  Uucuuu  fur  Ui« 
head  and  Umb»  u  applied  for  Pott's  parsploglm.  CkOMd  by  dlaeaie  In  tbe  upper  doraal 
rvftou     (See  Fig.  &S.) 

lies  upon  a  plane  surface  (Fig.  31).  Tlie  gradual  overextension  of 
the  spine  by  bending  the  frame  in  this  manner  is  so  definite  and 
simple  that  it  may  be  easily  carrie<I  out  by  the  physician,  and  it 
may  be  exaggerated  slightly  to  compensate  for  the  sagging  of  the 
cover.  Thus,  it  is  far  more  effective  than  any  form  of  padding 
or  other  form  of  support  with  which  I  am  familiar.  Ujwn  this 
frame  the  ciiild  lies  constantly,  its  clothing  being  made  suffi- 
ciently large  to  include  the  apparatus,  thus  assuring  additional 
fixation.  Once  a  day  in  most  instances  the  child  is  removed 
from  the  frame  and  is  carefidiy  turned  face  downwanl  upon 
a  large  pillow  ;  the  back  is  then  inspected,  bathed  with  alcohol 
and  jx)wdered,  and  tlie  apparatus  is  then  reapplitnl.  It  is,  of 
course,  desirable  to  have  two  e<juippe<l  frames,  but  this  is  by  no 
means  essential. 
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The  effect  of  the  continued  fixation  upon  the  bacii  is  not 
merely  to  change  the  contour  of  the  spine,  but  of  the  entire  trunk 
as  well ;  to  flatten  an<l  broaden  the  Irody.  This  increase  of  tlie 
lateral  at  the  expense  of  the  anteroposterior  diameter  is  quite  the 
reverse  of  the  natural  tendency  of  the  deformity,  and  it  is,  there- 
fore, a  favorable  rather  than  an  unfavorable  effect  of  the  treat- 
ment. The  same  tendency  in  the  lower  region  may  be  chocked 
by  the  use  of  a  flannel  binder,  such  as  is  ordinarily  worn  by 
infants. 

Fig.  33. 


.\  jwrffcl  eurc  ooiaineil  liy  Ihe  streicher  livraniv..!.     >  i.c  i-i. 
In  the  X-ray  picture,  Fig.  34. 


i.tt^clt»i;tu>e  U  ftbuwti 


The  method  of  attaching  the  patient  to  the  frame  varies  some- 
what according  to  the  <4ituation  and  chanictcr  of  the  di.sease.  In 
ordinary  cjises,  as  has  been  state<l,  a  canva.-i  apron,  similar  to  that 
used  with  the  back  brace  (Fig.  41),  is  applietl,  and  is  buckled  to 
the  sides  of  the  frame.  If  advi.sable  the  sliDulders  may  be  held 
down  by  straps  crossing  the  chest,  or  by  axillary  straps  connected 
by  a  chest  band.  If  still  more  effective  fixation  is  desiretl,  as  in 
disease  of  the  tipper  dorsal  region,  the  unterior  shoulder  brace,  as 
used  with  the  liack  brace  (Fig.  311),  may  be  attached  to  the  axil- 
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a  broad  swathe  should  be  passed  across  the  thighs,  and  if  psoas 
spasm  is  present  traction  may  be  employed. 

In  disease  of  the  upper  region  of  the  spine  a  certain  amount  of 
traction  is  desirable  to  aid  in  the  reduction  of  deformity  and  to 
prevent  the  patient  from  raising  the  head.  This  traction  is 
usually  applied  by  means  of  the  halter  as  used  with  the  jury 
mast.  The  straps  are  attached  to  a  crossbar  at  the  upper  extrem- 
ity of  the  frame,  and  traction  may  be  made  by  simply  tightening 
them,  or  if  the  upper  part  of  the  frame  is  somewhat  elevated  the 
weight  of  the  patient's  body  makes  the  proper  extension.  This 
position  has  the  advantage,  also,  of  allowing  the  patient  a  better 
opportunity  to  see  what  is  going  on  about  hira  (Fig.  32). 

In  disease  of  the  middle  cervical  region  traction  is  usually  of 
service,  and  fixation  of  the  head  is  always  indicated  in  addition 
when  the  occipito-axoid  region  is  involved,  either  by  sand  bags 
on  either  side,  or,  preferably,  by  some  form  of  metal  brace. 

Greater  fixation  of  the  spine  may  be  desirable  in  cases  of  more 
acute  disease.  This  may  be  attained  by  the  use  of  a  light  back 
brace,  or  a  plaster  jacket,  in  connection  with  the  frame.  Such 
support  should  not  be  applied,  however,  until  the  recession  of 
deformity,  which  is  to  be  expected  under  treatment  by  the  hori- 
zontal fixation  and  overextension,  has  been  obtained  (Fig.  27). 

As  this  frame  is  simply  a  horizontal  brace  the  child  may 
spend  as  much  time  in  the  open  air  as  would  be  practicable  were 
any  other  appliance  used. 

Personally,  1  have  never  seen  other  than  favorable  results  from 
this  method  of  treatment.  Pain  and  discomfort  are,  as  a  rule, 
relieved  almost  immediately,  and  there  is  a  corresponding  im- 
provement in  the  general  condition  of  the  patient.  Meanwhile 
the  growth  of  the  trunk,  which  is  so  often  checked  bj'  the  dis- 
ease and  by  the  deformity,  appears  to  progress  with  normal 
rapidity,  so  that  the  apparatus  may  be  actually  outgrown  before 
the  termination  of  this  part  of  the  treatment.  Horizontal  fixa- 
tion is,  of  course,  a  treatment  not  complete  in  itself,  since  it  must 
be  supplemented  by  the  usual  supports  when  the  erect  attitude  is 
again  assumed.  Its  duration  varies  from  six  to  eighteen  months. 
The  indications  for  its  discontinuance  are  the  correction  of  deform- 
ity, the  apparent  quiescence  or  cure  of  the  local  disease  as  indi- 
cated by  the  physical  signs,  and  by  the  behavior  of  the  patient, 
who,  as  repair  advances,  becomes  restless  when  removed  from  the 
frame,  evidently  desiring  to  sit  and  to  stand. 

At  this  stage  it  is  well  to  apply  the  ambulatory  support  some 
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time  before  the  patient  is  released  from  the  frame,  allowing  little 
by  little  the  changes  iu  attitude  and  habits.  If  the  plaster  jacket 
is  to  be  used  it  may  be  applied  during  longitndinal  siis|>ension  or 
otherwise,  after  which  the  chihl  is  immediately  n^jilace*!  upon  the 
frame,  where  the  plaster  is  allowed  to  harden  ;  thus  it  holds  the 
spine  in  an  attitnde  to  which  it  has  become  accustomed.  (Fig.  58.) 
Ambulatory  Supports.  The  two  types  of  ambulatory  sup- 
ports are  the  steel  brace  and  the  plaster  jacket. 


Fio.  35. 


T\\ 


Tbe  Taylor  brace  and  bead  support  applied  fur  disease  of  the  tipper  doraal  revolt. 


The  Back  Brace.  The  spinal  brace,  or  spinal  assistant,  as  the 
original  a|)))lianco  of  Dr.  C.  F.  Taylor  was  called,  consists  essen- 
tially of  two  steel  Imrs  that  are  iipplied  on  either  side  of  the 
spinous  processes  from  the  top  to  the  bottom  of  the  spine.  At 
the  seat  of  the  disease  pads  are  placed  to  provide  for  greater 
pressure  and  fixation,  anil  to  form  a  fulcrum  over  which  the 
spine  may  be  straightened  or  held  erect,  when  the  two  extremities 
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of  the  brace  are  firmly  attached  to  the  pelvis  and  to  the  shoulders. 
The  attachment  at  the  lower  end  is  made  by  means  of  a  pelvic 
band  of  sheet  steel  (gauge  18)  from  one  and  a  half  to  two  inches 
in  width,  long  enough  to  reach  from  one  iliac  spine  to  the  other ; 
it  lA  pIaoe<l  88  low  as  possible  on  the  pelvis ;  in  other  words,  just 
ive  tlie  upper  extremities  of  the  trochanters.  To  this  the 
ftrights  are  Hnnly  attached  at  an  intcrs'al  of  from  one  and  a 
quarter  to  one  and  three-quarter  inches  from  one  another,  so  that 
the  spinous  proi^esses  may  pass  between  them,  while  pressure  is 
nude  on  the  lateral  masses  of  the  vertebne.  The  uprights  are 
made  of  varying  strength,  according  to  the  age  of  the  patient, 
nsmlly  about  one-iialf  an  inch  in  width  (of  gauge  H  to  1 2)  and  of 
such  quality  of  steel  tliat,  although  unyielding  to  the  strain  of  use, 
it  may  be  readily  bent  by  wrenches,  and  thus  accurately  adjusted 
the  back.  The  uprights  reach  to  the  root  of  the  neck,  or  to 
Pirfwut  the  level  of  the  second  dorsal  vertebra;  from  this  point 
two  short  arms  of  metal  project  forwanl  and  outwanl  on  either 
fiide  of  the  neck,  reaching  to  about  the  middle  of  the  clavicles. 

To  these  patldetl  shoulder  straps  are 
^_^^1^  attached,   which  pass    through    the 

a^^jU^k  axillie   to  a  crossbar  on   the   back 

^^^^^^B.  brace ;    thus,    downward    pressure 

^ktjK/'  '^'^    ^^^   shoulders    is    avoidal    and 

"'I  increased  leverage  is  assured  (Fig. 

3o). 

Opposite  the  area  of  disease  two 
strips  of  thin  steel  about  three  inches 
in  length  are  fixed ;  these  are  slightly 
wider    than    the    uprights   and  are 


Fia.  37. 


.M 


::3-x>- 


7««Ttty4wlMk  I 


The  r*ylorci  •  .'UirpBdi 

in.  L.  Tkylor.)  of  banl  fubbar  cuimeoinl  by  a  bar. 
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perforated  for  the  attachment  of  the  pressure  ]>ads.  These  may 
be  made  of  layers  of  cauton  flannel  or  felt,  or  unyielding  mate- 
rial, such  as  leather  or  hard  rubber,  may  be  used  instead.  The 
pa<ls  should  project  from  a  quarter  to  a  half-inch  in  front  of  the 
uprights  in  order  that  Krm  and  constant  pressure,  to  the  extent 
tliat  the  skin  will  tolerate,  may  be  made  at  the  seat  of  dis 
(Fig.  3(3). 

In  measuring  for  this  brace  the  patient  is  placed  in  the  prone 
posture  and  a  tracing  of  the  outline  of  the  back  is  made  by  means 


FlO.  3S. 
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Backwknl  tnctloa  on  tb«  ihoalden  Bzas 
Ibe  ii|ip«r  dorul  region. 


The  kDlerioc  >boalder  brace  and  lu 
etucbment. 


of  the  lead  tajie.  This  outline  may  be  cut  in  cardlioanl  and  fitted 
to  the  back ;  in  fact,  if  the  mechanic  is  unfamiliar  with  the  work, 
wich  part  of  the  brace,  uprights,  pelvic  i)and,  etc.,  may  be  cut  in 
cardboard  and  attache<l  to  one  another  to  serve  as  a  model. 
Before  the  brace  is  finished  it  should  be  applied  to  the  back  and 
should  i)c  tt<lju.ste<l  carefully  by  means  of  wrenches.  Tlu-  pelvic 
band  and  the  parts  that  come  in  direct  contact  with  the  skin  are 
usually  covered  with  leather,  or,  in  the  treatment  of  young  chil- 
dren, with  rubber  plaster  and  canton  flannel  to  prevent  rusting. 
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If  the  brace  is  applied  before  the  stage  of  deformity  it  should 
follow  the  exact  shape  of  the  spine,  but  if  deformity  is  present, 
particularly  in  disease  of  the  thoracic  region,  it  should  be  made 
somewhat  straighter,  in  order  to  permit  a  gradual  correction  of 
the  compensatory  lordosis  in  the  lumbar  region,  and  for  increased 
leverage  above  the  deformity.  As  has  been  stated,  a  certain 
amount  of  recession  of  deformity  can  be  obtained  by  rest  in  the 
horizontal  position,  and  if  practicable  this  improved  contour 
should  be  attained  before  the  brace  is  applied.  The  apparatus  is 
held  in  place  by  an  "  apron  "  (Fig.  41),  which  covers  the  chest 
and  abdomen,  to  which  straps  are  attached.  Ordinarily  this  is 
made  of  strong  linen  or  cotton  cloth,  but  a  canvas  front  shaped 
accurately  to  the  body  and  strengthened  with  whalebone,  is  a 
more  comfortable  and  efficient  support.  In  applying  the  brace 
the  pelvic  band  is  first  attachefl  to  the  apron,  then  the  straps  in 
order,  from  below  upward,  and,  finally,  the  shoulder  straps. 
Each  strap  Is  tightened  until  the  brace  is  firmly  fixed  in  proper 
position.  When  a  brace  is  properly  applied  and  properly  fitted 
it  holds  its  place  by  friction,  but  when  the  disease  is  of  the 
lower  lumbar  region,  or  if  the  brace  has  a  tendency  to  upward 
displacement  perineal  straps  should  be  used  to  hold  the  pelvic 
band  firmly  in  its  place  (Fig.  36).  At  first  the  brjce  is  removed 
once  a  day  in  order  to  wash  and  powder  the  back,  the  same  care 
being  observed  in  moving  the  child  as  in  the  treatment  by  the 
frame;  but  when  the  skin  has  become  accustomed  to  the  pressure 
the  brace  should  be  removed  only  at  infrequent  intervals,  and 
thus,  if  desirable,  only  under  the  supervision  of  the  surgeon. 

This  description  indicates  the  essential  qualities  of  the  back 
brace.  It  has  been  modified  in  various  ways ;  for  example.  Dr. 
Taylor  long  since  discarded  the  straight  pelvic  band  iu  favor  of 
one  of  a  U-shape  (Fig.  36).  This  makes  the  brace  somewhat 
lighter  and  relie%'es  the  sacrum  from  pressure,  but  it  does  not  add 
to  its  effectiveness.  The  efficiency  may  be  increased,  however,  by 
improving  the  attachment  at  its  upper  extremity,  as  is  illustrated 
in  Fig.  37,  in  which  two  triangular  pads  of  hard  rubber  connected 
by  a  metal  bar  are  employed. 

This  is  an  improvement  on  the  simple  shoulder  straps  of  the 
original  brace,  but  it  does  not  provide  the  quality  of  support  and 
fixation  that  is  desirable  when  the  disease  is  of  the  upper  or 
middle  s^ment  of  the  thoracic  region.  In  such  cases  the  upper 
part  of  the  chest  is  flattened,  the  inclination  of  the  ribs  is  in- 
creased, and  the  shoulders  droop  forward,  carrying  with  them  the 
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scapulte.     Thus,  the  weight  and  the  strain  of  tlie  motion  and  use 
of  the  arms  tend  to  increase  the  deformity. 

In  health  direct  forward  or  reaching  movements  of  the  arms 
are  always  aceompanietl  by  an  increase  in  the  posterior  curvature 
of  the  dorsal  spine.  On  the  other  band,  if  the  shoulders  are 
drawn  backwanl  and  lield  in  this  attitude,  the  curvature  of  the 
spine  is  lessened  and  the  ehest  is  elevated  an<l  expanded  (Fig.  38). 


Fio.  40. 


The  Tsylor  back  biKCe  and  head  lopport  combined  with  the  WhUman  anterior  lupport. 


In  the  treatment  of  disease  of  the  upper  dorsal  region  it  should 
be  the  aim,  in  the  application  of  a  brace,  to  follow  this  indi- 
cation and  to  apply  pressure  directly  m])oii  the  extremities  of  the 
shoidders  to  assure  (he  greatest  pnssiblc  tixation  of  the  spine  and 
to  restrain  the  movements  of  the  arms  that  tend  to  increase  the 
deformity. 

The  accompanying  diagrams  (Fig.  39)  show  how  such  sup|K)rt 
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may  be  applied.  Two  saucer-shaped  plaU^'s  of  hard  rubber  or 
padded  metal  ( Fijr.  40)  cover  the  heads  of  the  hiinieri  and  are  joined 
bra  rigid  bar  of  steel,  which  passes  across  but  does  not  touch  the 
chest.  On  the  back  brace  are  placed  two  triangular  pads  of 
similar  construction  which  cover  and  press  upon  the  scapulte. 
These  pads  are,  however,  not  essential  and  are  often  omitted. 
The  back  brace  is  applied,  the  shoulders  are  then  drawn  back- 
wanl  and  Uie  shoulder-cups  are  firmly  attache<l  by  straps  to  the 
neck  bars  of  the  brace  above,  and  by  axillary  bands  below  in  the 
IHiial  manner.     By  this  means  the  thorax  is  elevateil  and  the 


Fia.  42. 


The  Kapalar  padi. 

•ne  is  more  effectively  fixed,  while  direct  movement  of  the  arms 
forward  is  made  impossible.  It  would  seem  that  such  restraint 
wouM  In;  irk^)m(>  to  the  patient,  but  in  an  extended  ui^  of  the 
appiratus  this  has  never  i-aused  complaint.  In  many  instances, 
rven  when  the  disease  is  as  low  as  the  tenth  <lorsal  vertebra,  it 
may  be  nsc«l  with  advantage,  but  it  is  espeoiidly  indicated  when 
(b#  disease  i*  in  the  iK'iglilMirlmiMl  of  the  seventii  dorsal  vertebra. 
In  cuootvtiou  with  the  shoulder  brace  it  is  usually  advisable  to 
apply  a  ■*upptirf  l>eneiith  the  chin  to  prevent  the  forwanl  inclina- 
tion of  the  ui^'k  ami   to  tilt   the  head  somewhat   Imckward.      A 
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very  situplc  and  inofTeusive  stipport  of  this  character  is  a  loop  of 
Bteel  surroautliug  the  neck  and  attachfd  l»y  screws  to  a  Imck  bar 
on  the  Ijraee  (Fig.  43).  If  a  more  cfticient  brace  i.*!  required,  as 
when  the  disease  is  of  the  upper  dorsal  or  cervical  regions,  the 
Taylor  head  supjMirt  should  be  used.  This  is  an  oval  ring  of 
steel  which  may  hv  clasped  about  the  neck  by  means  of  a  latc^rul 
hinge.  On  the  front  a  cup  of  iiard  ruliber  supports  the  chin  and 
behind  the  ring  tits  ni>on  an  uj)right  pivot  that  may  be  raise<l  or 
lowered  u[>on  a  eros!«l)ar  on  the  upper  part  of  the  brace;  free 
lateral  motion  is  allowed,  or  it  may  i)e  cht'cke<l  liy  means  of  a 
screw  (Fig.  4o). 

If  absolute  fixation  of  the  hciid  is  indicated,  as  in  disejise  at  or' 
near  the  oceipito-axoid  region,  two  steel  uprights  may  be  attached  to 
the  back  of  the  ring  ;  these  are  bent  to  fit  the  posterior  ami  lateral 
aspect  (tf  the  head  closely, 
and  a  bund  uf  webbing  is 
passed  from  one  upright 
to    the   other   an<l    al)out 
the  forehead. 

In  applying  the  sup- 
port the  chill  slutuld  al- 
ways be  tilted  slightly 
upward  in  order  to  throw 


Flo.  U 


FiO.  *i. 


Tbe  loop  be<ul  <up[)Ort. 


OlKcasu  ol  ihe  middle  cervical  region,  choirtOK 
the  delDrmii)'  and  actltude.  Tbla  p«tlent  had  been 
inralyced  for  one  year  before  UeaUnoiK  woi  begnu 
(See  Fig,  ii.) 
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the  forehead  and  occiput  l>y  cxteuding  the  back  bars  upward 
over  the  back  of  the  head,  as  in  Fig.  '>\. 

A  jury  mast  may  l>e  usetl  to  supjiort  the  liead  also ;  its  adjust- 
ment will  be  described  in  connection  with  the  plaster  jacket,  with 
whieli  it  is  usually  assoeiatetl  (Fig.  4(i). 

The  Plaster  Jacket.  It  was  claimed  at  one  time  that  a  plaster 
jacket  applied  while  the  body  was  partially  susjieufled  would 
actually  relieve  the  weakened  area  of  superincumbent  weiglit  by 
holding  the  diseased  surfaces  apart.  This  is  not  the  fact.  The 
jacket  supports  the  spine  as  does  the  brace  by  holding  it  in  the 
erect  or  extended  position.  One  is  a  circular  and  the  other  is  a 
posterior  splint.  There  is  this  difTerence,  however:  the  brace  fits 
the  spine  accurately  and  holds  its  |)lace  by  pressure  and  friction  ; 
the  jacket  is  held  in  place  by  tlie  support  of  the  projecting  pelvic 
bones;  it  lacks  the  accuracy  of  adjustment  of  tlie  brace  at  the 
seat  of  disease,  but,  on  the  other  hand,  it  providia  a  solid  supjMjrt 
on  the  front  and  sides  of  the  Iwdy. 

Each  appliance  has  advantages  and  disadvantages  that  become 
apparent  in  the  treatment  of  certain  phases  of  the  disease  or  con- 
ditions of  the  patient. 

The  plaster  Itandage  is  a  simple  support,  whose  efficiency 
depends  upon  the  accuracy  of  its  adjustment  to  the  irregularities 
of  the  body,  and  u]>on  the  leverage  that  it  exerts  above  and  below 
the  weakenctl  part.  It  should  be  aj}|)lied  while  the  body  is  held 
in  the  best  possible  position ;  its  inner  surface  should  be  smooth, 
auti  the  bony  prominences  that  are  susceptible  to  friction  and 
pressure  should  Ik;  protected. 

A  seamless  shirt  should  be  worn  ;  these  are  made  in  several 
sistes  and  are  sold  by  tiie  yard  at  a  low  price.  The  shirt  shoidd 
fit  the  body  closely,  and  should  be  long  enough  to  reach  to  the 
kneea.  On  the  front  and  back  liands  of  linen  or  China  silk  or 
other  material,  about  three  inches  in  width  and  three  feet  in 
length,  should  be  placal  lieiieath  the  shirt.  These  bands,  or, 
as  I>oreuz  calls  them,  "  scnitchers,"  are  for  the  purjwse  of 
keeping  the  skin  clean.  The  patient  is  tlien  placed  upon  a 
stool,  and  the  halter  of  the  suspension  ap]>aratus  is  carefully 
adjusted  ;  the  ai'ms  are  extende<l  over  the  head  and  the  hands 
clasp  the  straps  or  rings ;  thus,  the  chest  is  expanded  to  its  full 
limit.  Sufficient  tension  is  made  upon  the  i-ope  to  partially 
Buspen<l  the  body  and  to  draw  the  spine  into  the  best  jwssible 
attitude ;  in  most  instances  the  heels  should  be  slightly  lifted 
from  the  stool. 
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Dr.  Stiyre,  to  whom  we  are  indebted  for  the  exposition  of  this 

luable  means  of  treatment,  insisted  that  tiie  sensations  of  tlie 

"patient  should  Ijo  the  guide,  and   that  traction  shouM   be  made 

only  to  the  point  of  comfort.     This  is  a  valuable  indication  in 

Ute  treatment  of  the  adult,  but  it  is  not  often  of  service  in  child- 

hofxl. 

iVfure  applyiujr  the  plaster  bandage  pieces  of  piano  felting  or 
iton  tlanncl  of  sufticicut  thickness  are  place<:l  aiK>ut  the  anterior 
jjclvic  spines,  over  the  upper  part  of  the  sternum,  and  a  thin 
strip  ia  sometimes  used  to  cover  the  spinous  processes.  Finally, 
long  stripts  of  smldlers'  felt,  or  of  other  material  of  sufficient 
tbickiM8B,  are  applie<l  on  either  side  of  the  prominent  spinous 
ppoeeaaca  to  protect  them  from  friction  and  to  provide  greater 
pwMBore  and  tixation  at  the  scat  of  disease.  In  the  treatment  of 
adolesoent  or  adult  females  the  breasts  shoidd  be  covered  with  a 
layer  of  eottou,  which  may  l)e  removed  later  if  necessary,  to  pre- 
vent pressure.  The  '•  dinner  pad  "  is  now  not  often  usetl,  ex«?pt  in 
the  treatment  of  adults  and  in  certain  cases  in  M'hioh  the  alxlomen 
is  retracted.  In  childhood  the  abdomen  is  usually  prominent, 
and  in  mo«t  instances  no  extra  space  is  required.  Occasionally, 
howover,  one  is  told  that  the  patient  complains  of  discomfort 
after  meals,  evidently  due  to  constriction,  and  in  such  cases  proper 
aOowaQoe  must  be  made.  The  pad,  which  is  supposed  to  repre- 
sent the  space  neoessar}'  after  a  full  meal,  is  made  by  folding  a 
small  towel  into  the  shape  of  a  sandwich ;  this  is  attached  to  a 
bandage  and  is  place<l  l>eneath  the  shirt  just  below  the  ensiform 
cartilage;  when  tiie  jacket  is  completed  it  may  be  drawn  out 
br  means  of  the  banging  bandage,  leaving  the  additional  space 
for  emergencies. 

The  materials  for  the  jacket  should  be  of  the  best.  Fresh 
diiital  plaster  should  be  rublxxl  by  hand  into  strips  of  crinoline, 
trrr  from  glue.  The  bandages  shouhl  be  from  three  to  five 
inches  in  width  and  six  yards  in  length,  from  three  to  six  being 
rajuired  for  a  jacket,  according  to  the  size  of  the  child.  They 
aboald  be  placet]  on  end,  in  a  pail  of  warm  water,  one  at  a  time 
■a  tfaejr  are  used.  No  salt  or  alum  should  i)e  used  to  hasten  the 
wttiag  of  the  plaiit«r ;  iu  fact,  if  such  aid  is  necessary,  it  is  imfit 
for  nae.  When  the  bubbles  have  ceased  to  rise  the  bandage  is 
■]oeeaed  gently  until  no  water  drips  from  it,  and  the  loose  threads 
are  removed  from  the  ends. 

non  should   ^it  i>ehind  the  patient  and  one  in  front, 
.in!   iiuiy  liold   tlu>   rope  and  check  the  swaying  of  the 
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body.  The  one  who  sits  behind  the  patient  may  clasp  the  child's 
legs  between  his  knees  and  thus  assure  better  fixation  of  the 
pelvis.  The  pads  are  held  in  position  until  they  are  fixed  by  the 
plaster  bandages,  which  should  be  applied  with  a  slight  and  even 
tension. 

As  a  rule,  the  jacket  should  be  of  uniform  thickness  through- 
out. This  thickness  need  not  exceed  one-eighth  to  one-fourth  of 
an  inch,  and  it  may  even  be  lighter  in  certain  cases.  It  is  well 
to  make  the  first  turns  about  the  waist,  and  to  use  the  first  band- 
age about  the  pelvis,  since  the  pelvis  is  the  base  of  support ;  and, 
as  the  most  important  point  for  counter-pressure  is  the  chest,  this 
part  should  be  made  especially  strong  and  resistant. 

During  the  application  of  the  jacket  it  should  be  rubbed 
constantly,  in  order  that  the  different  layers  of  bandage  may 
adhere  to  one  another,  and  that  it  may  fit  the  projections  of  the 
pelvis  and  body  closely.  Meanwhile  the  attitude  of  the  patient 
should  be  carefully  watched,  in  order  to  prevent  lateral  inclin- 
ation of  the  body.  In  some  instances  it  is  possible  to  lessen  the 
deformity  by  the  extension  and  by  backward  traction  on  the 
shoulders  and  forward  pressure  on  the  trunk  while  the  jacket  is 
hardening. 

When  the  jacket  is  nearly  firm  it  should  be  trimmed.  In 
many  instances  this  may  be  done  while  the  patient  is  in  the 
swing,  but  if  he  is  fatigued  he  may  be  placed  in  the  recumbent 
posture. 

As  a  rule,  the  front  of  the  jacket  should  reach  from  the  upper 
margin  of  the  sternum  to  the  pubes;  behind,  from  about  the 
mid-line  of  the  scapulae  to  the  gluteal  fold  ;  laterally,  it  should  be 
cut  away  sufficiently  to  prevent  chafing  of  the  arms;  and  on 
either  side  of  the  pubes  an  oval  section  is  cut  out,  to  allow  for 
the  flexion  of  the  thighs  in  the  sitting  posture.  Particular  attoi- 
tion  is  called  to  the  importance  of  making  the  jacket  as  long  as 
lK>ssible,  so  that  the  abdomen  may  be  contained  within  it  instead 
of  being  forced  out  beneath  its  lower  border  (Fig.  48).  After 
the  application  of  the  jacket  the  patient  should  remain  in  the 
recumbent  posture  for  at  least  half  an  hour.  A  much  longer 
period  of  recumbency  is  always  advisable,  as  it  does  not  become 
absolutely  firm  for  several  hours.  The  shirt  is  then  drawn  up 
over  the  jacket  and  is  sewed  to  the  neck  portion ;  this  adds  much 
to  neatness  and  cleanliness.  The  shirt  must  be  drawn  tightly 
about  the  neck,  in  order  to  guard  the  body  from  the  crumbs  or 
other  objecits  that  may  fall  beneath  the  jacket,  and  in  many 
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fnnned,  so  Uut  it  nuiT  be  cot  down  and  the  scmrce  of  the  irritation 
removed  at  oooe.  With  onlinarr  care  "  sores,"  the  bugbear  of 
the  plaster  jacket,  may  be  avoided  or  so  qaicklj  detected  that 
they  are  of  little  consequence. 

If  the  disease  is  of  the  middle  re^on  of  the  spine,  backward 
tnetion  on  the  shoulders  is  indicated,  by  means  of  the  anterior 
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Tbe  Jurr  mut  and  tbe  ulterior  auppon. 

shoulder  brace  described  in  connection  with  the  spinal  bnwe 
(Fiji.  4JI);  or>  'f  this  is  not  at  hnntl,  paddo<l  straps  may  be  jmssed 
alxiut  the  shoulders  and  attached  to  buckles  placed  on  the  back 
lif  the  jacket.  Traction  applied  in  tiiis  manner  aids  in  prevent- 
ing deformity  and  assures  l)€tter  expansion  of  the  chest. 

In  many  instances  a  head  support  is  reijuire*!,  nnd  it  is,  of 
course,  always  indicated  in  disease  of  the  upper  dorsid  aud  cer- 
vical regions.  For  this  purjwse  a  jury  mast  or  a  posterior  sup- 
port may  bo  employeil. 

The  jury  mast  should  l)e  of  tempcretl  steel,  strong  enough  to 
hold  it«  shape  under  the  tension  of  the  halter  (Fig.  50).  Ita 
base  should  be  incorporated  firmly  in  the  jacket  below  the  seat 
of  tbe  disease;  it  should  be  long  enough  to   reach  well  above 
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The  halter  should  Im.'  applied  with  as  much  tension  as  enn  l>e 
borno  comfortably  by  the  patient,  so  that  the  weijrht  of  the  htiad 
may  be  at  Iciist  partly  supported.  The  straps  shouhl  l)e  ad- 
justed to  tilt  tiie  cliin  sli>rhtly  upwanl,  the  aim  beiuj;  to  draw  the 
head  backwartl  and  thus  to  extend  the  spiue.  lu  di.sease  of  the 
cervical  reiriou  the  crosslmr  should  be  fixeil  to  check  lateral  mo- 
tion of  the  head,  l)ut  this  is  unnecessary  wiien  the  disease  is  at  a 
lower  level. 


Fio.  53. 


Tbc  J«cl>i'l  »ii<l  jury  mui  aiiplied.    Thv  uiu<i  |«lleiil  li-  aliuu  ii  lu  V\g.  Kl. 


If  more  complete  fixation  of  the  head  is  desired,  or  if  the  jure 
is  inefFective,  an  a|)pliance  similar  to  that  shown  in  V\\c.  ol  niay 
lie  u»e«l.  This  consists  of  two  li^ht  steel  liars,  incorjiorated  like 
the  jurk"  nmst  in  the  jacket,  and  adjuste<l  to  the  necK  and  iiack 
of  the  head.  Their  upper  extremities  are  joined  by  a  band  of 
light  steel  of  I'-shajie,  long  enough  to  reach  from  ear  to  car,  the 
circumference  b«Mn)j  complctcil  by  a  band  of  tai>e  across  the  fore- 
lu^ail.  lu  certain  instances  additional  straps  may  be  placed  Ix-- 
ncjith  the  chin  and  the  occiput,  as  in   Figs.  51  and  <t'2.     In  this 
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A  long,  narrow  strip  of  cotton  cloth  is  passed  under  the  shirt 
and  is  drawn  tight  euongli,  by  means  of  a  pulley  or  by  manual 
traction,  to  support  the  child  in  the  prnper  attitude,  preferably, 
of  course,  in  overextension.  An  ojieuing  is  cut  for  the  face,  and, 
if  advisable,  traction  may  be  maile  on  the  arms  and  legs  of  the 
patient.  The  bandages  are  then  applied  in  the  ordinary  manner, 
after  which  the  cloth  may  be  cut  short  at  one  end  aixl  removeil. 

This  method  is  of  service  in  the  treatment  of  weak  or 
paralyzed  patients,  but  the  adjustment  is  somewhat  less  accurate 
than  by  the  ordinary  method.  The  jacket  may  be  applied  in 
the  supine  posture  by  means  of  the  GoUlhwait  apparatus.  This 
may  \te  eruploye<l  with  advantage  in  the  routine  applicatiim  of 
the  plaster  jacket,  and  it  has  supplanted  in  some  degree  tlie  sus- 
pension method. 

Pio.  M. 


i<* 


L' 


~li 


v 


TbeTaylorappliaoce  In  uM.showIng  the  hyper'  -jlnc.    The  planter  Jacket 

baring  been  applied,  the  tmck  re«t  It  removed  by  pKMUug  Uie  handitge*  rhim  side  to  ilile  or 
by  enlarging  the  opeuiog.  If  desirable,  the  defect  la  then  coaeealed  by  a  turn  of  plaiter 
twndage. 

This  consists  es.sentially  of  a  support  (Fig.  54)  carrk'ing  on  tt8< 
upper  e.xtreraities  two  thin  strips  of  perforated  metal.  To  these 
8tri|>s,  felt  is  attached,  forming  pads  similar  to  those  used  on  the 
back  brace.  The  patient  is  then  placed  with  his  back  resting  on 
the  patls  at  the  scJit  of  the  disease.  The  buttocks  and  the  head 
arc  allowed  to  sink  downwanl  to  the  point  of  toleration,  thus  an 
extending  force  is  exerte<l  on  the  spine.  The  plaster  bandages 
arc  theo  applied  in  the  usual  manner  about  the  Ixnly  on  either 
siile  of  the  support.  When  it  is  completed  the  patient  is  lifted 
from  the  support,  the  pails  licing  included,  of  course,  in  the 
jacket.  -Vn  o|)eiiing  reiuaius  at  this  {K)int  that  may  be  closed  if 
desirable  liy  an  additional  l>andage. 

Other  sii]>])ort8  of  a  similar  nature  are  in  use,  but  as  they  do 
not  differ  from  it  in  principle  a  detaile<l  description  is  unneces- 
sary (Figs.  -J")  nud  06). 
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Tlie  Application  of  the  Jacket  to  Patients  who  have  been  Treated 
on  the  Stretcher  Frame.  A  satisfactory  methotl  of  applying  a 
piaster  jacket  in  yoiui]j:  subjects,  when  tlie  deformity  has  lieen  cor- 
rected in  whole  or  part  by  recumbency  on  the  frame  in  the  over- 
extended ]x>sitioD,  is  the  following:  The  patient  is  sus[)ende<l 
fare  downwanl  in  the  horizontal  jwsition  by  two  assisbmts,  one 
holding  the  arms  and  the  other  the  thighs  ;  thus,  a  certain  amount 
of  traction  is  exerle<l,  while  the  weight  of  the  body  tends  to  over- 
extrnd  the  spine. 

In  this  attitude  a  jacket  is  ([uickly  applie<l,  and  the  child  is  at 
oDce  replaced  upon  his  frame,  which  has  Ijeen  protected  by  a 
rabber  sheet  (Fig.  57).  The  plaster  jiickct,  during  the  hanlcning 
pioeeas,  must  conform  to  the  habitual  posture  of  recunibeuoy. 
The  pressure  pads  of  tiie  frame  indent  the  bandage  on  either  side 
of  the  spinous  processes  (Fig.  58),  and  tiius  afforfl  better  sup- 
port and  H.xation.     This  is  a  very  satisfactcjry  methiKl  of  apply- 


Fio. 


n*  •nuebcr  (nme  on  whlcb  the  i«tlent  Is  replaced  while  the  jacket  \t  hardening. 

in)(  t)ie  jacket  in  this  class  of  cases,  because  it  is  not  necessary  to 
n-tein  the  child  in  an  uncomfortable  position  while  the  bandage 
is  hardening,  and  because  accuracy  of  adjustment  in  the  best 
piMrible  attitude  is  assured. 

Theae  methods,  in  which  the  object  is  to  overextend  the  spine, 
BBpecially  indieatetl  in  cases  in  which  the  deformity  is  slight. 
it  is  fixe<l  anil  well  marked,  suspension  is  preferable. 

Aj  a  role,  a  jacket  may  be  worn  for  two  months,  although  not 
infrerjuenlly  it  may  remain  for  six  months,  or  eveu  longer,  and 
yet  be  fairly  etficient.  Usually  one  jacket  is  removed  and 
uoUier  applied  on  the  same  day,  but  if  the  skin  is  at  all  sensitive 
it  i*  well,  aft»^r  the  washing  and  j>owdering,  to  reapply  the  old 
jacket,  oJoising  it  with  adhesive  jilaster,  and  allow  au  interval  of 
a  fww  ilay»  liefore  applying  the  permanent  one. 
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The  Plaster  Corset.  In  the  stage  of  recovery  the  jacket  may 
l>e  replaced  by  a  corset.  A  jacket,  made  aud  triiunied  as  already 
described,  is  cut  down  the  centre  and  rcmovetl  from  the  body. 
It  is  carefully  readjusted  to  its  former  shape,  Ijiindaged  with  tlie 
cut  surfaces  in  close  appo.sitiou,  aud  is  thoroughly  dried  or 
Itaked.  .All  wrinkles  are  tliou  cut  away  from  the  inner  surface, 
and  extra  padding  is  applied  if  necessary  ;  the  shirt  is  drawn 
tightly  alK)ut  the  Iwrders  of  the  jacket  aud  strips  of  leather  pro- 
vided with  hooks  are  sewed  in  front  so  that  it  muy  by  laced  like 
an  onlinan'  corset.  It  may  be  remuveil  from  time  to  time  to 
allow  for  bathing,  but  it  should  always  lie  removed  and  reapplied 
while  the  jtatient  is  suspended  or  in  tlie  recumbent  i>osition, 

Fio.  M. 


Jiicket  applied  by  the  stretcber  metbod,  abowing  the  deprenlooa  on  etlbei  aide  C4uwd  by 

the  frame  pads. 


The  corset  is  sometimes  used  in  ]dace  of  the  jacket  during  the 
active  stage  of  the  disease,  but  it  is  less  effective,  since  the  re|)eatetl 
stretching  during  removal  and  rea|)plication  weakens  the  appli- 
ance and  impairs  the  accuracy  of  adjustment.  In  addition,  one 
of  the  strongest  arguments  in  favor  of  the  use  of  plaster  of  Paris, 
that  treatment  is  under  the  control  of  the  surgeon,  is  nullified. 
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Gompuison  of  the  Two  Forms  of  Ambulatory  Support.  The 
most  Mvcre  criticisms  of  the  jacket  have  been  made  by  those 
anCuniliar  with  its  use,  on  theoretical  grounds  rather  than  from 
flctml  obaerx-ation.  While  it  may  be  admitted  that  there  are 
certain  objections  to  the  support,  yet  experience  has  shown  that 
when  it  is  applied  in  a  proper  manner  under  proper  conditions  it 
is  a  thoroughly  reliable,  etKcient,  and  often  indispensable  means 
of  treatment.  Indeed,  it  may  be  stated  that  by  means  of  the 
jacket  and  the  stretcher  frame  it  is  possible  to  treat  nearly  every 
case  of  Pott's  disease  without  the  aid  of  the  professional  brace- 
maker,  and  with  success. 

It  is  evident,  however,  that  under  certain  conditions  the  jacket 
most  be  inferior  to  the  brace,  in  early  childhoo<I  for  example, 
when  the  pelvis  is  not  sufficiently  developed  for  proper  support. 
Again,  when  the  disease  is  low  down,  at  or  near  the  lumh^^sacral 
junction,  the  lower  border  of  the  jacket  does  not  hold  the  pelvis 
with  sufficient  security  to  provide  the  proper  fixation.  In  the 
upper  dorsal  region  the  attachments  for  accurate  fixation  may  be 
adjosted  more  readily  to  the  brace,  and  in  disease  of  the  cer\-ical 
region  the  metallic  heatl  support  is  to  be  preferred  to  the  halter 
of  the  jury  mast,  for  the  reason  that  it  cannot  l>e  removc<l  by  the 
patient.  The  traction  of  tl»e  jury  mast  is  very  effective  when 
properly  used,  and  particularly  so  when  painful  distortion  of  the 
bead  is  present,  but  the  tension  on  the  straps  is  rarely  constant, 
awl  thus  loses  in  efficiency.  A  rigid  support  is,  of  course,  prefer- 
able in  the  disease  of  the  atlo-axoid  region. 

The  jacket  is  most  serviceable  in  the  region  from  the  tenth 
dona]  to  the  second  lumbar  vertebra.  It  is  not  only  effective, 
Kai  it  is  often  a  more  comfortable  support  than  the  spinal  brace. 
It  is  more  efficient  than  the  brace  when  lateral  deviation  of  the 
spine  b  present ;  and  from  the  clinical  5tand])oint  it  is  often  more 
rffifSiMOUs  in  relieving  pain  in  this  region  when  the  disease  is  at 
all  acute.  One  may  conclude,  then,  that  each  form  of  support 
may  be  used  according  to  the  indications.  The  absolute  control 
of  tho  treatmeot,  assured  by  the  use  of  the  plaster  jacket,  will 
often  ovcrbalanctt  the  claims  of  the  brace.  In  pnictice  among 
(be  poor,  when  choice  of  means  is  not  always  permitted,  it  is  indis- 
pemable ;  ami  it  may  be  use<l  with  fair  success  even  under  con- 
ditiodM  that  theoretically  contmindicate  its  employment. 

Modiflcations  of  the  Jacket.  Occasionally,  the  form  of  the 
jacket  may  be  rhange<I  to  meet  special  indications ;  for  example, 
backward  traction  may  Ih?  securc'l  by  carrying  the  bauduges  over 
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the  shoulilers  ;  or  the  head  maj  be  fixed  in  the  support,  if  the 
jury  mast  is  not  at  hand  (Kig.  59) ;  or  one  or  Iwth  thighs  may 
be  inchided  in  a  spica  jacket  in  painful  diseiise  of  the  lower  region, 
i»'hen  psoas  spasm  is  present.  Such  moditiaitions  are  re<|uired 
rather  for  emergencies  than  for  continuous  treatment. 

Dr.  H.  L.  Taylor  has  recommended  what  he  calls  the  bivalve 
plastic  splint  of  pla'ster  of  Paris. 

"  A  paiier  pattern  of  the  posterior  valve  is  made  from  the 
patient's  back,  allowing  one  inch  extra  around  tlie  edge  to  be 


Fw.  59. 


Plaater  iMtoilag*  Including  tb«  boul  to  hold  (be  iplne  In  the  extended  piwlUon,  ai  kppUsd  for 
dlscttae  of  Uie  upper  doiatl  regloii. 

foldi-d  back.  From  this  pattern  eight  or  ten  tliicknesses  of 
crinoline  are  cut  of  the  same  size  and  shape.  The  |>atient  being 
supported  face  downward  on  a  rest  under  the  jielvis  and  another 
under  the  upper  jmrt  of  the  sternum,  the  crinoline  sheets  are 
dipi)ed  into  plastt-r  cream  in  a  large  Hat  pan,  applied  to  the  back, 
the  felt  iMuls  being  in  position  ;  the  edges  are  folded  back  for 
greater  rigidity  and  the  whole  carefully  moulded  to  the  patient 
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and  allowed  to  set,  after  which  the  [mtient  is  turue«l  on  Ills  back 
and  the  anterior  valve  made  in  a  similar  manner. 

"  The  support  should  l)e  made  firm  and  rigid,  especially  at  the 
edg««,  ami  should  reach  in  front  from  the  pubes  to  tlie  top  of  the 
sternum.  Such  an  ap[)aratU8  is  rigid,  removable,  and  adjustable, 
and  brings  the  pressure  to  bear  on  definite  areas  selected  with 
TCgan)  to  its  mechiinicul  action.  The  splint  may  be  removetl  to 
cleanse  the  back  or  to  note  its  efficiency,  taking  the  impressions 
made  by  the  felt  pad  cither  side  the  spinous  processes  as  a  guide. 
If  more  leverage  is  neetled,  the  felting  may  he  reinforce*!  or  the 
depth  of  casing  re<luced  by  paring  the  lateral  edges.  In  other 
words,  the  jacket  ha.s  ceased  to  be  mainly  a  casing  and  has  l>ec<>me 
a  mechanism  under  the  surgeon's  control  and  capable  of  being 
manipulated  to  produce  definite  mechanical  results." 

Onrsets  of  Other  Material  Than  Plaster  of  Paris.  Corsets  of 
WiMxl,  leather,  paj>er,  jjoroplastic  felt,  and  celluloid  are  sometimes 
used.  The-se  are  constructed  on  a  plaster  cast  of  the  \wdy,  a 
thin,  accurately  fitting  jacket  being  used  as  a  mould. 

Fig.  60. 


[—J-' 


T 


Tbe  ThomM  coUkr  of  leatlwr  iluOed  with  cotton.    (Rldlon  and  Jonei.) 

Soch  corsets  have  certain  advantages  of  durability  and  elegance, 
hot  none  of  them  has  the  accuracy  of  fit  of  the  plaster-of-Paris 
eotwt,  which  is  mouldetl  directly  on  tlie  body  by  constant  manipu- 
ladoa  during  the  stage  of  s<jlidifieation.  Corsets  of  this  class  are 
oaoally  somewhat  expensive,  and  on  that  account  are  often  worn 
after  they  are  outgrown  or  when  they  no  longer  fit  the  patient. 
Their  use  is  practically  limited  to  the  stage  of  recovery  or  for 
Othtr  affections  than  Pott's  disease. 

Of  these  corsets,  one  of  the  iiest  is  that  used  by  Weigel,  of 
Rochester,  made  of  alternate  layers  of  liuen  cloth  and  wooil-pulp 
matrix  psper,  fixe<l  by  a  mixture  of  paste  and  glue. 

A  mow  durable  corset  may  be  constructed  of  aluminum,  as 
aagguteti  by  Phel|)s.  This  may  be  ol>taincd  in  thin  sheets, 
wMeh  may  be  hampered  upon  a  metal  cast  of  the  trunk  into  the 
shape.     The  two  halves  are  attached   by  hinges  in  the 

A  sad  are  perforated  to  allow  for  ventilation. 

In  tbs  final  stage  of  treatment,  the  Knight  brace,  a  light  steel 
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frame  with  corset  front,  may  be  employed  (Fig.  14;5)  or  a  long 
corset  similar  to  timt  onliimrily  worn  by  women,  but  strengthened 
by  the  insertion  of  li|j;lit  .*teel  bars  along  the  spine,  may  l)e  sufficient. 

Other  Forms  of  Support.  In  certain  cjises  of  disease  of  the  lower 
lumbar  region  of  the  spine  it  may  seem  advisable  to  restrain  the 
movements  of  the  thighs,  although  ordinarily,  when  this  is  neces- 
sary, ainl>iilfition  should  be  discontinued.  Such  restraint  may  Ije 
attaineil  by  making  the  back  bars  of  the  brace  stronger  and 
extending  them  dowa  the  back  of  the  thighs  to  the  knees  like  a 
double  Thomas  hiji  brace. 

If  the  jacket  is  useil  it  may  be  extended  to  a  single  or  double 
spica  for  the  s.ime  purpose  as  has  been  mentioned.  Such  appli- 
ances are  useful  when  psoas  spasm  and  "  cramp  "  are  troublesome 
symptoms. 

Fio.  «l. 


Tb«  Tbomu  collar  for  peraiancat  use.  A  pteM  of  ibin  iheet  meul  la  cut  wide  enoiifh 
to  reach  from  the  •temum  to  Ibe  chin,  and  from  the  back  nf  the  neck  to  the  baw  of  Uie 
occiput.  The  edfca  are  turueil  oat  and  the  whole  properly  covered  with  felt  and  fltled. 
(Rldlon  and  Jonea.) 

In  disease  of  the  cer\-ical  region  a  certJiin  amount  of  supjiort 
and  fixation  may  be  obtained  by  collars  of  iK)roplastic  felt, 
plaster  of  Paris,  or  other  material.  The  ThonuiM  cottar  (Figs.  60 
and  ()1)  is  the  best  of  this  type  of  sup]K>rt,  but  none  of  them  is 
thoroughly  efficient  unless  used  with  a  brace  to  control  the  larger 
movements  of  the  spine.  Tiiey  are  useful  in  emergencies,  but 
they  are  not  often  required  when  projHjr  braces  can  be  obtaine<l. 

Many  other  forms  of  apparatus  of  greater  or  less  merit  might 
be  described,  but  space  has  permittetl  only  a  detailed  account  of 
three  forms  that,  it  would  seem,  l>est  represent  the  essential  prin- 
ciples involved  in  the  treatment  <if  I*ott's  disease. 

The  Principles  of  Treatment  In  Their  Practical  Application. 
After  the  description  of  the  special  forms  of  a|>pliances  use<i  iii 
tlie  routine  treatment  of  I'ott's  disease,  one  may  consider  with 
advantage  the  treatment  in  its  more  direct  relation  to  the  patient. 
The  object  of  this  treatment  is  to  relieve  the  symptoms,  to  main- 
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nd  to  improve  die  vital  resistance  of  the  patient,  to  check, 
nedy,  and  to  prevent  deformity.  Under  favonible  con- 
Ididoos  the  deatli-nite  is  small,  and  pain  i.s  easily  relieved,  but 
[prcvmtion  of  deformity  is  often  extremely  diffimilt. 

Tlie  effect  of  treatment  must  be  estimated  not  simply  by  its 
relief  of  the  symptoms  of  the  disease,  since  deformity  may  steadily 
advance  in  spite  of  the  apparent  well-being  of  the  jmtient,  but  it 
moEt  be  selected  and  continued  or  changwl  with  the  aim  of  com- 
I  latlni;  ultimate  deformity,  and  on  this  standard  success  or  failure 
I  must  be  determined.     It  is  probable  that  noticeable  deformity 


Fio.  Si 


l«V 


TbeTbomu  ooU&r  applied.    (Rmion  and  Jonef.) 

lit  be  prevente<l,  nearly  always,  if  treatment  were  applietl  in 
But  pmctically  such  opportunity  is  not  often  offerctl, 
lad  the  local  dt-formity  that  represents  destruction  of  lione  may 
W  oonsidercd  as  irremediable.  There  is  also  a  dwarting  and 
blighting  eflTwt  of  the  ilisoasc,  which,  although  it  is  usually  asso- 
tiatdl  with  mnrkc<I  defonuity,  is  always  to  Iw  fearetl,  particularly 
viiai  the  <UseAse  affects  the  middle  or  lower  region  of  the  spine 
in  early  ehildhontl,  and  U  seven-  and  prolongetl  in  its  course. 
Bjr  proper  treatment  one  may  hojje  to  «Theck  the  progress  of  the 
diicMe  aod  pven  to  rometly  the  defonnity  in  great  degree  by  frei-- 
\ag  the  spine  from  tlic  deforming  influence  of  local  disease,  and 
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by  prevpntinw  or  removing  tlie  symptomatic  distortions  such  as  | 
psoits  cnntnirtion  or  wryneck. 

Indications  for  Treatment  by  Recumbency.  As  lius  been  stated 
already,  the  nmst  important  influence  toward  dcformitv  when  tl)e 
spine  has  been  weaivcned  by  disease  is  the  forc«  of  gravity  ; 
therefore,  horizontal  fixatiou  in  overextension  is  the  most  cflicient 
means  of  preventing  deformity,  and  it  assures  the  rest  for  tlie 
diseased  spine  that  favors  re|»air. 


Flo. 


PoU'i  dlNMBof  llii!  middle  dorwl  rogioii.  a  lyuc  of  dlseoK  lu  nblrli  liorJioolAl 
rtzatlon  la  >lw*)!i  iudic«t«l.    U.  S.,  aged  fourteen  montlu. 


This  is  always  the  treatment  for  emergencies  and  in  many 
instances  the  treatment  of  choice  and  routine.  It  is  indicatcxl  as 
the  routine  treatment  in  infancy  and  in  early  childhood  up  to  the 
age  of  three  yejirs  ut  least. 

In  many  instances  absolute  rectimbency  may  not  be  re<iuire<l, 
btit  the  period  of  lUJtivity  must  be  carefully  regulated,  and  must 
b<?  discontinued  when  there  is  evidence  of  discomfort  or  weakness 
or  |min.  If  tlm  pcriixl  of  nctivity  must  he  short,  it  should  be 
pas.scd  in  tin-  o|)cn  air.  The  passive  attitude  of  sitting,  althougli 
ii-ss  strain  is  tliniwn  upon  the  spine  tliun  during  activity,  may  Imj 
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even  worse  for  the  ])atient ;  thus,  the  reclining  or  semi-reclining 
|i09ture  should  be  ussumed  as  a  rule,  when  the  child  is  in  the 
bouse,  at  least  during  the  active  stage  of  the  disease.  Even  if 
tb(?  spine  appears  to  be  perfectly  supported,  the  time  spent  in 
M  ^loiilcl  he  long,  and  a  {)criod  of  rest  in  the  middle  of  the  day 
should  be  enforced. 

The  ar^iments  in  favor  of  horizontal  fixation  in  early  child- 
hood  do  not  apply  to  disease  in  the  adult.  At  this  stage  the 
structure  of  the  spine  is  resistant,  and  deformity  is  little  to  be 
feared,  while  such  confinement  would  l)e  irksome  and  impracd- 
eablc;  thus,  local  support,  sujMjrvisiou,  and,  if  possible,  a  change 


U-  &,  »fter  fourteen  mouibs  of  iiinuon  on  the  modliie'l  Bmdford  trame.  sun«.» 
Uie  teoewlon  of  deformity.    Comixirc  with  Fig.  63. 

of  climate,  must  \ye  the  treatment  of  selection  for  the  adolescent 
or  a<lult. 

In  the  middle  period  of  childhmxl,  from  the  fifth  to  the  tenth 
year,  horizontal  fixation  is  the  treatment  for  emergencies ;  for 
pitralysis,  for  abscess,  for  dangerous  disease  of  the  atlo-axoid 
ojjfion,  for  progressive  deformity,  and  for  pain  that  canuot  be 
relifvctl  by  the  ordinary  means. 

Special  Indications  for  Treatment  of  Disease  of  the  Differ- 
ent Regions  of  the  Spine,  in  the  selection  of  treatment,  and 
ill  iht-  general  iiiuuageiiieiit  of  Pott's  disea.se,  each  region  of  the 
spine  must  be  judged  by  itself,  since  in  each  there  are  special 
difficulties  to  be  met,  and  complications  to  be  feared  that  may 
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Fig.  es. 


infliienci'  the  prognosis  anil  lead  to  modifications  of  the  routine  of 
treatment. 

The  Lower  Region.  The  prognosis  is  gootl  in  disease  of  the 
lower  region,  the  symptomatic  attitude  is  favorable,  the  part  may 
be  supported  ejisily,  the  ea.ses  are  often  seen  before  the  ilefortiiity 
is  at  all  e.xtreme,  and  one  may,  as  a  rule,  pre<lict  recovery  with- 
out '  noticeable  deformity,  at  most, 
but  a  slight  shortening  and  i>ro]id- 
ening  of  the  bo<ly  and  a  |)eculiar 
erectuess  of  attitude.  I  'noomplioated 
tases  may  be  treated  with  the  brace 
or  jacket.  The  brace  is  the  better 
support  when  the  disease  is  near  tlie 
sacrum,  while  the  jacket  is  often 
more  comfortiihle  and  more  eflFective 
than  the  brace  when  the  middle  or 
upper  lumbar  region  is  diseased,  par- 
ticularly when  latend  deviation  of 
the  spine  is  present.  Whenever  the 
tendency  to  psoas  contraction  is  at 
all  marked  or  when  pain  or  cramps 
iu  the  legs  are  complained  of,  the 
periml  of  activity  slionid  l)e  care- 
fully restricted;  in  fact,  the  "  night 
cry "  is  an  indication  for  a  day  of 
rest  in  betl. 

The  most  troublesome  complica- 
tions of  this  region  are  psoas  cou- 
tractiou  and  the  abscess  with  which 
it  is  often  combined. 

As  has  been  stated,  psoas  contrac- 
tion changes  the  attitude  of  over- 
erectncss,   favorable  to   repair,  to  a 

ii,mir«..,i.nfiumb.rdiieMe:«pon.    forward    stoop    that    inerea«>8    the 
(aucoui  ntwnrtion  of  nbMCM.  «nu  but    pressure  and  friction  at  the  seat  of 

sllKhl  dcformlly.    (See  Klg.  IS.)  ' 

disease.  If  this  attitude  {H^rsistsand 
if  it  l>ecoDies  fi.xe«l  by  permanent  changes  such  as  are  likely 
to  follow  the  burrowing  of  a  pelvic  abscess,  most  disastrous 
deformity  may  follow  ;  the  body  and  the  thighs  are  approx- 
imated and  the  erect  attitude  is  made  imjutssible.  In  neglecte*! 
cans  of  this  chnracter,  tenotomy  and  forcible  correction  or  even 
subtnKJhanteric  o«teotf»niy    may   be    necessary   to  overcome  tlie 
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Moomlnry  deforniity.  In  oniinary  cases  of  psoas  contraction, 
Mil  when  one  limb  only  is  flexed,  the  patient  may  i>e  allowe«I  to 
go  aixMit  usin^  a  high  shoe  on  the  unnffectc*!  side,  and  cnitches, 
so  that  the  flexed  leg  need  not  affect  the  attitude.  If,  however, 
the  contraction  persists,  it  is  well  to  place  the  ^mtient  on  a  frame, 
and  to  r«?<1uce  the  flexion  i)y  traction  in  the  line  of  deformity,  as 
will  be  described  in  the  treatment  of  disease  of  the  hip-joint. 
Persistent  {tsoas  contraction  is  almost  always  a  symptom  of 
abaeeM  about  the  origin  or  in  the  sidistanee  of  the  muscle,  and 
wlwD  it  is  accompanied  by  pain  it  is  always  an  evidence  of  pro- 
rive  disease. 

Abscess  may  l>e  expected  as  a  complication  in  ut  least  5((  per 

SU  of  th«'  cases  of  (lisease  of  this  region,  but  it  is  by  no  means 
alwmTs  accompanied  by  psoas  contraction,  any  more  than  psoas 
contraction  is  always  caused  by  abscess.  Abscess  unaccompanied 
by  eontniction  more  often  hxs  its  origin  above  the  lumbar  region, 
ami  in  its  destvnt  it  passes  along  the  surface  without  involving 
tli«  substance  of  tlie  muscle. 

Attention  is  especially  calleil  to  the  fact  that  the  bad  results  of 
Pott's  disease  of  this  region  are  caused  almost  invariably  by 
allowing  [>soas  contraction,  whether  it  i>e  symptomatic  of  abscess 
or  not,  to  persist  ;  therefore,  tlie  inijKjrtauce  of  preventing  and 
oomctiug  this  ileformity  cannot  be  overestimatetl.  It  should  be 
4tate<l,  however,  tliat  in  dispensary  practice,  when  special  care 
provide*!,  one  often  sees  psoas  contraction  that  may 
t«l  for  months  relax,  if  the  progress  of  the  disease  is 
(aronlilv,  without  treatment  other  tliau  the  routine  fixation  of 
tbc  spine  In-  the  brace  or  jacket. 

n*  Lower  Dorsal  Region.  Disease  of  the  lower  dorsal  region 
is  very  favorably  situated  for  effective  mechanical  treatment,  and 
psoas  oontraetiou  and  abscess  are  much  less  troublesome  than  in 
tke  lower  part  of  the  spine. 

I.>eforraity  sttmetimcs  increases,  almost  imperceptibly,  by  a 
progrtssive  forwanl  bending  or  lordosis  of  the  flexiljlc  lumbar 
ijii  '  '  iw  tlie  pntjeirtiou.  One  must  guard  against  this  by 
api  lie  jacket  tirmly  while  the  spine  is  made  as  straight  as 

pQAsible,  or,  if  Uiu  brace  is  used,  the  lumbar  spine   should   Ije 
finnly  ag»inst  it. 

If  hitfral   inclination  of  tlie  liody  is  so  marked  as  to  interfere 
witii  the  pro|>er  applicAtion  of  a  brace,  preliminary  rest  in  l)cd  is 
«1.      lateral  deviation  can  Ix'  correete<l,  as  a  rule,  by  the 
;  without  recuml)oncy,  althitu^'h  this,  as  other  forms  of  symp- 
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tomatic  distortion,  should  be  treated  ordinarily,  if  not  by  complete 
rest,  at  least  by  careful  reflation  of  the  period  of  activity. 

Disease  of  the  Middle  and  Upper  Donwl  Region.  This  is,  from 
the  standpoint  of  prevention  of  deformity,  the  most  difficult 
r^on  of  the  spine  to  treat,  although  the  symptoms  of  the  disease 
may  be  easily  relieved. 

Deformity  is  present  in  nearly  all  cases  when  treatment  is 
sought,  and,  deformity  having  begun,  is  very  difficult  to  check, 
for  the  reasons  that  have  been  stated  already. 

The  final  result  in  the  majority  of  caf>e8  is  what  appears  to  be 
exaggerated  round  shoulders ;  the  neck  is  shortened  and  projects 
forward,  the  chest  is  flat,  and  the  shoulders  are  high. 

It  is  only  by  an  early  diagnosis  and  by  efficient  and  long- 
continued  treatment,  b^inning,  if  practicable,  with  horizontal 
fixation,  that  recovery  from  disease  in  this  region  without  notice- 
able deformity  may  be  hoped  for. 

In  all  cases  of  disease  above  the  ninth  vertebra,  the  anterior 
brace  for  backward  traction  of  the  shoulders  may  be  used  with 
great  advantage  to  secure  greater  fixation  of  the  spine  ;  and  in  all 
cases  above  the  seventh  or  eighth  vertebra  a  head  or  chin  support 
to  restrain  the  forward  inclination  of  the  neck  is  indicated  in 
addition. 

With  the  plaster  jacket  the  jury  mast  or  posterior  support  is 
employed  ;  with  the  brace  the  looped  cliin  rest  or  the  ordinary 
Taylor  support  may  be  used. 

In  disease  of  the  upper  dorsal  region  the  brace  is  to  be  preferred 
to  the  jacket,  because  of  the  greater  accuracy  of  adjustment,  and 
because  the  halter  of  the  jury  mast  is  rarely  retained  in  proper 
position  when  the  patient  does  not,  as  in  these  cases,  feel  the 
need  of  such  support. 

In  this  region  of  the  spine  panUyms  fre<iuently  occurs  as  a 
complication.  When  it  appears  after  treatment  is  b^un,  it  is 
usually  a  result  of  inefficient  fixation  of  the  spine  or  of  %vant  of 
caution  in  regulating  the  strain  to  which  the  diseased  part  is 
subjci-tcd.  Its  symptoms  and  its  treatment  will  be  considered 
later. 

Disease  of  the  Upper  Dorsal  and  Middle  Cervical  Begion.  This 
is  the  most  favorable  region  of  the  spine  for  treatment.  The 
disease  is  usually  not  extensive  because  of  the  small  size  and  com- 
pact structuri!  of  the  vertebne ;  and  the  mobility  of  the  cervical 
region  is  so  greiit  that  it  readily  compensates  for  the  local  rigidity. 

Under  efficient  treatment  one  may  pre<lict  recovery  without 
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le  deformity,  and  in  the  less  successful  cases  the  deform- 
not,  as  a  rule,  offensive.  The  shoulders  appear  high,  the 
I  neck  is  short,  the  h<?ad  inclines  forward,  while  tiic  back  is  abnor- 
mally flat  in  compensation  for  the  change  in  contour  of  the  port 
When  the  case  of  t-erv'ital  disease  is  first  brought  for  treatment 
a  urryneck  deformity,  often  made  more  persistent  by  the  infiltra- 
.tioo  of  an  abeoesa  or  by  enlargi>d  cervical  glands,  is  almost  always 
iptvecut.  As  a  means  of  correcting  this  distortion,  the  jur)'  mast 
and  traction  halter,  attached  to  tiie  jacket  or  brace,  is  a  very 
efficient  and  comfortalile  support.  I'ndor  the  constant  tension 
the  deformity  may  Ijc  correcte<i  with  ease,  but  as  a  permanent 
trefttiDeDt  the  brace  and  head  support  are  to  l)e  preferred  to  the 
juiy  mast,  Iwcause  a  more  exact  fixation  is  assured. 
^_  Diaeaaa  of  the  Occipito-axoid  Region,  lender  efficient  treatment 
^1  the  prognosis  is  good,  and  recovery  without  deformity  should  be 
the  role.  The  course  of  the  disease,  although  it  is  often  accom- 
panied by  acute  symptoms,  is  usually  short,  as  compared  with 
that  uf  other  regions  of  the  spine.  It  may  be  assumed  that,  in 
many  ca^ieg,  it  is  a  primary  arthritis,  or,  at  least,  that  the  primary 
hcas  in  the  atlas  or  axis  is  ver}-  small.  The  disease  at  this  point 
b,  however,  in  close  proximity  to  the  vital  centres,  and  sudden 
daath  from  displacement  of  the  weakened  parts  is  not  uncommon. 
Aheceae  is  frmjuent,  and  it  is  often  a  troublesome  and  dangerous 
^^  eomplication. 
^B  Aa  has  been  mentioned,  wryneck  deformity  ia  a  very  constant 
^^  (lymptom,  niid  there  is  also  a  strong  tendency  towanl  a  forward 
and  downward  inclination  of  the  head,  so  that  in  neglected  cases 
the  chin  may  rest  upon  the  chest.  The  indications  for  treatment 
an-  to  overciime  the  distortion  and  to  hold  the  head  fixo<l  in  the 
middle  line,  the  chin  being  somewhat  elevated  above  the  right- 
angled  relation  with  the  spine.  In  the  mild  «ises  the  jacket  with 
juiT-mast  traction  may  be  used  to  overcome  tlie  distortion,  but 
the  nMHallic  ht-a*!  support  with  the  fixation  attachment  to  prevent 
notion  in  tiie  dis<>ased  joints,  is  always  indicate<l  as  the  treatment 
of  adectioo,  Itecause  by  such  apparatus  the  danger  of  displacement 
T  be  avoided. 

AMien  tlie  di^iease  is  acute  in  character,  and  es|)ecially  if  abscess 
1*  preMUt,  rvctim))ency  on  the  frame  with  fixation  of  the  head  and 
al^bt  tnction  by  th<-  weight  and  pulley,  or  by  the  jury-mast 
attaflhineot,  '\»  indioute^l.  Tnictioii  should  not  be  sullicicnt  to 
owue  diiicomfort ;  counter-traction  may  be  supplied  by  the  weight 
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of  the  body  aud  by  slight  elevation  of  the  head  of  the  becL  The 
head  sling  may  bo  that  nse<l  with  the  jun-  mast,  or  a  simple 
band  about  the  head  may  be  used.  I'litU-r  tlii.s  treatment  slight 
deformity  of  any  part  of  the  cervical  region  will  practically  dis- 
apjiear,  an<l,  as  a  rule,  the  ootirse  of  the  disease  is  verj*  favorably 
influenced  by  the  jjcriml  of  complete  rest. 

In  certain  caso-s  of  disisise  of  this  region,  accompanied  by  acute 
symptoms,  the  attitude  of  reciunbency  is  extremely  uncomfortalde. 
The  discomfort  is  caused  ajjparently  by  the  forward  projection  of 
the  upper  jMirt  of  the  spine,  so  that  when  the  head  is  drawn 
upwanl  and  backwaiil  in  the  recumbent  attitude  the  calibre  of  the 
throat  is  lessened.  In  other  iustiinces  the  paiu  may  be  ilue  to 
pressure  of  the  atlas  against  the  odontoid  process  of  the  axis.  In 
such  cases,  if  recimii>ency  is  desired,  the  head  must  l)e  elevatefl 
by  pillows  to  the  jjoiut  of  comfort,  the  support  being  removed 
when  the  child  has  become  accustomed  to  the  position,  or  when 
the  deformity  lias  Ix'en  correctiHl. 

The  Gomplications  of  Pott's  Disease.  Abscess.  It  may  be 
assumed  that  a  limited  collection  »(  tuberculous  fluid  is  present 
at  some  time  during  the  course  of  Pott's  disease  in  the  great 
majority  of  cases,  but  unless  it  appears  as  a  palpable  tumor  alwve 
or  Ik'Iow  the  tiiomx  or  upon  the  surface  of  the  IxkIv  its  presence 
is  not  often  deteiaetl. 

Townseud,'  in  .ISO  cases  of  Pott's  disease  examined  with  refer- 
ence to  the  oc<'urrcnce  of  abscess  as  a  complication,  found  that  it 
was  present  or  had  been  detected  in  75  (19.7  percent.);  in  8 
|ier  ceut.  of  the  cases  of  cervical  disease ;  in  "20  pr  cent,  of  the 
dorsal,  and  in  72  per  cent,  of  thos4;  in  wliicii  the  lumbar  region 
was  involvwl. 

Dollinger,^  in  700  cases  under  treatment  from  IKS:}  to  1H9.'), 
found  abscess  in   1")4  {'2'2  per  cent.);  in  13  of  03  cases  in  the 
cervical  region  (22.l>  jier  cent.) ;  in  47  of  403  cases  in  the  thoracic 
n^ion  (1  l.i>  )>er  cent.),  and  in  04  of  234  cases  of  lumbar  disease   J 
(40.17  j)er  cent).  ' 

Ketch,*  in  7o  cured  cases  of  Pott's  disease  treated  at  the  New 
York  Orthopedic  Dispensar}',  selected  for  tlK-  purjKise  of  con- 
trasting the  Ijehavior  of  the  disease  in  the  different  regioius  of  the 
spine,  found  that  al)scess  had  ap|K>are<l  in  19  (2o.3  per  ceut). 
In  the  upjK'r  region  abscess  was  det«ct«d  in  but  1  of  the  2.)  cases 
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(4  per  cent.) ;  in  the  middle  rc^^ioii  in  8  of  the  25  cases  (32  per 


it.K  and  in  tin-  lower  in  10  (40  per  cent.). 


and 


Ijaunelongue 

abaoees  was  found  in  281,  or  nearly  80  percent.  Although 
CMce  of  Pott's  disease  that  come  to  autopsy  may  be  rtU]i|)osed  to 
r«present  a  .*evere  type  of  disease,  yet  it  is  evident,  by  contrasting 
the  statistics,  that  a  large  proportion  of  the  abscesses  escape  detec- 
tion in  the  living.  One  may  conohide,  tlien,  that  abscess  may  be 
cxpecu.>d  as  a  more  or  less  serious  complicatinn  iu  2")  per  cent,  of 
all  caso«  of  Pott's  disease,  and  in  at  least  half  of  those  in  which 
the  lower  region  of  the  spine  is  involved.  The  greater  frequency 
here  is  explained  by  the  large  size  and  less  resistant  structure  of 
the  vertebral  bo<lies,  as  conjpareil  with  those  of  the  upper  regions. 

The  tul)erculou9  abscess  is  separated  from  the  neighboring 
irts  by  a  limiting  wall   var}*ing  iu  thickness  accoriling  to  its 

f!,  the  outer  layers  of  which  are  of  fibrous  and  cellular  tissue, 
the  inner  of  granulation  tissue  coveretl  with  yellowish-gray  or 
pinkish-gray.  necn>tic  membrane,  which  is  easily  separated  from 
the  underlying  {>arts.  The  fluid  of  the  abscess  is  usually  of  a 
whitish  or  whey-like  color,   composed  of  serum,  leucocytes,  and 

■nUifie<l  caseous  material  and  Hlirin.  Floating  in  it  are  large 
of  cheesy,  necrotic  tissue  and  sometimes  minute  fragments 
of  hone,  which  settle  to  the  bottom  of  the  glass  if  the  fluid  is 
allowed  to  stand,  f'ertain  of  the  smaller  (|uioscent  al>scesses 
oootain  only  this  whitish  semi-solid  material.  The  fluid  of 
ihaceanro  in  process  of  resolution  is  often  clear,  like  serum,  but 
if  weoodnn*  infe<'tion  has  taken  place  the  pus  is  of  a  greenish- 
yellow  color,  an<l  is  of  uniform  consistency.  At  any  stage  of  its 
progress  the  abscess  may  Ix-oome  statiouar)'  and  its  contents  may 
Iw  absorbetl,  in  fact,  such  an  outcome  is  not  unusual.  The  fluid 
oC  tin*  abscess  is  usually  sterile,  and  secondary  infection,  before  a 
ennmunicjition  with  the  exterior  of  the  body  is  establishefl,  is 
(uroparatively  uncommon. 

It  haa  been  claimed  that  abscess  formation  is  always  the  result 
of  infection  witli  pyogenic  germs,  but  this  may  in?  doubted,  since 
the  onlinary  tuberculous  ai)9cess  may  be  sterile  or  at  most  contain 
hat  a  few  tulx'n-le  Inicilli.  It  is  certain,  on  the  other  hand,  that 
ihr  fornuition  and  increase  of  the  aliscess  is  favored  by  irritation 
oad  injury,  and  that  the  most  effective  treatment  of  this  compli- 
ootioii   is  to  support  the  diseased  spine  and   to  relieve  it  from 
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AbaeeflB  ia  a  sj'mptom  of  disesise,  and  it  is  in  some  degree 


an 


106  ORTHOPEDIC  SVBOEBY. 

evidence  of  its  character.  If  it  appears  early  and  increases  in 
size  rapidly,  it  usually  indicates  a  destructive  and  rapidly  advanc- 
ing process,  or  infection  from  without.  On  the  other  hand,  the 
slowly  enlarging  or  quiescent  abscess  has  but  little  significance. 

In  many  instances  the  abscess  causes  no  symptoms  whatever, 
or  it  may  be  a  source  of  inconvenience  simply  because  of  its  size 
or  situation.  In  other  cases  a  period  of  malaise  or  discomfort  or 
pain  is  followed  and  explained  by  the  appearance  of  an  abscess, 
but  whether  the  symptoms  are  caused  by  the  tension  of  the 
abscess  or  by  a  more  acute  phase  of  the  disease  itself  is  not  always 
clear. 

Large  abscesses  that  are  increasing  in  size  and  approaching  the 
surface  are  usually  accompanied  by  pain  and  by  elevation  of 
temperature.  This  indicates,  probably,  a  slight  degree  of  second- 
ary infection,  but  the  ordinary  deep  abscess  appears  to  have  no 
other  effect  than  to  add,  doubtless,  to  the  susceptibility  of  the 
patient. 

The  Course  and  Peculiarities  of  Abscess  in  the  Different  Begions 
of  the  Spine.  The  tuberculous  abscess  may  remain  as  a  small 
collection  of  fluid  in  the  neighborhood  of  the  diseased  area.  As 
a  rule,  however,  it  slowly  increases  in  size,  and  under  the  in- 
fluences of  the  force  of  gravity  and  the  tension  of  its  contents  it 
finds  its  way  down  the  spine  or  toward  the  exterior  of  the  body, 
following  the  path  of  least  resistance.  The  abscesses  which  have 
passed  below  the  diaphragm  or  which  have  originated  below  this 
point  may  follow  various  paths.  Some  enter  the  sheath  of  the 
psoas  muscle,  and,  finally,  make  their  appearance  on  the  inner 
aspect  of  the  thigh,  psouM  (ibscess.  Others  perforate  the  sheath  of 
the  quadratus  lumborum  muscle  and  form  a  lunihar  abscess, 
projecting  between  the  twelfth  rib  and  the  crest  of  the  ilium  at 
the  triangle  of  P^tit.  Those  abscesses  that  escape  from  the  fascia 
of  the  psoas  muscle  or  that  pass  downward  on  the  surface  of  the 
iliac  fascia,  the  so-called  ilUic  abscejisen,  may  appear  as  a  tumor 
over  the  outer  extremity  of  Poupart's  ligament  at  the  junction  of 
the  transvcrsalis  and  iliac  fasciie,  or  the  fluid  may  follow  the 
course  of  the  iliac  artery  to  the  thigh,  or,  escaping  from  the 
greater  sacrosciatic  foramen,  form  a  gluteal,  cthscess. 

Iliac  or  psoas  abscess  is  most  often  confined  to  one  side,  but  it 
may  be  bilateral,  the  two  sacs  commimicating  with  one  another 
by  a  larger  or  smaller  channel.  In  the  thoracic  region  the  abscess 
may  remain  indefinitely  in  the  posterior  mediastinum,  where,  if 
large,  its  presence  may  be  demonstrated  by  an  area  of  dulness 
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J  extending  toward  the  lateral  region  (»f  the  thorax,  or  it  may  per- 
|fomte  the  intercostal  nuisdcs  and  appear  on  the  posterior  or  lateral 
[aspect  of  the  chest,  or  it  may  pass  downward  tli rough  the  aortic 
[opening  in  the  diaphragm  and  become  an  iliac  abscess. 

Abscess  causetl  by  disease  of  the  ocoipito-aa-oid  region  may 
force  its  way  forward  lietween  the  recti  muscles  and  appear  Ijchind 
the  pharj'nx  as  the  retropharyngeal  abscess,  or  the  fluid  may  take 


FiQ.  M. 


Bll4teral  lumljsc  ftlMceaa. 

the  opposite  direction  and  distend  the  suboccipital  triangle  and 
then  pass  forward  to  the  region  of  the  msustoid  process.  In  other 
instances  the  abscess  may  dissect  its  way  ai»iit  the  base  of  the 
sktdl  or  [KISS  upward  through  the  foramen  uiagnmn  or  downward 
inti>  the  >?piual  csmal. 

Absoesseft  from  tlie  middU  ciTeicfil  reyion  usually  pass  outward 
lielnreen  the  scaleni  and  longus  colli  muscles  to  the  interval 
between  the  trapezius  and  sternomastoid,  perforating  the  skin 
about  the  middle  of  the  lateral  aspect  of  the  neck  near  the  anterior 
lK>r<ier  of  the  latter  mnsclo. 
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These  are  the  jmths  usually  followed  by  the  tuberculous  fluid, 
but  occasionally  it  may  enter  the  spinal  canal  or  lireak  into  the 
pleural  cavity  or  Itiiig  or  intestine  or  by  the  side  of  the  rectum  or 
elsewhere. 

Treatment  of  Abscess.  .Vhscesw  is  by  far  the  most  troublesome 
and  dangerous  couipiic^ition  of  Pott's  disease.  It  may  interfere 
with  j)ro[>er  mechanical  treatment,  and  it  is  often  a  cause  of 
permanent  as  well  as  temporary  deformity,  especially  in  the  lower 
region  of  the  spine,  a.^  lias  been  stated.  It  prolongs  the  course 
of  the  disease  by  extending  its  boundaries,  and,  although  it  is 
not  often  a  direct  cause  of  death,  yet  many  patients  die  because 
of  the  exhaustion  of  long-continii«l  suppuration  that  may  follow 
secondary  infection,  an<l  of  the  amyloid  ilegeueration  that  may 
finally  result. 

A  large  abscess  is  always  n  source  of  danger  because  of  the 
possibility  of  secondary  infection  of  its  contents  before  it  linds 
an  outlet,  and  because  of  the  probability  of  infection  when  a  com- 
munication with  the  exterior  has  been  established.  Abscess  is, 
however,  a  symptom  and  result  of  disease,  and  in  properly 
treate<l  cases  it  is,  as  a  rule,  a  compliuition  of  com|>aratively 
slight  consequence.  If  it  is  not  present  when  treatment  is  l>egun, 
one  may  hope  to  prevent  it  by  effective  protection  of  the  spine, 
and  if  it  is  present,  this  protection  should  be  all  the  more  rigidly 
enforced.  An  abscess  often  exists  for  mouths  lieforc  its  presence 
is  deteote<l,  and  after  its  discovery  it  may  remain  quiescent  for  n 
long  time,  and  finally  disapjHsar. 

In  a  very  large  proportion  of  cases  the  abscess  causes  no  sym|>- 
tonis,  but  slowly  finds  its  way  to  tlie  surface  of  the  body.  Mean- 
while it  may  be  assumed  that  the  disease  of  the  s|>ine,  of  which 
the  abscess  is  a  result,  is  in  process  of  cure;  so  that  when  the 
fluid  finds  an  outlet  the  source  of  supply  will  lie  shut  off,  and 
tlius  the  )>atient  is  spare<l  the  danger  and  discomfort  of  discharg- 
ing sinuses,  that  so  often  persist  after  early  o|>eration. 

The  s<>-c:»lle<l  radical  treatment  of  the  absces.^  of  spinal  disease 
is  unsatisfactor\',  not  Ik^-huso  tliis  is  different  in  character  fmm 
other  tnberculous  abscesses,  hut  because  it  is,  as  a  rule,  im|>ossible 
to  remove  the  disease  of  which  the  abscescs  is  a  symptom ;  and 
inc«jniplete  or  ineffective  surgical  operations  should  be  avoide<l. 

As  the  al»ces8  is  a  symptom  of  disease,  so,  as  a  rule,  its 
treatment  shoidd  be  symptomatic.  The  rrfrnphnnni'/ml  (I^myw 
demands  prompt  evacuation,  betuuse  it  is  likely  to  obstruct 
brcatiiing  and  swallowing,  because  its  sudden  rupture  may  cause 


TVBERCVLOVS  DISEASE  OF  THE  SPIXE. 


109 


Itb,  and  Itecaiise  an  abscess  in  sucli  close  proximity  to  the  vital 
ceutrea  is  always  a  source  nf  danger.  In  cases  of  emergency  the 
may  be  evacuate<l  by  an  incision  in  the  middle  line  of  the 
IX,  but  preferably  the  opening  should  be  from  the  exterior. 
An  incision  is  made  along  the  [>osterior  aspect  of  the  sternomas- 
toid  muscle  in  its  upper  third.  The  abscess  tumor  is  easily 
che»l  by  cjireful  dissection,  aud  drainage  is  established  which 
evitlent  a<lv:iutuges  over  that  into  the  throat. 
A/*ncfiu>eM  from  the  middlt  cervical  ret/ion  usually  point  in  the 
lateral  region  of  the  neck  and  cause  but  little  inconvenience. 
.\lK3cesse!)  in  the  upper  lltornrir  rez/ion  may,  in  rare  instances, 
cause  dangerous  pressure  on  the  trachea  or  lungs,  as  shown  by 
spasmodic  attacks  of  inspiratory  dyspncea,  "  asthmatic  attacks." 
In  some  instances  an  area  of  dulness  near  the  seat  of  disease 
demonstrates  the  position  of  the  abscess,  but  if  it  lies  in  the 
metlinn  line  it  cannot  lie  detected  either  by  auscultation  or  pcrcus- 
iUta.  If  the  inspiratorj'  dyspnrea  is  well  marked  the  symptom 
be  fairly  attributed  to  this  cause,  and  if  the  spasmodic 
attacks  are  frequent  and  severe  the  operation  of  cfMlolritimrerAcetomif 
is  indicated.  An  incision  is  made,  preferably  on  the  right  side, 
t«  expot«  the  articulation  between  the  transverse  process  and  the 
rih,  and  one  or  more  of  the  joints  are  resecte<l ;  the  finger  is  then 
ins«rte«l  and  |mssed  along  the  surface  of  the  adjacent  vertebnd 
body  until  the  abscess  sac  is  reached.  This  is  usually  directly  in 
ffnnt  of  the  spine  at  or  about  the  fifth  dorsal  vertebra.  After 
sion  a  largt'  dniinage-tulx;  should  lie  iusertetl  (Fig.  9). 

the  lower  region  of  the  spine  intervention  may  l>e  necessary 
there  is  evidence  of  secomlarif  in/ecliun.  In  this  event  if 
distends  the  lumbar  region  or  forms  a  sac  on  eitlier 
spine,  an  oi^ening  in  the  loin  on  one  or  both  sides  of 
the  spine  is  necessary.  This  is  made  as  in  operations  on  the 
by  an  incision  on  the  outer  side  of  the  erector  spinie 
between  the  last  rib  and  the  crest  of  the  ilium.  In  cer- 
tain oafles  it  is  possible  to  expose  the  spine  and  to  remove  frag- 
ments of  necrosed  bone  along  with  the  contents  of  the  abscess. 
Ab  a  rule,  the  complete  removal  of  the  lining  membrane  of  the 
abMCfl«  is  not  practi«d>le,  and  one  must  Ik-  content  to  evacuate 
the  »«li«l  and  MMni-i»olid  contents  by  flushing  with  hot  water, 
tiigether  with  as  much  of  tlie  abscc&i  membnine  as  may  be 
removed  by  swabbing  with  gauze.  The  most  imjjortant  [wint  in 
the  operation  is  to  provide  eflicient  and  complete  drainage  of  the 
'iy.     Two  or  more  counter-openings  are   usually   necessary 
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witcn  the  Iiinibnr  iiioision  lias  boeii  iiiiulc,  one  just  in  front  of  the 
anterior  superior  spine  and  another  in  the  thigh,  if  the  abscess  is 
of  the  psoas  variety.  lx>ug  <lniiuage-tnhes  are  inserted,  and 
should  remain  until  a  projwr  chauuol  for  the  escape  of  pus  has 
been  established. 

Wiieu  the  abscess  is  of  one  side  only,  not  extending  into  the 
thigh,  and  when  the  symptoms  do  not  indicate  infection,  but 
wlieu  its  evacuation  seems  advisable  because  of  its  size  an<l  ten- 
sion,  it  may  he  oixsnetl  by  an  anterior  incision  l>elow  Poupart's 
ligament  just  to  the  inner  side  of  tiie  sartorius  muscle.  After 
copious  injections  of  hot  water  a  drainage-tube  may  be  inserted 
long  enoiigli  to  reach  to  the  seat  of  disease  if  it  be  of  the  lumbar 
region. 

In  after-treatment  irrigation  is  not  often  required  ;  the  dressing 
should  be  of  dry  sterile  gauze,  and  great  attention  should  be  paid 
to  absolute  cleanliness  and  to  effective  drainage.  As  soon  as  is 
possible,  if  the  discharge  has  become  slight  and  if  the  spine  can 
be  properly  supported,  the  patient  is  allowed  to  \valk  about  and 
to  go  into  the  open  air.  In  ordinary  cases  a  sliglit  discharge 
will  persist  for  several  months  or  longer,  depending  on  the  con- 
dition of  the  disease ;  if,  however,  it  be  quiescent  or  cured  the 
sinus  will  close  promptly. 

In  the  symptomatic  treatment  of  abscess,  atpirntion  is  s<-)me- 
times  of  service,  for  by  this  meaus  it  may  be  prevented  fr«)m 
increasing  in  size ;  and  if  the  disciise  is  quiescent,  the  cure  of  the 
abscess  may  follow  the  removal  of  its  contents  which  allows  the 
collapse  of  its  walls.  When  aspiration  is  employe<l  it  should  Imj 
repeated  systematically  as  often  as  the  abscess  cavity  refills. 
After  each  evacuation  pressure  should  be  applied  to  favor  the 
aditesion  of  the  apjwsed  walls. 

When  the  contents  are  of  such  a  nature  that  aspiration  is 
ineffective,  an  liwmnn  may  be  made,  through  which  the  semi- 
solid substance  may  be  removed  by  vigorous  flushing  with  hot 
water.  The  opening  is  then  closed  by  several  layers  of  sutures, 
and  pressure  is  applie<l  with  the  aim  of  obtaining  primary  union. 
ThLs  tucthod  is  sometimes  successful,  but  usually  a  sinus  forms 
later  at  the  point  of  incision. 

Putil  recently  the  injection  of  anIituhrrrn/ouM  i-eiitediex  into  tlie 
al>scess  sac  was  in  favor.  This  is  probably  of  value  in  diminish- 
ing the  infective  quality  of  the  contents,  perhaps,  also,  in  les- 
sening the  danger  of  mixed  infection  aud  iu  stimulating  the 
reparative  prrj<<es!»cs.     Clinically,  it  appears  to  have  little  direct 
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effect  upon  the  course  of  the  tuberculous  disease.  An  emulsion 
of  iodoform  in  sterilized  oil  or  glycerin  (10  to  20  per  cent.),  in 
doses  of  from  4  to  30  grammes,  is  injected  at  intervals  of  from 
two  to  four  weeks,  with  or  without  pre\'ious  evacuation  of  the 
contents ;  the  amount  and  the  frequency  of  the  injection  depend- 
ing upon  the  age  of  the  patient  and  upon  the  effect  of  the  treat- 
ment. If  used  with  caution  as  to  asepsis,  and  to  the  toleration  of 
the  patient  for  iodoform,  no  harm  will  follow,  even  if  the  treat- 
ment proves  to  be  of  little  practical  value. 

When  an  abscess  approaches  the  surface  the  skin  becomes  red 
and  thin,  and  there  is  usually  some  local  tenderness  and  pain. 
Whenever  spontaneous  evacuation  of  the  abscess  is  probable  the 
mother  should  be  instructed  as  to  the  necessity  of  absolute  cleanli- 
ness, and  the  proper  dressings  should  l^e  provided.  After  the 
abscess  has  broken  the  patient  should  remain  in  bod  for  several 
days,  or  until  the  discharge  has  become  small  in  amount. 

In  the  symptomatic  treatment  of  the  abscesses  of  Pott's  disease 
one  may  conclude,  then,  that  operation  will  bo  indicated  in  the 
treatment  of  the  retropharyngeal  abscess  and  in  the  rare  instances 
when  dangerous  pressure  is  exerted  by  au  abscess  in  the  jwsterior 
mediastinum.  It  is  indicated,  of  courso,  when  there  is  evidence 
of  mixed  infection  or  when  the  rapidly  increasing  abscess  causes 
discomfort  or  interferes  with  effective  support.  It  is  usually 
indicated  when  the  abscess  is  of  large  size  if  proper  care  can  be 
provided.  The  operative  treatment  is  practically  free  from 
danger  if  cleanliness  and  efficient  drainage  can  be  assured. 
Aspiration  is  free  from  danger;  it  is  often  of  service  in  prevent- 
ing the  enlargement  of  the  abscess,  and  it  may  hasten  its  absorp- 
tion. An  incision  which  allows  for  the  evacuation  of  the  solid 
material,  followed  by  immediate  closure  of  the  wound,  is  in  many 
instances  the  operation  of  selection. 

Paralysis  firom  Pott's  Disease. 

The  tuberculous  process  in  the  vetebral  bodies  may  extend 
backward,  and  breaking  through  the  posterior  ligament  it  may 
enter  the  epidural  space  and  press  upon  the  spinal  cord ;  then 
follows  paresis  or  paralysis  of  the  parts  below  the  constriction. 

The  calibre  of  the  spinal  canal  is  not  usually  lessened  by  the 
characteristic  angular  distortion  of  the  back,  although  the  weight 
and  forward  inclination  of  the  trunk  may  force  the  softened 
tissues  backward  against  the  cord  and  thus  increase  the  direct 
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pressure ;  in  fact,  paralysis  is  much  more  often  associated  with 
a  slight  or  moderate  Ivvphosis  than  with  extreme  deformity. 

In  rare  instances  tlie  pressure  may  Ije  due  to  a  fragment  of 
necrosed  lione  or  to  solidification  of  the  tissues  in  and  about  the 
canal  duriufr  the  process  of  repair.  It  may  be  cjaused,  in  part, 
at  least,  by  the  pressure  of  a  neighbnrinfj  abscess,  but  it  is 
usually  the  result  of  the  slow  advance  of  the  tuberculous  gninu- 
latiou  tissue.  When  ttiis  has  forced  an  entrance  into  the  spinal 
canal  it  sets  up  a  resistant  inHaminatory  thickening  of  the  cover- 
ings of  the  conl,  first  a  peripachymeiiiiigitis  and  then  a  pachy- 
meningitis. In  adilition  to  the  direct  j>rcssure,  there  may  be  an 
interference  with  the  blootl  supply  and  the  lymphatic  circulation, 
with  resulting  local  ledema  of  the  cord.  .Vn  increase  in  the 
interstitial  connective  tissue  of  its  substance  and  a  corresiwuding 
atrophy  of  the  nervous  elements  may  follow,  and  as  a  senuence 
an  ascending  and  descending  degeneration  that,  in  prolonged 
cases,  may  terminate  in  partial  or  complete  sclerosis.  The  <Iura 
mater  is  a  resistant  structure,  and  direct  destruction  of  the  iK)rd 
by  the  tuberculous  disease  is  rare.  In  fact,  as  a  rule,  but  little 
permanent  damage  results,  even  from  long-continued  pressure 
and  paralysis,  for  the  corrl  seems  in  these  cases  to  possess  the 
power  of  repair  and  regeneration  to  a  remarkable  degree. 

Frequency.  In  HiTO  cases  of  I'ott's  disea.sc  recorded  at  the 
New  York  Orthoinnlic  Dispensary,  paralysis  occurred  in  218/ 
and  in  44.")  cases  in  the  private  practice  of  Dr.  C.  F.  Taylor*  59 
cases  of  paralysis  were  observed.  Thus,  in  a  total  of  201.")  cases 
of  Pott's  disease  there  were  279  cases  of  paralysis,  or  13.7  per 
cent. 

This  proportion  is  much  larger  than  the  normal,  however,  for 
manv  of  the  jiatients  were  taken  to  the  specialist  or  to  the  sj)ecial 
hospital  because  of  the  paralysis,  as  in  40  of  Taylor's  and  in  ItVi 
of  the  dispensiiry  cases.  If  these  be  excluded,  the  percentage 
of  paralysis  occurring  in  those  actually  uniler  treatment  is  ivtlueed 
to  5.6  per  cent.  This  i)crcentage  corresponds  very  closely  to 
that  of  Dollinger,'  viz.:  41  cases  of  pandysis  in  700  cases  of 
Pott's  disease  under  treaitment  ('i.H  per  cent.),  and  it  may  be 
accepted  as  representing  the  average  liability  to  jiaralysis  among 
those  who  have  received  treatment  for  Pott's  disease,  the  jier- 
centage  being  much  higher  in  neglected  coses. 
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The  Liability  to  Paralysis  in  Disease  of  the  Different  Regions  of 
the  Spine.  The  liability  to  panilysis  is  very  much  greater  in  dis- 
Hwe  of  certain  regions  of  the  spine  than  in  others. 

Thtis,  iOo  of  the  209  cases  in  Myers'  list,  in  which  the  sitiia- 

ion  of  the  dlseaw  was  reconleil,  complicatetl  disease  of  the  dorsal 

above  the  eighth  vertebra.     Of  the  remainder,  in  ItJ  the 

was  of  the  cervical  region  ;  in  12  of  the  cervicwlorsal,  and 

o!>  of  the  lower  dorsal  and  dorsolumbar  regions. 

rhirty-scven  of  Taylor's  i)9  cases  were  caused  by  disease  of  the 

region ;  S  occurred  in  the  cervical  and  cervicmlorsal,  and 

[  1  in  tlie  dorsolumbar  and  lumbar  regions. 

Twenty -six  of  the  tutal  of  41  cases  recorde<l  by  Dollinger  were 

by  disease  of  the  third  to  the  seveutii  dorsal  verteljne, 

Inclnsive,  or  about  23  per  cent,  of  the  cases  in  which  this  region 

involve<l. 

rio.  w. 


Kiu't  puiM^I*  baton  ibe  «uce  of  deformity     The  kppamlm  UMd  In  the  trMlment 
of  tbif  cue  U  thown  in  Fig.  &I. 
t 

132  lase."  nf  paraplegia  rej>orted  by  Gibucy'  not  one  com- 
ftted  disejise  of  the  lumbar  region  ;  nearly  all  were  caused  by 
fiontpmsion  in  the  middle  or  upper  dorsal  segment. 

ITbew  statistics  show  that  the  upper  and  mi<ldle  dorsal  setrtion 
b  the  point  of  greatest  liability  (••  paralysis — a  fact  that  is 
Fxplained  [loasihly  by  the  smaller  size  of  the  canal  at  tliis  point, 
■ad  hy  tiuf  difficalty  in  assuring  i-omplcte  fixation  at  the  seat  of 
diseaae.  It  may  be  estimated  that  in  l'>  per  cent,  of  the  cases 
•f  I*o<t'«  diseasw  of  this  region  paralysis  will  appear  before  cure 
I*  t-rttablishe*!. 
Time  of  Onset.  lu  exceptional  cases  tiie  panilysis  may  pre- 
cede deformity,  and   it  may  be  the  first  symptom  that  attracts 
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attention  to  the  disease.  In  14  of  74  cases  reported  by  Gibnej 
the  paralysis  was  present  when  the  bone  disease  was  recognized, 
but  it  is  probable  that  the  primary-  disease  had  existed  for 
several  months  l)efore  the  appearance  of  the  paraly»8.  Usually 
it  is  a  comparatively  late  symptom,  appearing  after  the  stage  of 
deformity  and  more  often  from  six  to  twelve  months  after  the 
reo^iition  of  thi-  disease,  but  its  appearance  may  be  deferred 
until  long  after  apparent  cure. 

Dnration.  In  exceptional  cases  the  paralysis  appears  to  be 
caused  simply  by  disturlranci'  of  the  circulation  of  the  cord,  due 
(wssibly  to  the  pressure  of  the  superincumbent  weight  ujion  the 
softened  and  diseased  tissues,  as  it  disappears  almost  immediately 
when  the  spine  is  straightened  and  supported.  Usually  the 
paralysis  persists  for  several  months,  not  infrecjuently  it  lasts  a 
year,  and  partial  or  even  complete  recoverj*  is  possible  after  a 
much  longer  time.  Recovery  from  the  jiaralysis  depends  upon 
the  course  of  thi-  disease  of  which  it  is  a  symptom,  upon  the 
absorpti(m  an<l  organization  of  the  tul)erculou8  granulations  that 
press  upon  the  cord,  and  Ujum  the  regenerative  changes  in  its 
structure,  if  it  has  l>een  implicatcil  in  the  disease. 

Sjrmptoms  of  Pott's  Paraplegia.  The  most  marked  effect  of 
tlie  pressure  on  tlie  cord  is  the  interference  with  its  conductivity; 
thus,  the  reflex  centres  situated  l>elow  the  point  of  constriction, 
relieved  from  the  inhibition  of  the  brain,  become  overactive,  while 
voluntiin*'  motion  of  the  parts  below  the  constriction  is  difficult 
or  iniiK>s.sibIe.  Tlie  pressure  of  the  diseaseil  products  is  more 
directly  upon  tlie  anten)lattTal  I'olunins,  so  that  motion  is  much 
mor<;  often  i»riniarily  afTect<tl  than  is  sensation. 

The  early  symptoms  of  Pott's  ]>uraplegia,  as  noticed  by  tlie 
])atient  or  his  friemls,  are  weakness,  awkwardness,  and  a  stum- 
bling, shambling  gait.  The  synii>t<)nis  usually  increase  rapidly 
until  paralysis  of  niotiuii  is  complete.  .Vt  this  stage  the  patella 
tendon  reflex  is  inerease<l,  and  aiikle-elonus  is  often  present  As 
a  rule,  both  limbs  are  afTect«tl  in  equal  degrtKi,  but  occasionally 
paralysis  of  one  may  preoeile  that  of  the  other,  and  in  the  stage 
of  n-i'Dvery  j)ower  may  n'turn  more  rapidly  on  one  side  than  on 
the  other.  The  liinl)S  in  the  early  stage  of  the  paralysis  may 
apjK'ar  limp  and  j>owerless,  hut  when  the  patient  is  moved  or 
when  the  refli'xes  are  stimuhite<l  the  p(>culiur  sjKistic  rigidity  or 
stifTiH'ss  appears. 

-Vn  a  rule,  the  stiffness  iiuToases  with  the  <luration  of  the  dis- 
«'iLs<-,  and  spastic  contractions  arc  ofttMi  present ;  thus,  the  thighs 
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Jnay  be  approximated,  the  knees  flexed,  and  the  feet  extended. 
Persistent  contractions  indicate,  as  a  rule,  permanent  damage  to 
^Qe  cord,  and  in  such  cases  complete  recovery  is  infrequent. 

Sensation  is  not  affected  ordinarily,  but  in  the  more  severe  or 

Prolonged   cases   it   may  be  impaired  or   lost.     Sensation  was 

detained  throughout  in  24  of  the  40  cases  reported  by  Shaffer. 

Zn  the  cases  of  partial  paralysis  control  of  the  bladder  may  be 

'Stained,  but  usually  there  is  incontinence.     As  the  bladder  fills 

'ie    Teflex  centre  is  excited,  and  it  empties  itself.     The  control  of 

tie    sphincter  ani  is  lees  often  or  less  noticeably  affected. 

-cV.-8  the  paralysis  is  the  result  in  many  instances  of  active  or  of 
ad%?- wincing  disease,  its  onset  may  be  preceded  by  discomfort  or 
P*>-^k:».  Thus,  noticeable  discomfort  attended  by  an  exaggeration 
of  "tie  patella  tendon  reflex  may  be  considered  as  an  indication 
for-  enforced  rest  of  the  individual,  although  increased  activity  of 
the  reflexes  is  not  uncommon  during  the  more  active  stage  of  the 
di»^2ase  without  apparent  involvement  of  the  spinal  cord.  When 
P**^"s*.lysis  occurs  in  patients  who  are  under  treatment  for  Pott's 
dii^^^se  tjjg  onset  is  not  attended,  as  a  rule,  by  noticeable  or 
™"**sual  pain ;  nor  is  pain  usually  complained  of  after  the  paralysis 
ha^    developed. 

^The  extent  of  the  jjaralysis  depends  upon  the  situation  of  the 
^>**sase.     In  exceptional  cases,  in  which  the  cervical  cord  is  im- 
P'*^'«^s«ted,  both  the  arms  and  legs  may  be  paralyzed  ;  this  occurred 
^  s«ven  of  the  cases  reported  by  Myers.     As  a  rule,  however, 
the    paralysis  is  a  complication  of  disease  of  the  dorsal  region, 
">0"ve  the  reflex  centres  in  the  luml)ar  enlargement  of  the  cord, 
hat;    below  the  nerve  supply  of  the  upper  extremities.     If  the 
disease  were  at  a  lower  point,  for  example,  in  the  dorsolumbar 
section,  so  that  these  reflex  centres  themselves  were  directly  im- 
plicated, then  reflex  activity  would  not  be  increased,  and  inter- 
mittent incontinence  would  be  replaced  by  constant  dribbling  of 
unne.     If  the  cauda  equina  alone  were  implicated  in  disease  of 
™e  lumbosacral  r^ion,  the  symptoms  would  be  those  of  neuritis, 
P*^**j  numbness,  and  weakness  in  the  area  supplied  by  the  affected 
nerves.     Such  weakness  may  be  present  in  the  upjier  extremities 
^"^Xi  the  disease  is  in  the  neighborhood  of  the  origin  of  the 
brachial  plexus,  while  in  the  lower  limbs  the  characteristic  si>astic 
<»»dition  is  evident 

*^ne  nutrition  of  the  limbs  is  not  as  a  rule  greatly  affected, 
°J*^  do  the  contractions  become  permanent ;  but  when  the  par- 
*  y*is  is  prolonged,  and  when  sensation  is  lost,  the  muscles  waste, 
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the  circulation  is  impaired,  and  fixed  distortions  usually  api^ear. 
Even  in  the  more  prolonged  and  severe  forms  of  paralysis, 
occurring'  in  childhood,  liedsores  are  rarely  seen. 

Prognosis.  In  properly  treatetl  cases  the  prognosis  is  very 
favorable,  as  is  illiistratwl  by  the  final  results  of  47  of  the  59 
cases  of  [uraplc^ia  in  Taylor's  practice.  Of  these  30  recovered 
completely,  A  died  of  intercurrent  disease  while  apparently  rewiv- 
ering,  and  in  3  the  recovery  was  partial. 

Of  the  hospital  cases  rec*jrfle<l  by  ^[yer8,  3  per  cent,  died  of 
intercurrent  disease.  The  final  results  wuild  be  ascertaiued  in 
but  00  per  cent,  of  the  patieuts  who  remained  under  treatment. 
All  of  these  recovered. 

Of  74  cases  of  paraplegia  treated  by  Gibney'  4o  were  cureil, 
1*2  improvetl,  8  unimproved,  and  9  tiled.  Thas,  77  per  cent 
were  curetl  or  improval.  In  a  similar  series  of  40  cases  reported 
by  Shafifer  80  per  cent,  were  cure<l  and  but  10  per  cent,  of  the 
remainder  were  considered  as  hopeless  cases. 

In  a  total  of  f*7.')  cases  "abandoned  to  medical  treatment" 
collected  from  various  sources  by  Rozoy,'  there  were  429  cures. 
Of  the  remainder  KJ  were  improveil;  130  were  unimproveil,  and 
there  were  '244  deaths.  The  contrast  in  the  results  reported 
would  appear  to  show  the  advantage  of  thorough  mechanical 
treatment. 

Recurrence  of  paralysis  after  recovery  is  not  infrequent ;  in 
IS  cases  such  recurrences  from  one  to  four  times  arerecordefl  by 
Myers,  and  seven  successive  attacks  of  paralysis  were  observe*! 
in  a  patient  under  treatment  at  the  Hospital  for  Rupture<l  and 
Crippled. 

The  relapses  are  due  apparently  to  the  renewed  activity  of 
the  disease,  and  in  many  instances  this  may  be  explained  by  the 
neglect  of  pnitective  treatment. 

Treatment.  The  ti-eatment  of  the  paralysis  is  included  in  the 
treatment  of  the  disease  of  which  it  is  a  symptom,  except  that 
even  greater  care  should  be  exercise*!  to  assure  fixation  of  the 
spine. 

Rest  in  the  position  of  hyj>erex tension  on  tl»e  stretcher  frame 
is  iiidicatwl.  Direct  traction  by  the  weight  and  pulley  should 
be  used  if  the  disease  is  in  the  upper  dorsal  or  cervical  regions. 
For  liedridden  patients  a  convenient  metho<l  of  assuring  extension 
of  the  spine  in  connection  with  hea<l  traction  is  to  suspend  the 
tnink  on  a  sling  of  canvas  drawn  transversely  beneath  the  sc>at 
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and  attached  to  bars  on  the  sides  of  the  bed  after  the 
^ociifaaB  metlioil.  Tlie  back  brace  or  the  plaster  jacket  assures 
Mitional  fixation,  and  such  siipjxirt  slioidd  be  employed  when- 
«?r  prselicable.  If,  iiowever,  the  brace  has  been  worn  as  an 
ibulator>'  siip|)ort,  its  shape  must  be  modified  to  accommodate 
•  cluu^  in  the  outline  of  the  spine,  induced  by  recumbency 
d  extension. 

Manipulation  or  massage  of  the  limbs  is  oontraindieated  because 
stimulates  the  reHex  centres.  If  constant  contractions  of  the 
tscles  are  present,  the  deformity  may  be  reduced  by  traction 
>plie<l  in  the  ordinarj'  manner  (Fig.  -VI),  or  a  fixation  brace  may 
woni.  The  spasmodic  contractions  are  often  painful,  and  if 
ic  paralysis  is  oJinplicated  by  tuljcrculous  joint  disease,  extension 
id  fixation  combine<l  may  be  indicated  to  relieve  the  joint  from 
(?  injury  of  involuntary  motion. 

C'ounterirritation  at  the  seat  of  disease  was  by  Pott  considered 
the  greatest  value,  and  the  application  of  the  actual  cauterj* 
)m  time  to  time,  alwut  the  kyphosis,  seems  in  certain  cases  to 
crt  tt  favorable  influence  on  the  underlying  disease. 
Electricity,  |>articularly  galvanism,  has  been  used,  and  it  is  of 
ne  serv'ioe  in  preserving  the  nutrition  of  the  limbs.  Its  value 
naust  \ye  judged  by  its  effect. 

internal  remolies  the  most  useful  seems  to  be  iodide  of 

ium.     It  is  supposed  to  act  u{>on  the  tuberculous  granula- 

e  as  u|>(in  the  pnxhicLs  of  3yj>hilitic  disease.     A  conve- 

niethod  of  administration  is  a  solution  of  which  one  drop 

reiients  one  grain  of  the  drug.     This  is  given  in  milk  or  in 

ichy  water,  beginning  with   five  dro|)s  three  times  daily  and 

the  dose  a  drop  each  day  until  the  |K)int  of  toleration 


ie  first  indication  of  improvement  is  usually  lessening  of  the 

OM^ular  rigidity  ;  then  the  ability  to  move  a  toe  may  be  regained, 

which  recovery  follows  quickly.     At  this  stage  massage  of 

may  l>e  employe*!  with  ailvantage.     The  exaggerated 

finay  persist   long  after  recoverj- ;  in   fact,   as  has  lieeu 

this  symjitom  is  not  uncommon    among  patients  suffering 

doraal  Pott's  disease  who  have  never  been  paralyzed. 

Tha  OpeiatiTe  Treatment.     The  operation  of  Inminoctomy  was 

one  time  in  favor,  but  it  has  now  been  practically  abandoned, 

I  a  tn-atmcnt  of  rontine  at  least,  for  the  paraplegia  of   Pott's 

;  h(*<:ause  it  has  been   proved  that  recovery,  if  somewhat 

ikferred.  i»  -ihe  rule   without  operation,  while   the  direct 
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death-rate  of  the  operation  is  a  large  one.  In  1 34  cases  collected 
by  Rhein'  tlio  ininie<liate  mortality  (those  dying  within  a  month 
after  the  oi)eration)  was  'M\  {)er  cent. 

Lloyd-  has  collected  128  "  reliable"  cases  of  Pott's  disease  in 
which  laminectomy  was  performed.  The  deaths  due  directly  to 
the  o}K>ration  were  21  (HI. 4.')  per  cent.);  subsequent  deaths,  36 
(28.20  jier  cent.) ;  total  deaths,  57  (44.5.5  per  cent.);  recoveries, 
37  (28  per  cent.);  improved,  16  (12,5  per  cent);  unimproved, 
18  (14.06  per  cent.). 

Laminectomy  is  an  incomplete  operation  in  the  sense  that  the 
disease  of  the  bone  is  not  removed,  and  recurrence  of  paralysis 
and  extension  of  the  disease  are  not  infretpient  after  a  successful 
immeiliate  result.  It  should  be  reserval  for  those  cases  in  which 
after  a  thorough  and  prolongetl  trial  of  ordinary  methods  the  con- 
dition does  not  improve.  Eighteen  months  has  been  suggcstetl 
as  the  proper  time  in  which  to  test  conservative  treatment.  The 
ojieration  may  be  indicatc<l  also  if  the  symptoms,  in  spite  of  treat- 
ment, increase  in  severity,  and  wlieu  there  is  evidence  that  the 
integrity  of  the  cord  is  threatened,  or  when  the  paralysis  is  of 
sudden  onset,  or  when  displacement  of  bone  or  pressure  from  an 
abscess  seems  probable  as  the  exciting  cause,  although  in  the 
latter  instance  the  direct  evacuation  of  the  abs<'ess  by  costotnins- 
versectomy,  as  advocated  by  M^uanl,  should  precetle  laminectomy. 
Occasionally  the  oijeration  is  indicated  as  a  forlorn  hope  in  adults 
sufferiug  from  cystitis  and  bedsores. 

The  usual  method  in  operating  is  as  follows :  A  long  incision 
b  made  parallel  to  and  close  by  the  side  of  the  spinous  processes. 
The  muscles  are  drawn  to  one  side,  the  spinous  processes  are  cut 
through  and  drawn  with  the  attached  muscles  to  the  opposite 
side.  The  laminae  at  the  seat  of  disease  are  then  removed  with 
the  cutting  forceps,  exposing  the  dura  mater.  The  tuberculous 
tissue  is  usually  found  ujiou  the  front  or  lateral  surfain^  of  the 
canal,  and  its  complete  removal  is  often  impossible.  The  shock 
of  the  o|>enition  is  often  marke<l,  so  that  it  should  be  as  ni|>id  as 
ptissible,  and  loss  of  blood  should  be  (sarefuUy  guanle<l  against. 
As  a  rule,  the  wound  may  l>e  closed  without  drain;ige.  After  the 
opi-rntion  the  spine  should  be  sup|K)rted  by  the  brace  or  jacket 
until  the  disease  is  cured. 

In  several  instances  forcible  correction  of  the  spine  (Calot'a 
o|)eration)  relieved  the  pressure  on  the  cord  and  rapid  recovery 
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followed.  This  indicates  the  importance  of  assuring  overextension 
of  the  spine  whenever  it  is  possible,  but  this  should  be  attained 
preferably  by  gradual,  postural  correction  rather  than  by  force. 

Fortunately,  the  great  majority  of  cases  of  paraplegia  from 
Pott's  disease  occur  in  childhood,  and,  as  has  been  mentioned, 
the  complications  of  later  life,  bedsores,  cystitis,  and  the  like,  are 
rarely  troublesome.  Such  paralysis  in  the  adult  is  more  serious 
from  every  point  of  view.  The  principles  of  treatment  are  the 
same,  but  their  application  is  more  difficult  and  the  prognosis  is 
more  doubtful. 

Local  Paralysis.  In  certain  cases  the  extension  of  the  disease 
may  involve  the  nerve  roots  at  their  exit  from  the  spine.  This 
may  occur  with  or  independently  of  the  involvement  of  the  cord. 
The  symptoms  are  those  of  neuritis  in  the  affected  nerves.  In 
extremely  rare  instances  the  pressure  on  the  cord  may  cause 
hemiplegia. 

Forcible  Correction  of  the  Deformity  of  Pott's  Disease. 
Calot's  Operation.  Forcible  correction  of  the  deformities  of 
the  spine  was  advocated  by  several  of  the  ancient  writers,  notably 
by  Hippocrates  and  by  Par6,  but  in  modern  times,  with  the  better 
understanding  of  the  pathology  of  Pott's  disease,  the  direct  de- 
formity that  a  patient  presented  when  coining  under  treatment 
was  supposed  to  be  irremetiiable,  since  it  represented  actual 
destruction  of  bone. 

In  1896  this  method  of  forcible  correction  of  deformity  which 
had  been  revived  by  Chipault  several  years  before'  was  popu- 
larized by  Oalot,  of  Berck  sur  M6r,*  who  claimed  that  it  was  par- 
ticularly adapted  to  the  treatment  of  the  kyphosis  of  tuberculous 
disease.  Originally  he  advocated  the  immediate  correction  of 
such  deformity,  although  of  long  standing,  even  if  chiselling 
through  the  anchylosed  vertebrse  and  n^moval  of  the  spinous 
processes  were  recjuired.  This  has  been  abandoned  long  since, 
and  even  the  treatment  to  be  described  has  fallen  into  practical 
disuse  at  least  in  this  country. 

At  the  Eleventh  Congress  of  French  Surgeons  at  Paris  in  1897 
Calot  outlined  the  operation  as  follows :  In  the  recent  cases  the 
deformity  was  corrected  by  direct  manual  traction  and  by  pressure 
on  the  kyphosis.  The  traction  employed  was  estimated  at  sixty 
to  one  hundred  and  sixty  pounds,  the  pressure  at  thirty  to  eighty 
pounds,  but  in  the  more  resistant  type  it  was  well  to  reduce  the 

1  TmvkDZ  de  neurologie  Cblr.,  1895, 1896, 1897. 
*  ArdiiT  ptoT.  de  Cbir.,  February,  1897,  T.  6,  n.  2. 
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•lefonnity  gradually  at  several  sittiugs.  Of  204  patients  treated 
by  this  method,  2  dic<l  within  two  days  and  3  others  several 
months  after  the  operation.  In  1  case  partial  jmralysis  appeared, 
and  in  another  an  abscess  appeared  ^Hxin  after  tiie  proeedure. 

Since  Calot's  original  publication  hundreds  of  operations  have 
l)een  performed  with  results  not  differing  essentially  from  those 
that  lie  re|)oited.  It  has  l)eeu  demonstrated  that  the  deformity 
i>f  i'litt's  <li8ease  in  more  recent  cases  can  be  partly  or  entire ly 
corrcetetl  l)y  forct^  in  one  or  more  sittings  with  but  little  danger 
to  the  patient.'  If  the  disease  is  in  the  jmigressive  stage,  and  if 
the  operation  is  undertaken  before  adhesions  and  contractions 
have  formed,  the  correction  will  In-  easy.  If  the  disease  is  in  the 
stage  of  repair,  the  correction  will  necessitate  forcible  sejmrution 
of  Cijntractetl  tissues  and  the  breaking  up,  it  may  be,  of  an  actual 
anchylosis.  If  aJt  abscess  is  present,  whose  coverings  are  adher- 
ent to  the  surrounding  parts,  the  forcible  correction  may  ruptnrc 
its  walls  and  allow  the  escape  of  the  pus  into  the  lung  i>r  plennil 
cavity.  The  mt)re  remote  (laiigers  are  abscess  or  paralysis  due  to 
a  direct  extension  of  tlie  Im-al  |>roi'es.s,  or  general  tliasemination 
of  the  tul)ercHlous  disease. 

If  the  defonnity  is  corrected  it  is  evident  that  tliere  must  be 
an  actual  separation  of  the  disease<I  parts ;  the  spine  is,  as  it  were, 
straightened  on  the  hinge  formed  by  the  artiiuliitiiig  surfaces  of 
the  transverse  processes  (Fig.  4).  This  is  an  attitude  favorable  lo 
repair,  sin<«  compn>a.sion  and  attrition  ran  no  longer  aggnivate  the 
<lestnictive  pn)cess.  If  par.dysis  is  jireseiit,  indueeil  in  part  by 
the  compression  of  the  softenetl  tissues  at  the  seat  of  disease,  it 
mnv  be  relieve<l  by  the  {•orrection  of  the  deformity. 

It  must  Imj  Iwirue  in  mind,  however,  that  the  ojieration  is 
undertiiken  for  the  relief  of  deformity.  It  is  certain  that  the 
spine  can  be  str.iightened  and  that  it  ain  be  retained  for  a  time  in 
the  corrected  position,  but  it  is  unlikely  that  the  interval  left 
between  the  up{>er  and  lower  segments  of  the  spine  will  l)e  filled 


<  Bnuirord  and  Cotton  (Boaton  Med.  «nd  Surg.  Joam.,  Septemtwr  30, 1900)  bare  UHUyaed 
the  lIUMTHure  of  Culm's  operation,  vli.  : 

Six  bun<lnr<]  and  ihlrtjrniiie  comctloiu  were  [leifonued  by  tblrly-four  operaton.  TlnM 
eUpwd  Ttrlcd  tn>m  a  few  day«  up  to  three  yean  or  more.  Of  tbe  npemte  detailed  met  In 
7  more  Ibaii  one  year  bad  elataed :  In  SS  more  than  ilx  montba. 

Dealba  raportol  fruin  al  I  cauaet,  25 ;  varlooi  dlnwifi,  S ;  general  toberculoili,  i :  Inama 
of  UMopostioa  and  eblotoform,  5;  Intercurrent  dlwaae,  7. 

ImBMiUale  raulta :  Boplralory  embarranment,  7 ;  pain,  6 ;  lerere  ibock,  3. 

AbMca  pienot  before  operation,  19 ,  ruptured,  i  ;  beoeflted  or  abaorbed,  8 ;  appeared  after 
ot>vimllon,  3. 

F'aralyM*  preeeni  before  ojieratlOD,  23 :  rallored,  17 ;  not  raUered,  2 ;  made  wone,  I, 

f'  >    i^nred  afteroorrootioo  III -4 

I  11  ilefomiity  in  224  caMs :  Complete  correctloD,  130:  tucompletc,  M. 

i;^.- ;.  i.aMi :  No  relapae.  20 ;  lomo  relapae,  90 ;  total  leUtpie,  *. 
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ith  new  bone,  because  the  wipacity  for  bone  formation  is  in  tliis 
Iiienlity  veij'  fi'ebk'. 

Tliere  is,  lus  a  ruli",  an  ininietliate  ifciirrence  of  a  certain  amount 
of  ilvformitv  beeaiwe  of  tlie  uatiirai  recoil  toward  the  habitiuii 
fitisture,  and  l>ecftuse  in  many  instiinces  the  straightening  of  the 
;>uie  has  l>een  (Uie  to  an  oblitcnition  of  secondary  curvatures 
than  to  actual  sejMiration  at  the  neat  of  disease.  Even  if 
srniity  M'ere  obliterated,  and  if  the  inten'al  between  the 
MIJUMints  were  filleil  with  calcifietl  tissue,  such  Imnc  cannot  grow ; 
eotMec|Uently  the  irregularity  must  become  niore  and  more  marked 
with  the  growth  of  the  child.  In  other  wortls,  although  the 
effect  of  the  destructive  disease  on  the  spine  may  be  modified  it 
cannot  l>e  entirely  reiiieilied  even  by  the  most  successful  oiieration. 
The  Selection  of  Cases  for  Forcible  Correction.  The  favorable 
case*  are  those  in  which  the  deformity  is  of  comimrutivcly  short 
dumtioo,  coses  in  which  the  adhesions  and  the  accommodative 
changes  in  the  soft  parts  are  not  sufficient  to  offer  resistance  to 
correction,  and  in  which  the  internal  organs  have  not  been  long 
displaced  or  compressed.  Well-markwl  deformities  of  the  middle 
and  lower  ilorsal  region  are  espetrially  suitable  for  the  operation. 
The  most  unfavorable  cases  are  those  of  fixed  deformity,  in 
vhich  re|>air  is  progressing  or  is  completed,  and  in  which  the 
organs  and  tissues  of  the  Ixxly  have  been  changed  in  sha|>e  and 
function  to  accommodate  the  new  conditions. 

•Vs  a  rule,  tleformity  of  the  lumbar  and  of  the  cervical  regions 
not  sutticieut  to  require  forcible  correction. 
The  presence  of  an  abscess  in  the  posterior  mediastinum  or 
cvrhere,  if  it  be  in  the  active  or  progressive  stage,  should  con- 
indicate  the  operation.  On  the  other  hand,  paralysis,  which 
i»  most  often  a  complication  of  disease  in  the  dorsal  region,  is 
a  contniindication. 
Tha  Operation.  As  ordinarily  ]ierformed  the  patient  having 
been  prepared  as  for  the  application  of  a  plaster  jacket  is  antes- 
tbetizetl  and  is  then  suspended  face  flownward  in  the  horizontal 
position  by  five  assistants,  who  make  moderate  steady  traction 
upon  caeh  extremity  and  upon  the  bead  while  the  surgeon,  stand- 
ing by  the  sjtie  of  the  patient,  gently  jiresses  downward  dire«'tly 
ufmn  llie  kyphosis,  which,  in  the  favorable  cases,  is  gradually 
obliterated,  the  stniightening  of  the  spine  being  accompanied  by 
the  audible  8e|Nirntion  of  adhesions. 

.\«  a  nile,  the  force  r«-<iuir«fl  ii.  much  less  thau  thai  state<l  l>y 
CaloC     Jout!n  states  thai  a  traction  force  of  nearly  si.\  huudnnl 
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pounds  is  required  to  dislocate  the  neck  of  a  child  two  and  one- 
half  years  of  age ;  that  five  men  pulling  in  the  manner  alwve 
described,  with  ii  force  that  soon  tires,  rarely  excee<i  a  traction 
force  of  one  hundrcil  :uul  seventy-fivo  pounds. 

If  the  correction  is  to  be  completed  at  the  first  attempt  the 
spine  is  overexteudc<l,  and  wliile  it  is  held  in  tliis  attitude  a 
plaster  jacket  is  apjilied.  If  the  disease  is  of  llie  middle  of  the 
back,  the  head  need  not  be  includeil,  but  it  is  better  to  fix  and 
draw  tlie  shoulders  backwanl  by  including  them  in  the  planter. 
Great  care  should  be  taken  to  prevent  exi-orialions.  Very  long, 
thick,  wide  puis  should  be  placed  on  either  side  of  tiie  spinous 
pnx'iesses  ;  the  ili;ic  crests  and  other  prominences  should  be  pro- 
tected, and  a  so-called  dinner  pad  should  be  inserted  below  the 
sternum,  which  may,  when  removed,  allow  additional  room  for 
respinition.  This  is  of  great  iuijiortance  if  the  patient  has  not 
worn  a  plaster  jacket  before  the  operation.  If  the  disease  is  of 
the  upper  dorsal  region,  the  head  must  be  included  in  the  ban- 
dage. Calot  suspends  the  aniesthetizeil  patient  as  in  the  ordinary 
manner  for  applying  a  jacket;  other  surgeons  sus|)end  the  patient 
with  the  head  downward  during  the  application  of  this  part  of 
the  bandage,  but  with  a  little  care  the  head  support  may  be 
applied  with  the  patient  in  the  horizontal  position. 

The  hair  should  be  out  closely,  and  protectetl  from  the  plaster 
by  a  well-fitting  skull  cap.  The  bandage  is  then  continued  over 
the  head  and  neck  as  in  tlie  illustration  (Fig.  .5ft).  A  strip  of 
malleable  steel,  bent  to  fit  the  occiput,  may  be  incoqxirate*!  in 
the  bandage  to  give  it  sufficient  strength. 

Many  surgeons  employ  other  supports  than  the  plaster.  One 
of  the  best  forms  of  apparatus  is  the  double  Thomas  brace  used 
by  Jones.  The  atretcher  frame  may  be  used  with  the  plaster 
jacket  to  assure  recumbency. 

In  pro(>erly  selecteii  cases  there  is  little  shock  after  the  oj>era- 
tion,  but  if  the  change  in  the  contour  of  the  spine  has  been  con- 
siderable, respiration  may  be  somewhat  embarrassed  by  the 
plaster  jacket.  In  such  cases  it  must  be  split  through  the  frwnt 
and  separated.  In  all  cases  it  is  well  to  cut  through  the  plaster 
at  iKiiuls  where  direct  j>re«sure  is  likely  to  be  exerted,  in  order 
to  guard  against  excoriations. 

As  a  rule,  the  opi^ration  should  be  followed  by  prolonged  rest 
on  the  back,  three  to  six  months  or  longer,  to  allow  for  adapta- 
tion to  the  new  position  and  for  consolidation. 

Ail  has  been  stated,  there  is  a  marked  tendency  toward  recur- 
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rence  of  deformity.  On  this  account  some  surgeons  advocate 
wiring  the  spinous  processes  to  one  another  as  originally  sug- 
gested by  Hadra  and  practised  by  Chipault.  The  operation  is  a 
simple  one,  but  its  efficacy  is  more  than  doubtful. 

In  cases  in  which  the  deformity  is  of  the  resistant  type  it  is 
well  to  divide  the  rectification  into  several  sittings  at  intervals 
of  a  week  or  more.  In  many  instances  anaesthesia  is  not  required 
after  the  first  operation  ;  for  traction  and  even  the  forcible  press- 
ure at  the  seat  of  disease  do  not  appear  to  cause  particular  dis- 
oomfort. 

Gradual  Correction  of  Deformity.  Corrective  force  may  be 
applied  also  by  methods  that  do  not  deserve  the  name  operation. 
For  example,  a  certain  amount  of  traction  and  pressure  may  be 
employed  with  advantage  during  the  application  of  the  plaster 
jacket  in  the  ordinary  manner  if  the  cases  are  properly  selected, 
suid  the  effect  of  posture  in  correcting  deformity  is  illustrated  by 
"the  use  of  the  stretcher  frame. 

An  efficacious  method  of  gradual  or  non-violent  correction  is 
Ithat  employed  by  Goldthwait'  by  horizontal  traction  and  lever- 
aage.     This  method  is  described  by  him  as  follows  : 

"  The  apparatus  which  has  been  used  consists  of  a  strong  gas- 
pipe  frame,  six  feet  long  by  two  feet  wide.     Susj)ended  from  this 
is  a  bar  (a),  in  the  centre  of  which  is  a  vertical  rod  (b),  forked  at 
the  top  and  long  enough  to  reach  to  the  level  of  the  frame.     This 
orossbar  is  simply  suspended  from  the  frame  so  that  its  position 
<3an  be  changed  as  desired.     Below  this  is  another  crossbar  (c), 
>vhich  rests  on  the  frame  and  can  also  be  adjusted  as  to  position. 
TJpon  this  latter  piece  (c)  and  upon  the  fork  of  the  rod  (6)  rest 
"two  malleable  steel  bars  (d),  about  eighteen  inches  long.     These 
*e8t  in  grooves  one  inch  apart,  and  should  be  bent  to  partly  con- 
form with  the  lumbar  curve  of  the  spine,  after  which  they  are 
heavily  padded  with  felt  and  the  patient  laid  upon  them.     The 
upper  end  of  the  bars  {d)  should  just  rest  upon  the  fork,  not 
projecting  over,  and  when  the  patient  is  in  position  the  rod  should 
be  one  inch  above  the  apex  of  the  deformity.     The  buttocks  rest 
npon  the  crossbar  (c),  and  the  legs  are  supported  by  one  or  more 
heavy  webbing  straps  which  can  be  tightened  or  loosened  at  will. 
No  support  whatever  is  given  the  upper  part  of  the  body,  except 
that  the  head  is  steadied  by  the  surgeon  with  the  hand  until  a 
satisfactory  amount  of  correction  has  been  accomplished,  and  then 
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a  strap  similar  to  those  ihmhI  below  gives  the  supjturt  so  that  tlie 
oiMjnitor's  hand  is  free.  If  traction  is  desirable,  it  can  be  applied 
by  means  of  a  Avindhiss,  which  is  attached  to  each  end  of  the 
frame.  This  makes  it  possible  to  obtain  umeli  more  definite  and 
steady  tnvetiou  tlian  would  Im?  jwssible  with  assistants,  but  its  use 
has  not  been  foiiud  necessary  in  the  majority  of  the  cases,  simple 
overextension  of  tlie  spine  accomplisiiing  the  sjime  results. 

"  When  the  maximum  overextension  that  is  desirable  is  obtained, 
the  strap  under  the  head  is  fjistenefl  and  the  patient  allowed  to 
lie  in  this  position  wbile  the  j.icket  Ls  applied.  In  applying  this 
the  iliac  crestj*  should  be  generously  padded  with  heavy  felt,  and 
a  similar  pad  should  be  placed  over  the  upper  part  of  the  sternum, 

fm.  at. 
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The  pluter  jkcket  ippUed  In  auplne  poitara  by  muni  of  (be  MeUfcer-OoMthwKU  appantua 

so  that  the  jacket  can  be  carried  high  up  to  prevent  the  upper 
part  of  the  body  with  the  shoulders  from  drooping  forward.  In 
the  cases  with  disease  in  the  upper  dorsal  region  the  jacket  should 
l>e  moulde<l  about  the  anterior  jmrt  of  the  neck  so  that  erect  posi- 
tion of  the  head  is  necessary.  The  forketl  nxl  (f>)  is  easily 
avoidetl  l>y  a  few  figure-of-eight  turns  of  the  bandage,  so  that 
when  the  plaster  has  set  the  patient  can  easily  be  lifteil  off,  and 
as  the  rod  (//)  should  l)e  placed  one  inch  above  the  apex  of  the 
deformity  this  weak  sp<it  in  the  jacket  is  not  objectionable. 

"  When  the  jiatient  is  taken  off  the  frame  the  two  rods  («/)  are 
slippctl  out  from  below,  leaving  the  padding  in  place. 

''As  a  matter  of  ox^K>rienc*e  it  has  Ijeeu  found  necessary  to  prac- 


TUBERCULOUS  DISEASE  OF  THE  SPINE. 


125 


tically  always  cut  a  snmll  window  over  the  point  of  greatest 
•ieformity,  as  otherwige  when  the  body  settleH  down,  as  is  inevi- 
l»Ie,  a  slough  will  fonn  even  thonf^h  a  lilwrnl  amount  of  padding 
Ks  l>wn  use<l.  This  pr<x;etlure  is  repeated  from  time  to  time 
until  the  l>est  po8sihle  attitude  has  been  obtained." 

This  methml,  originally  devised  as  a  mo<lification  of  the  Calot 
method  of  forcible  cMirrection  of  defoniity,  is  now  employed  in 
the  routine  application  of  the  plaster  jacket.  For  this  purpose 
(ioldthwnit  uses  a  i>ortabIe  frame,  as  shown  in  tlie  illustration 
(Fi|;.  »;»). 

The  appliances  shown  on  page  S9,  in  which  the  force  of  gravity 
utilized  to  stnughten  the  spine,  an-  now  more  cfjmniouly  used 
or  the  application  of  the  jacket  in  the  recunihent  jmsture. 

Fin.  68. 


GoldU>waU'(  portable  fnme  for  applying  Uie  plaster  Jacket. 

may  be  state<l  of  forcible  correction  of  the  spine  (Calol's 
tion),  tliat  it  is  in  n<i  sense  curative  ;  that  although  it  has 
Ikeen  proved  that  the  back  can  be  straightened,  in  many  in.stances 
with  ease  and  in  most  cases  with  but  little  danger,  yet  the  reten- 
tion of  tJir  spine  in  the  c<jrrectc<l  position  is  tlitticult,  ami  a  certain 
imnietliate  recoil  toward  deformity  is  the  rule.  Even  if  the 
inliTN'al  U'twwn  the  two  segments  be  filled  with  new  l)one,  the 
fpmth  of  the  spine  at  this  point  being  checke<l,  an  increase  of 
the  im^ularity  with  advancing  years  may  be  cxpectetl.  In  fact, 
rarrection  of  deformity  is  in  no  sense  a  substitute  for  preven- 
tion. 

Th«  operation  in  its  original  form  shouhl  be  reserved,  in  the 
writer's  c^nion,  for  cases  in  which  the  deformity  is  sharply 
■agnlar,  ahowing  that  the  destructive  process  is  limited  in  its 
It.     If  eom'ciion   is  attainwl,  horizontal   H.xatiou  shouM  lie 
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contiuued,  if  possibJe,  for  many  months  as  an  essentiul  (inrt  of  the 
treattneut. 

The  final  jiul^rnient  cannot  he  j)asse<l  upon  this  procedure  at 
the  present  time.  It  has  rapidly  lost  favor  reeontly,  jvirtly 
because  of  recurrence  of  deformity,  and  partly  l)ecause  exjieriencc 
has  shown  that  the  same  d^ree  of  rectification  may  he  attained 
by  milder  methods. 

The  Duration  of  the  Treatment  of  Pott's  Disease.  The  duration 
of  the  treatment  must  do|H'iid  upon  the  extent  and  severity  of  the 
disciise.  It  may  be  divided  into  two  periods :  one  durin||r  which 
the  disease  is  active,  when  absolute  fixation  is  indicated,  and  a 
stage  of  recovery,  duriu|(;  which  supervision  is  requinKl,  During 
tlie  first  stage  the  destructive  process  may  increase  the  absolute 
deformity  ;  during  the  later  period  of  weakness  the  distortion 
may  increase,  simply  because  of  the  general  in<'lination  toward 
deformity  and  because  of  the  atrophy  of  the  supporting  mu.scles. 

Tuberculosis  of  the  spine  is  slow  in  its  progress,  and  recovery 
is  often  insecure.  The  course  of  the  disease  is  shortest  in  the 
cervical  region,  but  even  here  two  years  of  brace  treatment  will 
proljably  be  required,  and  in  the  lower  region  double  this  time, 
even  in  the  milder  type  of  cases.  Active  treatment  shoidd  !>€ 
continue<l  as  long  as  there  is  evidence  of  disease.  The  absence 
of  actual  pain  and  discomfort  is  of  little  value  in  determining  the 
absolute  cure  if  braces  have  been  employed.  The  abseuoe  of 
muscular  spasm  is  more  siguifiamt,  since  it  usually  persists  as 
long  as  the  disease  is  active.  The  presence  of  pain  on  passive 
motion  or  muscular  contraction  or  abscess  would,  of  course,  indi- 
cate the  necessity  of  further  treatment. 

Direct  iialjmtion  is  of  some  value  in  determining  the  condition 
of  the  affected  part.  During  the  progressive  stage,  careful,  deep 
pressure  over  the  spinous  processes  may  .show  grejiter  mi)bility  of 
those  involved  in  the  disease.  During  the  stage  of  repair  and 
consolidation  the  mobility  is  replaced  by  rigidity.  The  appear- 
ance of  the  kyphosis  has  some  significance.  In  the  early  stjige  of 
the  disease  its  area  is  not  clearly  defined,  but  when  consolidation 
has  taken  place  its  extent  is  shown  l)y  the  rifrid  vertebne,  which 
stand  out  si;panited  from  the  remainder  of  the  spine  by  a  well- 
mnrkc^l  sulcus,  which  is  much  deejier  lielow  tiiau  above  the 
kypiiosi.i. 

Even  when  the  disease  app<jars  to  be  curetl,  mnornl  of  nippori 
should  be  gradual  and  tentative  ;  the  jacket  should  be  replaced 
by  the  (."orset,  or  the  brace  by  a  lighter  appliance;  then  supjwrt 
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may  be  removed  at  night,  later  for  part  of  the  day,  and  at  last, 
after  many  months,  it  may  be  discarded.     Then  may  follow 
mas8age  of  the  atrophied  muscles  of  the  trunk  and  gentle  exercise. 
Such  careful  supervision  must  be  continued  for  a  much  longer 
time  if  the  best  ultimate  result  is  to  be  attained,  for,  as  has  been 
a»«?iitioned,  one  should  guard  against  the  secondary  distortions, 
wiaich  may  be  due  simply  to  weakness  and  to  the  unfavorable 
mechanical  conditions   induced  by  the  primary  deformity.     If 
cur-v'atures  of  the  spine  are  so  common  among  those  whose  backs 
naa.j^  be  supposed  to  be  fairly  normal,  how  much  more  likely  is 
siacli  secondarj'  deformity  to  result  when  the  back  has  been  weak- 
ened by  disease  and  by  long  disuse  of  the  muscles. 

Tliis  secondary'  increase  of  deformity  is  not  so  mucli  to  be 
feared  after  the  cure  of  the  disease  in  the  lumbar  region,  because 
^^  the  favorable  attitude  of  erectness,  nor  is  it  likely  to  be  marked 
*^*^r  cure  in  the  cervical  region  of  the  spine ;  but  in  disease  of 
the  upper  and  middle  dorsal  region  support  must  be  continued 
loxig^  after  the  disease  is  cured,  and  supervision  must  be  exercised 
J*** til  after  the  period  of  adolescence,  if  the  increase  of  deformity 
**  *o  be  prevented. 

^ecmrence   of  Disease  and  Later  Effects  of  Deformity. 

■^  "^  disease  may  recur  after  an  interval  of  many  years  of  apparent 

*'**'"^>  and  such  recurrences  are  sometimes  accompanied  by  the 

'"'Elation  of  an  abscess  or  by  paralysis. 

If    recovery  from  Pott's  disease  has  been  complete,  and  if  de- 

<^*XQLity  has  been  prevented,  the  condition  of  the  patient  is  to  all 

*^*»ts  normal,  but  if  the  course  of  the  disease  has  been  prolonged 

^     if  the  deformity  is  great  his  condition  is  abnormal;  he  is 

***itted  for  ordinary  occupations,  and  comparative   comfort  is 

^^*^*t^  only  by  constant  care.     Such  individuals  are  likely  to 

.  "er  from  neuralgic  pain  about  the  weakened  spine  on  overexer- 

****    or  whenever  the  general  condition   is  depressed  from  any 

**Se.     In  such  cases  the  use  of  some  form  of  light  corset  adds 

*^lie  comfort  of  the  patient. 

Xq  certain  instances  pain  localized  in  the  lateral  region  of  the 

.^**k  may  be  caused  by  compression  of  an  intercostal  nerve,  or 

*Uay  be  due  to  compression  of  the  tissues  between  the  last  rib 

*'<!   the  chin.     In  several  cases  of  this  character,  reported  by 

^*<*Mthwait,  resection  of  a  portion  of  a  rib  at  the  seat  of  pain 

*^Meved  the  discomfort. 

Secondary  Deformities.    While  the  patient  is  under  treatment 
*ot  Pott's  disease  one  should  be  on  the  alert  to  prevent  other 
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deformities  that  may  follow  the  general  weakness  and  restriction 
of  iKirmal  fum-tions.  ( )ne  of  these  is  the  ivmk  fool,  sometimes 
called  weak  ankle  or  flat  foot,  and  with  it  is  often  associateil  a 
moderate  degree  of  knock-knee.  This  may  be  preventeil  by  the 
use  of  a  shoe  of  proper  slm{)e,  of  which  the  heel  and  sole  arc 
thickened  slightly  on  the  inner  side. 

Recapitulation.  Fixation  on  the  stretcher  frame  is  the  treat- 
ment of  choice  in  infancy  and  early  chiMhood,  without  regard  to 
the  situation  of  the  disease.  .Vnibulatory  treatment  is  the  treat- 
ment of  selection  in  later  childhood,  adolfscence,  and   adult  life. 

Ambulatory  treatment  must  always  supplement  that  by  recum- 
bency, and  in  the  great  majority  of  wises  it  is  the  treatment  of 
necessity  and  routine.  Its  etViciency  will  depend,  in  gri-at  meas- 
ure, upon  the  careful  regulation  of  the  strain  which  the  erett 
jHisture  and  the  activity  of  the  jiatient  throws  upon  the  weakened 
spine. 

Of  the  relative  merits  of  the  supports  that  have  been  described 
it  may  be  statai  that  the  plaster  jacket  has  the  great  advantage 
of  cheapness;  its  use  })laces  the  treatment  in  the  hands  of  the 
8urge<jn,  and  in  the  middle  regi<m  of  the  spine  it  is  c<|ual  to,  and 
may  even  be  superior  to,  the  brace.  The  laceil  corset  is  not 
equal  as  a  sup^wrt  to  the  solid  jacket. 

The  back  brace  has  a  wider  range  of  adajitability  than  the 
jacket.  Its  disadvantages  are  the  original  expense,  the  difficulty 
of  accurate  adjustment,  and  the  fact  that  it  can  be  removed  by 
the  parents,  who  are  iuclined  to  neglect  meilical  supervision, 
when  the  use  of  the  apparatus  has  become  familiar  to  them. 

The  jury  mast,  although  a  very  useful  appliance  under  certain 
circumstances,  is  inferior  to  the  metallic  liejid  rest  when  accurate 
H.xation  or  sup|)ort  is  desired. 

The  complicftfions  of  Pott's  disease,  abscess  and  |>antlysis, 
should  be  con9i<lertil  and  treated  as  symptoms  only — symptoms 
that  may  or  may  not  re<|uiro  direct  treatment  according  to  the 
indications  that  have  been  described.  Finally,  one  should  alwa\-8 
bear  in  mind  that  the  final  cure  of  the  disease  de|>ends  upon  the 
increase  of  the  vital  force  ;  thus,  the  importance  of  fostering  and 
impniving  the  general  well-being  of  the  patient  cannot  be  too 
atrongly  urged. 


CHAPTER    II 


Tin.  70. 


xai 


3C0X-TUBERCUL0US  AFFECTIONS  OF  THE  8PIVE. 

Syphilis. 

SvPHiiJS,  in  Uie  inherited  or  in  the  later  stages  of  tiie  acquired 
>nn,  may  affect  tl»e  hones  of  the  spine  and  cause  local  deformity 
»d  8yinptoni.«  that  eunnot  he  distinguislie<l   from  those  of  Pott's 
disease. 

Diagnosis.     As  compared  witli  tuherculosis,  it  is  a  rare  disease 
of  the  sjiine.'     Its  manifestations  are  likely  to  he  general  in  char- 
acter,  the   deformity  of  the   spine 
lieing  but  one  of  many  evidences  of 
disease. 

If  .syphilis  were  limited  to  the 
spine  and  simulated  the  symptoms 
and  the  deformity  of  Pott's  disease, 
it  would  demand  the  same  loeal 
fn'Htment.  Specific  remedies  should 
'jd  he  administered  when  one  has  reason 
lo  susjwct  the  presence  of  the  syph- 
ilitic taint,  even  if  the  local  disease 
appears  to  be  tuberculous  in  charac- 
ter. 

*'^   Malignant  Disease  of  the  Spine. 

Malignant  tlisease  of  the  spine  i» 

a  rare  affection,   particularly  so  in 

childhood.     Sarcoma  is  more  com- 

*"  mon  than    carcinoma,   and    it    may 

affect  the  spine  primarily.     Carci- 

I— ^iM"«-  1 1'H  iii|i  II  fi noma  is  almost  alway.s  secondary-  to 

liul'^utj^t Afu.'r!!.'!„y  "^  "  primary  tumor  elsewhere,  the  spine 

l)ecoming  involvetl  hy  metastasis  or 

by  contiguity.     Schleainger,^  in  ;i720  oises  of  carcinoma,  found 

Mooodary  grotvths  in  the  spine  in  •'>4. 


'  Jwtfiukl.    ArehtT  t.  rirrnuil  u.  Sjrph.,  IW.  mil.  8.  «0. 

•  Bueklar.    Journal  of  Ncrroui  «nd  Menial  OlwaaB.  April,  laoz. 
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Diagnosis.  Malignant  disease  differs  from  tul>erculosi8  of  the 
spine  in  that  its  symptoms  arc  usually  more  severe ;  the  pain  is 
usually  persistent,  and  it  is  not  relieved  l»y  snp{)ort  or  recum- 
bency, US  is  that  of  Pott's  disease.  The  constitutional  symptoms 
are  more  marked,  and  the  steady  progress  of  the  disease  toward 
a  fatal  termination  is  soon  apparent.  Locally,  the  angular 
deformity  is  usually  slight,  and  it  may  be  absent.  Not  infre- 
quently the  tumor  may  be  palpated  through  the  abdominal  wall. 

Paralysis  is  a  fre<|uent  and  often  an  curly  symptom.  In  a 
case  of  melanotic  sarcoma  of  the  spine  in  u  boy  aged  twelve 
years,  seen  recently,  complete  paralysis  of  motion  and  sensation 
in  the  lower  extremities  preceded  noticeable  symptoms  pointing 
to  the  local  disease. 

As  has  been  stated,  carciiMma  is  almost  always  secondary  to 
disease  elsewhere ;  thus,  if  after  the  operation  for  the  removal  of 
carcinoma  symptoms  of  disease  of  the  spine  apjjear,  one  should 
suspect  this  complication. 

Malignant  disease  of  the  spine  is  a  fatal  affection,  and  the 
treatment  can  be  but  palliative. 

Acute  Osteomyelitis  of  the  Spine. 

Infectious  osteomyelitis  of  the  spine  is  comparatively  uncom- 
mon. The  lower  vertebrie  are  more  often  affected.  In  o  of  41 
cases  rcjMirtwl  by  Eichel'  the  atlo-axoid  region  was  involved. 

Symptoms.  The  symptoms  are  similar  to  those  of  acute  infec- 
tious proccfises  elsewhere,  and  are  characterized  by  sudden  onset, 
with  pain,  fever,  and  constitutional  depression.  There  is  local 
pain  and  tenderness  about  the  spine.  Al>scess  quickly  forms ; 
and  paralysis  from  the  rapid  extension  of  the  disease  is  a  common 
complication.'  Tiie  symptoms  due  to  pyogenic  infection  and  to 
deep-seated  abscess  are  often  pyiemic  in  character,  and  necrosis 
of  the  afifectetl  vertebral  bodies  may  result  in  tlie  formation  of 
large  8e<iucstTa. 

A  more  localizeii  and  more  chronic  form  of  osteomyelitis  may 
occur,  and  abscess  may  be  the  first  sign  of  the  disease.  In  all 
cases  of  this  character,  whether  acute  or  chronic,  other  bones  on 
joints  or  other  tissues  are  often  involved,  ami  in  many  instances 
an  infecte<l  wound  or  discharging  ear,  for  example,  may  indicate 
the  source  of  infection. 


1  MUDch.  med.  Wochcn.,  IWO,  No.  ffi. 
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Treatment.  The  treatment  consists  in  the  immediate  evacua- 
tion and  drainage  of  the  abscess,  the  removal  of  the  necrosed 
bone  if  possible,  and  in  supporting  the  spine  during  the  subse- 
quent stage  of  weakness. 

Actinomycogis  of  the  Spine. 

Actinomycosis  of  the  spine  is  an  extremely  rare  disease,  and 
need  only  be  mentioned  as  a  possibility.  The  spine  was  involved 
secondarily  in  about  2  per  cent,  of  the  reported  cases.^  The  diag- 
nosis may  be  made  by  the  microscopic  examination  of  the  dis- 
charge from  the  sinuses  that  almost  always  form  when  bone  is 
affected. 

Injury  of  the  Spine. 

Severe  sprains  or  fractures  may  simulate  disease  very  closely 
»nd  in  some  instances,  particularly  injury  of  the  cervical  region, 
<iiaguosis  is  practically  impossible  until  after  treatment  by  sup- 
port and  fixation  has  been  applied,  wheu,  as  a  rule,  if  disease  be 
absent,  the  symptoms,  even  though  of  long  standing,  quickly 
subside. 

Fracture  of  the  spine  in  the  middle  region  may  result  in  angu- 
lar deformity;  and  when  proper  support  has  been  neglected, 
symptoms  of  pain  and  weakness,  similar  to  those  of  Pott's  disease, 
anay  persist  indefinitely. 

Sudden  forcible  compression  of  one  or  more  of  the  vertebral 
Iradies  without  displacement  and  without  severe  immediate  symp- 
toms, other  than  the  slight  deformity,  may  be  the  result  of  injury, 
especially  falls  from  a  height.  These  cases  are  not  uncommon, 
and,  as  the  severity  of  the  injury  is  not  often  recognized,  the 
local  deformity,  which  may  not  attract  attention  until  several 
■weeks  after  the  accident,  combined  with  stiffness  and  weakness, 
lead  to  the  mistaken  diagnosis  of  Pott's  disease. 

Rupture  of  gpinal  Ugamentu  may  be  caused  by  forced  forward 
bending  of  the  spine.  The  resulting  deformity  and  weakness 
resemble  those  caused  by  a  crush  of  one  of  the  vertebral  bodies. 
A  number  of  cases  have  been  described  by  Painter  and  Osgood.* 

>  Ervlng.    Johns  Hopkins  Bulletin,  Norember,  1902. 
<  Boston  Medical  and  Surgical  Journal,  January  2, 1902. 
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Treatment.  In  all  such  cases,  and  whenever  weakness  of  the 
spine  persists,  and  when  motion  causes  pain,  a  support  should  be 
employed  as  in  the  treatment  of  Pott's  disease.  If  possible, 
deformity  if  of  recent  origin  should  be  corrected,  in  part  at 
least,  either  by  the  method  of  Calot  or  by  recumbency  before 
the  support  is  applied. 

The  Bhachitic  Spine. 

The  rhachitic  spine  has  been  described  in  the  consideration  of 
the  differential  diagnosis  of  Pott's  disease  (p.  50).  It  most  often 
develops  during  the  first  or  second  year  of  life,  in  children  who 
sit  the  greater  part  of  the  time;  it  is,  in  fact,  simply  an  exag- 
geration of  the  contour  which  is  normal  in  the  sitting  posture. 
The  typical  rhachitic  kyphosis  is  thus  a  rounded  projection  of  the 
lower  region  of  the  spine,  which  is  more  or  less  rigid  according 
"•o  its  duration.  If  the  deformity  is  extreme  there  may  be  a  com- 
■pensatory  backward  inclination  of  the  head  which  may  be  accom- 
])anied  by  contraction  of  the  posterior  group  of  muscles,  "  cervical 
opisthotonos," 

Treatment.  Aside  from  the  constitutional  treatment  of  the 
:x'hachitic  condition,  and  from  the  measures  that  should  be  employed 
"to  improve  the  nutrition  of  the  muscles  in  general,  the  indica- 
"tions  are  to  overcome  the  rigidity  and  the  limitation  of  motion  of 
"the  spine ;  to  support  it,  if  necessary,  during  the  stage  of  weak- 
ness ;  and  to  remove,  if  possible,  the  predisposing  causes  of  tlie 
deformity. 

The  correction  of  the  deformity  may  l>e  accomplished  by 
massage,  and  by  direct  manipulation  of  tlie  spine.  The  child  is 
placed,  face  downward,  on  a  table ;  one  hand  is  applied  over  the 
projection,  and  with  the  other  the  legs  are  raised  to  throw  the 
spine  into  a  position  of  overextension.  This  stretching  is  per- 
formed slowly  and  carefully  over  and  over  again  at  morning  and 
night,  and  the  manipulation  is  followed  by  thorough  massage  of 
the  muscles.  If  the  deformity  is  marked  and  if  the  general 
rhachitic  process  is  still  active,  the  infant  may  be  kept  for  several 
months  in  the  recumbent  posture,  on  a  liglit  frame,  in  an  attitude 
of  overextension,  as  described  in  the  treatment  of  Pott's  disease. 
In  older  subjects  some  form  of  light  back  brace  may  be  suffi- 
cient in  connection  with  the  massage,  and  systematic  correction 
of  the  deformity. 

The  Natnral  Onre.     It  may  be  stated  that  the  rhachitic  spine  is 
to  a  certain  extent  corrected  when  the  erect  posture  is  assumed. 
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bv  the  inclination  of  the  pelvis  and  aooompanjii^  lordoeis.  This 
nataral  core  i*,  however,  often  rather  a  distribation  of  deformity 
than  a  care,  for  the  apper  part  of  the  {Hojection  mav  remain  as 
an  exaggeration  of  the  normal  dorsal  kvphosis  balanced  bv  an 
exaggerated  lordosis,  ^^the  rhachitic  nUititd*.'^  And  in  other 
instiatxa  the  persistence  of  the  Inmbar  kyphosis  may  induce  a 
comfiensatory  flattening  of  the  normal  dorsal  kyphosis.  Thos, 
rfaachitl<>  may  cause  the  so-caUed  Hat  back  as  well. 

It  may  be  mentioned  that  rotary  lateral  cnr\'atare  of  the  spine 
is  one  of  the  common  deformities  induced  by  rhachitis.  This 
distortion  is  far  more  serious  than  the  anteroposterior  curvature 
with  which  it  Ls  occasionally  combined.  Its  treatment  is  oon- 
sidere<l  in  Chapter  III. 

Infectioiu  Disease  of  the  Coverings  or  Articnlatioiui  of  the 
Spine.    "The  Typhoid  Spine." 

During  the  course  of  or  during  convalescence  from  typhoid 
fever,  and  occasionally  after  apparent  recovery  from  the  disease, 
symptoms  of  pain,  weakness,  and  stiffness  of  the  back  may 
ap()ear.  These  are  caused  apparently  by  secondarj-  infection  of 
the  fibrous  coverings  and  attachments  of  the  spine,  similar  to  the 
more  common  but  mr»re  severe  forms  of  periostitis  of  the  tibia  or 
other  bone.--,  from  the  :ian\c  cause.  There  is  usually  pain  on 
motion,  reflected  along  the  nerves.  In  some  instances  this  is 
extreme,  and  there  maybe  accompanying  muscular  "cramps" 
and  spasm,  and  pain  on  pressure  over  the  affected  vertebrse. 

In  many  instances  u  neurotic  element  is  present,  induced, 
doubtless,  by  the  precetling  disease.  In  H  of  26  cases  investigated 
by  Ix)nl'  kyphotic  deformity  indicate<l  apparently  local  destruo- 
tiveness  of  the  process. 

Diagnosis.  The  diagnosis  is  usually  made  clear  by  the  history 
of  tlie  disease  of  which  it  is  a  complication. 

Treatment.  The  treatment  should  be  symptomatic.  During 
the  active  stage,  if  pain  is  severe,  the  patient  should  be  kept  in 
the  recuinljeiit  position  and  opiates  may  l>e  administered  if  neces- 
sjiry.  I/»cally,  tiie  application  of  the  Pacpielin  cautery  is  of  ser- 
vi(5e.  As  soon  as  is  practicable  a  back  brace  or  other  support 
should  1m;  u]>|>licd,  which  should  be  worn  until  the  symptoms  have 
subsided.      Ke(!overy  may  be  predicted,  the  duration  of  the  symp- 

'  licMton  Medical  and  Surgical  Journal,  June  26, 1902. 
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aveniging  uboat  six  months.     Slight  restriction  of  motion 
maj  persist  in  tl>e  more  severe  ty|je  of  eases. 

This  description  applies  [>articiilarly  to  a  class  of  cases  of  a  mild 
type  described  by  Gibuey  as  typhoid  spine.  Disease  of  the  spine 
complicatinir  typhoid  fever  was  first  describetl  by  Maisonneuve 
in  183.).  Terrillon'  classifies  the  lesion  of  typhoid  infection  of 
tite  spine  as : 

1.  Simple  periostitis. 

2.  Periostitis  with  subperiosteal  abscess. 

3.  Periostitis  with  ostitis. 
In  sixty-eight  cases  tabulated  by  Wiirtz'  six  were  in  children 
Jer  ten  years  of  age. 
Symptoms  resembling  those  described  may  follow  other  forms 

of  contagious  disease,  notably  scarlet  fever,  but,  as  a  rule,  they 
are  much  less  persistent  and  severe. 

Infectious  Arthritis  of  the  Spine. 

"Gonorrhoea!  rheumatism"  of  the  spine  is  uncommon.  Its 
8ympt4^>ms  and  pattiology  resemltle  those  of  the  typhoid  spine, 
knchyli^sis  is,  however,  more  common  as  a  result  than  after  other 
jrms  of  infection  ;  in  fact,  gonorrhoea  is  supjwsed  to  be  one  of 
the  caiues  of  spondylitis  deformans. 

The  treatment,  aside  from  that  of  the  exciting  cause,  is  symp- 
tuRuUic.     Ix)cal  support  is  indicated  in  many  instances. 

The  articidation  of  the  occipito-axoid  region  are  sometimes 

affecte<i  by  what  ajipejirs  to  be  a  form  of  acute  or  subacute  infcc- 

tioiw  arthritis  similar  in  characteristics  to  acute  rheumatism.     It 

wtty  follow  tonsillitis,  diphtheria,  or  other  contagious  disease.     It 

»y  be  distinguished  from  tuberculous  disease  by  its  acute  onset 

from    acute    torticollis    by    the    fact    that   all    motions  are 

rictwl. 

Treatment.     The  treatment  consists  in  supjiort  during  the 

rvnute  stage,  followed  by  massage,  manipulation,  and  exercise  to 

irercomo  the  subsequent  stiffness. 

Spondylitis   Deformans. 

Synonyma.     Osteo-orthritis  of  the  spine ;  rheumatism  of  the 
pine ;  spoodylose  rluzomf-liiiuc ;  stiffness  of  the  vertebral  column. 

'  Ix!  Prog.  Mid..  Ai'rtl  12.  1««. 

<  JkttrtHuib  rur  Kliulerheltkuiitlc,  Jul;',  IMB 
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Spondylitis  deformans  is  an  inflammatory  affection  of  the  spine 
terminating  in  anchylosis  and  deformity. 

Patholog^y.  The  disease  is  apparently  a  chronic  inflammation 
which  affei'ts  primarily  the  ligaments  and  the  periosteal  coverings 
of  the  spine,  a  form  of  ossifying  periostitis  which  hinds  the  ver- 
tehne  firmly  to  one  nnothcr  (Fig.  72).  It  may  hegin  on  the 
latenil  or  on  the  anterior  aspect  of  the  sjiine;  it  may  be  limited 
to  a  particular  region,  Imt  in  most  instances  it  involves  the  entire 
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spine  and  often  the  articulations  of  the  ribs  as  well.  The  inter- 
vertebral disks  atrophy,  and  the  spine  becomes  anchylosed.  In 
some  instances  the  margins  of  the  cartilages  prolifemte  and 
l>ecome  ossified  in  a  manner  characteristic  of  osteo-arthritis  of 
the  joints. 

Under  the  general  term  of  spondylitis  deformans  are  included, 
ill  all  probability,  several  varieties  of  disease,  for  example: 
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3.  The  di 


be  limited  to  the 


lisease  may  be  limited  to  the  spine,  and  in  such  cases 
it  apjMMirs  to  be  entirely  distinct  from  characteristic  rheumatoid 
arthritis  or  osteo-arthritis.  It  may  follow  acute  rheumatism,  it 
may  lie  induced  apparently  liy  gonorrluea,  or  by  other  forms  of 
infection  or  by  injury — traumatic  spondylitis.  It  may  begin 
acutely,  like  inflauiniatory  rheumatism,  or  it  may  be  chronic  in 
character  and  progress  slowly.'  It  nuiy  be  limited  to  a  particular 
section  of  the  spine,  although,  as  a  rule,  the  other  regions  are 
profjressi  vely  i  n  vol v  L-d . 

Symptoms.      In  the  ordinary  cases  there  is  usually  an  acute 
onset  from  which  the  patient  dat«s  the  beginning  of  his  trouble, 
often    so-called   lumbago,    followed    by   a   gradually    increasing 
stiffness  of  the  spine  and  accompanying  deformity.     The  patient 
complains  of  stiffness,  weakness,  pain  in  the  loins,  and  of  pain 
radiating  forward  along  the  ribs.     Sometimes  of  weakness  in  the 
limbs,  hciidaclie,  nervousness,  and  the  like — symptoms  that  may 
be  exj)laiued  in  part  by  the  inflammutoi-y  process  and  by  impli- 
cation of  the  nerve  roots,  and  in  part  by  an  accompanying  neuras- 
thenia.    The  direct  .symptoms  are  increased   liy  jars  which  are 
exaggerated  by  the  inelasticity   of  the   spine.      The  disease   i» 
usually  progressive,  and  terminates  finally  in   complete  rigidity 
of  the  s[>inc,  which  is  bent  into  a  long  kyphosis  most  marked  iii 
the  up[ier  dorsal  region,   the  lumbar  lordosis   being  ohlitenited 
in  many  instances  (Fig.  73). 

The  straightening  of  the  spine  in  the  middle  and  lower  region 
exaggerates  the  forward  thrust  of  tfie  neck,  and  in  some  instances 
the  patients  complain  of  a  disturbance  of  equilibrium,  especially 
of  a  tendency  to  fall  forward. 

When  the  disease  is  limited  to  the  spine  or  to  the  spine  and 
one  or  more  of  the  larger  joints,  the  occipito-axoid  articulations 
are  not  usually  involved  ;  but  in  the  genenil  form  of  the  disease — 
rheumatoid  arthritis — they  are  often  jirimarily  aflectetl. 

The  tyj>e8  of  the  disease  may  be  illustrated  by  a  brief  descrip- 
tion of  five  cases  recently  un<ler  observation. 

Case  I.  Chronic  h'liauiiatoid  Artliritis  of  (lie  Spine.  In  this 
case,  in  a  boy  ten  years  of  age,  there  was  characteristic  general 
rheumatoid  arthritis  that  involved  nearly  every  joint  of  the  body. 
The  entire  spine,  even  including  the  occipito-axoid  joints,  was 
rigid  and  the  head  was  fixe<l  in  an  attitude  of  extreme  torti- 
collis. 


<  Becbterew.    Neaiol.  Centnlbl.,  vol.  11.  p.  426.    Senator.    Berlin,  k  Un.    Wocben.,  NOTM^'] 
li«r  W.  im7. 
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'Case  II.  Oideii-arUirit'm  of  Uie  Spine.  "  Spondylose  rhizo- 
nflique."  A  man,  aged  forty-six  years,  after  reiieated  attacks 
if  so-cjillcd  rheumatism  involving  tlie  larger  joints,  iiecame 
gmdually  disai)led  because  of  pain  an<l  stiffness  of  tiie  back  and 
^lecause  of  his  inability  to  stand  erect.     In  this  case  there  was 

omplete  anchylosis  of  the  spine,  except  of  the  small  joints  of  the 

Fio.  75. 


I  (MlTrinr  c'lrvnture  of  tiieaplne  In  mlolescenoe,  showlnt;  rvimoUoa  of  the  abdomen. 
This  dcforiDUj  may  be  mlitakeD  for  fpondyllils  delormuiui. 

I«rvicaj  region,  and  in  addition  the  right  thigh  was  flexed  upon 
"•'  body  at  such  an  angle  that  the  patient  could  walk  only  with 
L*'i  exaggerated  stoop.  The  joints  of  the  feet  were  sliglitiy  in- 
p'Jved  also.  No  cause  other  than  exposure  to  cohl  and  dampness 
[""uld  be  assigned.  The  symptoms  were  of  two  years'  dunition, 
Ifriods  of  comfort  alternating  with  disiibling  attacks  of  "  rheu- 
aatigm." 
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Case  III.  Spondylil'u  Deformam.  The  spine  of  this  patient,  a 
man  ngetl  forty-six  years,  was  absolutely  anchylosed  in  the  charac- 
teristic position.  The  occipito-axoid  joints  were  not  involved. 
Fourteen  years  before  he  hiul  suffered  from  a  severe  and  pro- 
longed attack  of  '*  inflauiniatory  rheumatism,"  affecting  nearly 
every  jrjinl,  but  uot  the  spine,  and  during  a  succeeding  period 
of  nine  years  he  ha<l  been  disabk'd  several  times  from  the  same 
cause.  Rich  illness  was  coincident  with  gonorrhtea.  Five 
years  before  examiiiiitioii  the  "  rhcuniatisni"  liiid  involvotl  the 
spine,  and  since  tlien  he  had  suffered  from  jiersistent  "  himliag<j." 
Gradually  the  stiffness  nf  the  spine  had  increased,  but  during 
this  lime  he  had  been  free  from  gonorrhveu  and  from  rheumatism 
as  well.  The  joints  were  normal  in  appearance  and  function. 
This  patient  suffers  principally  from  nervousness  and  irritability; 
lie  is  easily  startled  ;  he  feels  as  if  his  foreheati  were  elasped  by  a 
tight  baud.  His  direct  symptoms  are  pain  in  the  loins  and  pain 
radiating  under  the  .shoulder-blades,  iucrea.sed  by  walking  or  by 
jars.  His  e(|uilibriiim  is  disturbed  by  the  forward  projection  of 
the  head  and  l)y  the  obliteration  of  the  normal  lordosis,  so  tliat 
he  feels  himself  constantly  inclined  to  fall  forward,  whether  he 
is  sitting  or  standing. 

Case  IV.  In  another  case  very  similar  to  this,  in  a  man 
aged  thirty  years,  the  spine  had  become  rigid  in  a  few  months. 
The  patient  ascribed  the  disease  to  sleeping  out  of  doors.  There 
was  in  this  case  coincident  tuberculous  disease  of  the  lungs. 

Case  Y.  A  man,  aged  sixty-two  years,  presenting  the  clmr- 
acteristic  deformity  and  symptoms  of  the  subacute  type,  gave  the 
following  account  of  the  affection  :  Fifteen  years  before  he  had 
suffered  from  "chronic  lumbago."  The  pain  and  stiffness,  at 
first  limited  to  the  lower  region  of  the  spine,  had,  with  interven- 
ing periixls  of  remission,  gradually  ascended,  un<l  at  the  time  of 
examination  the  cervicid  region  was  the  sesit  of  the  more  active 
process.  He  had  been  treated  by  internal  remedies,  by  baths,  aod 
by  change  of  climate,  without  avail.  He  knew  he  had  the  "old 
man's  stoop,"  but  he  was  surprised  to  learn  that  the  source  of 
his  symptoms  was  a  disease  of  the  spine.  The  spine  was  rigid, 
although  not  anchylosed,  as  indicate<l  by  the  discomfort  on 
changing  from  one  position  to  another.  The  occipit«>axoid 
articulations  and  the  other  joints  were  free  from  disease. 

This  subacute  form  of  the  affection  is  very  common,  and,  as  in 
this  instance,  the  patients  are  usually  treated  for  rheumatism,  mus- 
cular or  otherwise,  for  many  years  before  the  true  diagnosis  is  made. 
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Treatment.  The  locsil  treatmeut  is  symptomatic.  Massage 
of  the  muscles,  hot  baths,  aod  the  like,  may  add  to  the  comfort 
of  the  patieut,  Imt  violent  exercise  or  pas.sive  movements  of  the 
cpiae  are  harmful.  Support  is  always  indicated  duriug  the  pro- 
greanve  stage  of  the  affection,  and  it  is  the  only  efficient  remedy. 
The  support  may  be  in  the  form  of  a  light  brace  or  jacket.  It  is 
particularly  efficacious  when  the  disease  is  limited  to  the  lower 
and  middle  region  of  the  spine.  In  such  ca.ses  under  efficient 
proteotion  the  muscular  spasm  subsides,  and  motion  returns  in 
some  degree.  Even  in  progressive  cjises  one  may  hope  to  pre- 
senre  the  lumbar  lordosis,  and  thus  lessen  the  general  effect  of 
the  deformity  when  the  spine  becomes  rigid.  In  certain  in- 
irtan(«9  in  which  anchylosis  is  not  established,  force  may  be 
empl<)ye<l  t<>  improve  the  contour  of  the  spine,  parlicujnrly  with 
the  lum  of  re-estnblishiug  the  luml>ar  lordosis,  and  thus  enHl)ling 
the  patient  to  stand  erect.  The  jwitient  learns  by  experience 
what  exercise  or  posture  increases  the  discomfort,  and  this 
«houhl  be  avoided  if  possible.  The  application  of  cauter}'  is 
oft^o  <>f  service,  and  self-suspension  at  intervals  may  relieve  the 
dnggiDg  sensation  in  the  muscles.  Rubber  heels  are  of  service 
in  IflOBeniug  the  jar.  As  has  been  stated,  in  some  cases  the  dis- 
ejt**  remains  loi-alize*!,  but  ordinarily  it  extends  along  the  spine. 
When  a  jwrt  of  the  spine  Ijecoraes  firmly  anchylosed  the  load 
dwoomfort  lessens  or  ceases,  and  is  transferred  to  the  part  where 
the  prooeaA  is  still  advancing. 

Kypbosb  of  Adolescents.  A  form  of  extreme  kyphosis  accom- 
panied by  stifTness  and  discomfort  is  sometimes  seen.  It  appears 
to  he  a  static  tlefonnity  induced  by  overwork  in  rapidly  growing 
•dolcsoento,  which  tinally  becomes  fixed  by  accommodative 
ebutges  in  the  Intnes  and  neighboring  tissues.  It  can  hardly 
be  dasBifieil  with  spondylitis  deformans,  although  there  may  be 
9ome  difficulty  in  distinguishing  between  the  two  (Fig.  75). 
In  favornblf  cases  partial  rectification  of  the  ilefonnity  by  force 
(the  Calot  operation)  is  indicate*!.  Afterward  support,  manipu- 
htioD,  and  exercises  slxiuld  be  employe<l. 


Osteitis  Deformans. 

8]monym.     I'aget's  dist<ase. 

l^teitis  deformans  is  a  general  disease  characterized  by  hyper- 
n|v  ami  softening  of  the  Iwnes.     The  deformity  of  the  spine 
^f^AiSlar  to  that  of  spon>lylitis  deformans,  but  the  rigidity  is  not 
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the  symptoms  appear  to  be  induced  by  injury,  and  in 
others  by  worry  or  overwork. 

Symptoms.  The  patient  usually  complains  of  a  dull  pain  in 
tho  back  of  the  neck,  or  in  the  lumbar  or  sacral  region,  of  a  con- 
stant tire<l  feeling,  and,  not  infrequently,  of  sharp  neuralgic  pain 
loealized  alMXit  a  certain  point  in  the  spine,  often  the  vertebra 
prominen.u.  The  contour  of  the  spine  may  be  normal,  but  most 
often  tliere  is  a  well-marked  tendency  toward  a  forward  droop,  the 
curve  of  weakness  (Fig.  76).  One  of  the  common  symptoms  of 
the  neurotic  spine  is  the  rji'trcnu;  local  tendernena,  or  In-penesthesia, 
of  the  skin  at  certain  points  along  the  spinous  processes.  Thus, 
if  one  passes  the  finger  gently  along  the  spine  the  patient  will 
often  shrink  or  crj'  out  because  of  the  pain.  As  a  rule,  there  is 
no  limitation  of  motion  or  muscular  spasm.  The  pain  is  local, 
Dot  referred  to  the  terminations  of  the  nerves  ;  in  fact,  the  symp- 
toms are  in  great  part  subjective  and  irregular  in  character,  as 
contrasted  with  those  of  Pott's  disease,  which  are  objective  and 
we]  I  defined. 

Treatment.  The  treatment  of  the  neurotic  spine  must  be 
general  in  character,  as  indicated  by  the  condition  of  the  patient. 
Locally,  n  light  back  brace  or  a  long  corset,  reinforced  if  neces- 
by  light  steel  back  bars,  adds  greatly  to  the  comfort  of  the 

^fwtient.    The  application  of  the  cautery  is  particularly  efficacious 
in  relieving  the  local  sensitiveness.     Massage  and  light  exercises 
»v  Ih!  employed  in  the  later  treatment.     Complete  recovery  is 

''tisually  long  delayed. 

The  Hysterical  Spine. 

The  hysterical  spine  is  considered  usually  as  synonymous  with 
the  oenrotio  spine,  but  as  there  are  many  individuals  who  suffer 
from  sensitive  spines  who  are  not  hysterical,  it  would  seem  proper 
to  limit  tlic  latter  term  to  the  hysterical  class. 

83rmptomB.  The  local  symptoms  do  not  differ  particularly 
fnim  th<K^  t>f  the  neurotic  spine  except  that  in  certain  instjinces 
Mutual  defonnity  may  be  present.  This  is  usually  an  exaggerated 
latesml  distortion,  most  marked  in  the  lumbar  region.  Like 
bTBterical  distortions  elsewhere,  it  may  follow  injury,  and  it  may 
Im  daimetl  that  this  injury  was  tlie  direct  cause  of  the  deformity. 
Except,  however,  as  a  possible  cause  of  the  appearance  of  a  par- 
ttoolar  manifestation  of  the  mental  condition,  it  is  evident  that 
00  form  of  iDJary  could  explain  the  symptoms  or  the  deformity. 
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Treatment.  Tlie  local  treatment  is  similar  to  that  of  tlie 
neurotic  Bpine. 

Pain  in  the  Lower  Part  of  the  Back. 

Dtsoonifort  in  the  lumbar  region  of  the  character  of  tire,  weak- 
ness, or  even  of  actual  pain  is  sometimes  an  accomjuiniment  of 
disease  or  ilisplucfau'iit  uf  the  ]ielvio  or  ahdominal  orgjins.  Pain 
in  this  region  i.s  also  a  cummuu  symptom  auioug  overworked 
women.  It  is  particularly  troublesome  when  for  any  reason  the 
himbur  litnlosis  is  exnggeratcil  tpni]M)rarily,  as  during  pregnancy, 
or  permiiiiciitly  as  a  conipeusatory  deformity  for  dorsal  I'ott's 
disease,  or  because  of  Hexion  of  the  thigh  after  hip  disease. 

As  a  result  of  strain  or  i>th(r  injury  symptoms  of  pain  and 
weakness  in  the  lumbar  region,  increased  by  sudden  motions  or 


Kio.   77. 


'i-<Jii.' 


/■:; 
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anwU  pelvis  or  Prague  {tnedlMiMjctlnni.    Insunceor  slight  forwftrd  dlapUusement  of  flfUi 
lumbar  reiiebn.    (Neuseteuer.) 

overexertion,  nmy  be  jKTsistent  an<l  disabling.  Such  cases  are 
often  classed  as  chronic  lumbago,  but  it  is  prolxible  that  there  is 
in  many  instances  a  distinct  injury  of  the  ligaments  or  deep 
muscles  of  the  spine  aggravated,  it  may  be,  in  certain  instances, 
by  rheumatism  or  other  general  affection  of  like  character. 

The  trfutment  must  be  primarily  directed  to  the  condition  of 
which  the  pain  is  a  symptom. 

When  motion  causes  pain  and  when  the  symptoms  are  per- 
sistent, as  in  the  lumbago  type  of  cases,  support  is  indicateil,  the 
Knigiit  i>race  or  plaster  corset  being  convenient  forms.  During 
the  more  acute  stage  the  application  of  tlie  cautery  and  the 
support  of  intersecting  strips  of  adhesive  plaster,  covering  a  wide 
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area,  will  often  relieve  the  pain.  Later,  massage,  electricity, 
tnd  the  like  ore  of  service. 

In  the  njilder  rases,  in  which  the  symptoms  may  be  dependent 
on  »  g«.-nera!  descent  of  the  abdominal  and  pelvic  organs,  an 

Nominal  l»elt  will  afford  great  relief. 

Spondylolisthesis. 

Pj>ondylolisthesis  is  a  deformity  in  which  the  body  of  one  of 
the  lower  lumbar  vertebra?,  most  often  the  fifth,  is  displace*!  for- 
wartl  and  downward  (Fig.  77).  The  displacement  is  peculiar  in 
that  the  spinous  process  may  remain  in  its  normal  |)osition,  while 
the  Uuninte  become  elongated  or  separated  from  the  displaced 
body.  The  condition  was  first  <le8cril)e<l  by  Killian  in  1854,  and 
it  WM  thoroughly  investigated  by  Neugelfaiier'  in  18!»0. 

The  supposed  causes  are  congenitiil  malformation,  injury,  and 
Bibly  disease  of  the  lumbosacral  articulation.  Lane  states 
that  slighter  degrees  of  the  deformity  are  often  observed  among 
laborers.  The  effect  of  the  displacement  is  to  exaggerate  the 
htmbar  lonloitui,  to  increase  the  prominence  of  the  sacrum,  an<l  of 
the  iliac  crests,  and  to  shorten  the  trunk.  The  deformity  is 
most  often  seen  in  women ;  in  fact,  its  chief  interest  lies  in  its 
effect  n|iou  childbirth.  As  a  rule,  however,  as  has  been  stated 
in  tiie  preceding  section,  an  increase  of  the  lumbar  lordosis  is 

Ily  attended  by  a  certain  degree  of  discomfort  and  pain.     In 
le  instaiKH^s  the  deformity  induces  a  swaggering  gait  resem- 
bling tlutt  of  bilateral  congenital  dislocation  of  the  hips. 
I  Lnvett"  has  described  a  case  in  which  the  tleformity  was  the 

It  of  direct  injurv-.  The  patient,  a  young  man,  was  success- 
foUy  treated  by  a  plaster  jacket.  Such  cases,  and  those  in  which 
di»plac«,'ment  is  the  result  of  disease,  may  require  orthopedic  treat- 
ment by  braces  or  other  support  for  the  relief  of  pain  and  for  tlie 
pre\'ention  of  further  deformity.     In  the  milder  ty[>e  exercises 

posture  are,  as  a  rule,  sufficient. 


Deformity  Secondary  to  Sciatica. 

SynonyiQ.     .Sointic  scoliosis. 

Cbrotiic  sciatica  often  induces  a  change  in  the  attitude  and  con- 
iif  tlie  apine  that  may  become  a  permanent  deformity  if  its 

>  Itmtt     TranaaoUon*  Amer1pi%n  Orthopollo  AwocUtloa.  vol.  z.  p.  33. 
•  rn>n>*.'tioiu  Amerlcnn  Ortbni>»llc  AaaoclftUnn,  vol.  x. 
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cause  persiste.  As  u  rule,  the  patieut  Imbitiially  incliues  the 
body  away  from  the  painful  part  in  order  to  relieve  it  from 
weight,  iukI  bonds  the  ho<Iy  slightly  forward  and  abducts  the 
limb  to  relax  the  tension  on  the  sensitive  nerve  or  plexus  of 
nerves.  Thus,  the  pelvis  on  the  affeete<l  side  projects,  there  is  a 
lateral  linnbar  convesity  toward  the  opposite  side,  and  often  the 
nornuil  Itunlmr  lordosis  is  lessened  or  lost  so  that  the  final  result 
may  be  a  jyersistcnt  lateral  curvature,  together  with  a  change  in 
the  anteroposterior  ojutour  of  the  spine.  If  the  deformity  per- 
sists a  second  eompensatorj*  curve  may  api>ear  (Fig.  "•'<).  If  the 
sciatica  is  a  symptom  of  a  more  widespread  neuritis,  muscular 
weakness  and  muscular  spasm  may  cause  variations  iu  the  typical 
attitude,  the  muscles  of  one  side  being  persistently  contracted. 

It  must  be  borne  in  mind  that  disease  of  the  hunbar  spine,  or 
of  the  jwlvic  bones  or  joints,  or  disease  of  the  adjacent  organs  or 
parts  may  set  up  sciatica  ;  thus,  the  cause  of  pain  should  In-  care- 
fully sought  for. 

Aside  from  the  direct  treatment  of  sciatica,  supjwrt  for  the 
spine,  preferably  a  light  corset,  may  be  indicated,  if  motion  aggra- 
vates the  pain.  If  the  defonuity  persists  it  should  be  correcte«l 
gradually  by  repeated  applications  of  the  plaster  jacket. 

XcnritlK  in  other  regions  of  the  spine  may  csiuse  symptoms  of 
rertecte«l  pain  and  local  sensitiveness.  These  symptoms  are 
increased  by  motion,  and  a  certain  amount  of  local  deformity, 
similar  in  character  to  that  ilue  to  sciatica,  may  be  present. 

The  treatment  is  similar  to  that  indicated  in  the  former  affection. 


Sacro-iliac  Disease. 

Tuberculous  disease  of  the  sacro-iliac  articulation  is  a  rare  affec- 
tion, and  extremely  so  iu  childhoo<l. 

Symptoms.  The  symptoms  are  piiin,  weakness,  limp,  and 
change  in  attitude.  The  jwin  is  referred  to  the  side  of  the  pelvis 
or  radiates  over  the  buttock  or  thigh.  It  is  increased  by  jars, 
by  turning  the  body  suddenly,  sometimes  by  coughing  or  laugh- 
ing ;  ami  a  peculiar  feeling  of  insecurity  and  weakness  is  some- 
times complained  of.  \s  a  rule,  the  body  is  inclined  towanl  the 
sound  limb;  thus  the  pelvis  is  lowered  on  the  affected  sitle  and 
the  leg  seems  longer  than  its  fellow.  In  the  early  stage  of  the 
disease  there  is  no  deformity  of  the  limb,  but  if  a  pelvic  abscess 
forms  the  thigh  may  become  flexed.  Locally,  there  may  l>c  sen- 
sitiveness to  pressure  on  the  artieulatiun,  an<l  swelling   in  tlie 
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aeighl>orhcHKl  of  the  disease,  although  this  is  usually  a  late  symp- 
tom. Pain  is  induced  by  lateral  pressure  on  the  pelvis  or  by 
aor  manipuliitioti  that  disturlis  the  articulation. 

Absoese  (inally  forms  in  the  majority  of  cases.  It  may  be 
extrapelvio  or  intrapelvic.  The  intrapt'lvic  abscess  may  present 
above  the  erest  of  the  ilium,  or 
the  pus  may  pass  through  tiie 
irjatic  notch,  or   appear  in  the 

liorectal  fossa,  or  break  into 
ror-fum. 

Diagnosis.  Sacro-iliac  dis- 
»y  be  mi.staken  for  gcindca 
or  toe  disease  of  the  /lip  or  spinf. 
The  freedom  of  motion  and  the 
thatnoe  of  muscular  spasm  when 
tbe  jielvis  is  fixe<l,  if  tlie  ex- 
amination is  carefully  conducted, 
ahuulil  exclude  l)oth  the  one  and 
the  other,  although  the  pain  on 
Literal  pressure,  which  is  de- 
scribed as  the  most  characteris- 
tic symptom,  miiy  Ik?  simuiatf.il 
closely  by  primary  acetabulnr 
dkease.  The  attitude  is  similar 
to  that  of  sciatica,  but  the  symp- 
toms of  local  sen,sitiveness  to  jai's 
■oil  to  manipulation  are  much 
nori'  markcl. 

Prognosis.  .\cc«>rding  to  the 
ftatintiis*  tlie  prognosis  is  verj' 
unfavorable,  prolMbly  because  the 
Btajority  of  the  reported  eii.<es 
were  in  adults  and  were  compli- 
cated by  infected  and  burrowing 
ahMcases,  which  constitute  the 
chief  (ianger  of  this  form  of  tu- 
berrulous  disease. 

Treatment.  The  liM-'nl  treat- 
ment consists    in    protecting  tlie    "" 

diMMed  parts  fn>m  injurj-  antl  in  the  nulical  removal  of  the 
diaeaae  if  it  has  readied  the  stage  of  abscess  formation,  if  this  l)e 
fMcible. 


DtfroimltfCAUfed  by  iK-nl>tciit  ti'UlU'a 
of  the  right  tide.  This  attitude  U  slmi- 
Ikr  tu  (tut  trmploiDKilc  of  Moro-lllAc  iU»- 
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In  the  ambulatory  treatment  of  advanced  cases  a  plaster  spica 
bandage  or  a  doable  Thomas  hip  brace  may  be  indicated,  but  in 
most  instances  a  broad,  strong  pelvic  girdle,  which  may  be  drawn 
tightly  about  the  pelvis,  will  be  most  eiiicient.  As  a  temporary 
support  wide,  encircling  bands  of  adhesive  plaster  may  be  used. 
If  motion  of  the  spine  causes  discomfort  a  spinal  brace  provided 
with  a  wide  pelvic  band  of  thin  steel  that  may  clasp  the  pelvis 
firmly  is  more  efficacious.  If  the  disease  is  progressive  rest  in 
bed  will  be  necessary. 

When  abscess  is  present  radical  treatment  is  usually  indi- 
cated. The  articulation  should  be  freely  exposed  and  the  dis- 
eased bone  should  be  entirely  removed,  if  possible.  Intrapelvic 
abscess  should  be  drained  through  a  direct  communication  in 
order  to  check,  if  possible,  the  tendency  toward  burrowing. 

Injury  of  the  Sacro-iliac  Articulation. 

In  some  instances  the  symptoms  of  sacro-iliac  disease  are 
apparently  due  directly  to  falls  on  the  buttock  or  pelvis  or  to 
strains.  In  such  cases  the  symptoms  are  similar  in  character 
to  those  described,  and  they  are  readily  relieved  by  the  same 
treatment. 
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ti>ry  in(!liuuti(>u,  ami  tliose  of  similar  origin,  jirc  not,  in  the  |iiii|M'r 
sense,  lateml  curvatures. 

In  persistput  liitnr.il  curvntiire  the  anterior  jtiirt  of  the  cnhiinn, 
made  up  of  (he  Ixwlies  of  the  vertebrte  that  support  the  wcij^ht.  is 
more  distorte<.I  than  are  the  spinous  processes,  because  lateral  flis- 
tortiou  is  alwnys  accompanied  by  a  certain  degree  of  twisting  or 
rotation  of  tlie  vertel>ral  hotlics.      This  rotation  is  in  the  direction 

Fio.  so. 


CuUKeiuial  titt&i  ■ouUiwli.    Compare  witb  Fig.  81. 

oF  the  convexity  of  the  curve,  and,  as  the  bodies  n)tale,  lh« 
spinous  processes  are  carried  in  the  reverse  direction.  Thus,  it  is 
that  well-marked  rotation  may  be  present,  although  there  may 
be  (^onl[>llratively  little  lateral  deviation  of  the  line  of  the  spinous 
prt)oesse8. 

In  the  physiological  movements  of  the  spine,  simple,  ilirect 
lateral  motion — that  is,  motion  allowed  by  the  small  joints  of  ilie 
spine  and  by  the  lateral  compression  of  the  inter\-crtebral  disks — 
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b  very  limited.  The  larger  movenienta  must  be  accompouied  by 
niUitiou  of  the  vertebral  bodies  by  which  this  continuous  or  solid 
part  of  the  culuuin  is,  as  it  were,  forced  from  the  shortened 
toward  the  lengthened  side  (Fig.  7ft).  When,  for  example,  one 
flexes  the  head  to  bring  the  ear  as  near  the  shoulder  as  is  {Mssible 
tlicrv  is  nfcessBirily  an  accompnuying  rotation  of  the  chin  in  the 
oppoAito  lUreeiion  caused  by  the  twisting  of  the  bodies  of  the 
cervical  vertebne  toward  the  convexity  of  the  curve.  Thus  torti- 
collis, in  which  the  neck  is  held  in  this  attitude,  causes  often  a 
fixe<l  njtary  lateral  curvature  of  the  lerNncal  vertebrte. 

In  the  simple  accomm(xlative  lateral  inclination  of  the  body  to 
one  side  or  the  other,  the  change  in  contour  of  the  spine  would  be 
more  noticeable  if  it  could  be  observed  from  the  front  rather  than 
frwm  the  back,  and  as  lateral  curvature  is  simply  a  persistent 
deviation  of  the  spine,  one  of  the  so-called  static  deformities  which 
are  directly  inducetl  or  exaggerate<l  by  superincumbent  weight, 
it  is  probable  that  rotation  of  the  vertebral  botlies  precedes,  in 
moet  instances,  the  lateral  distortion  that  first  attracts  attention. 

It  is  probable,  also,  that  slight  rotation  may  not  caiLse  at  once 

appreciable  degree  of  external  distortion,  and,  although  marked 
lateral  cur\'ature  is  necessarily  combined  with  rotation,  yet  it  is 
|K)^ible  that  a  slight  degree  of  direct  lateral  deviation  may  exist 
unaocitniiMinied  by  appreciable  rotation.  Rotation  is  usually 
understood  to  imply  fixe<l  deformity,  while  lateral  deviation  may 
niMUi  siinply  an  habitual  posture  ;  hut  it  is  far  simpler  to  consider 
the  two  as  purt.s  of  one  distortion.  The  true  and  important  dis- 
tinction is  between  habitiial  dejuiinity,  implying  the  habitual 
uiption  of  an  improper  attitu<le  in  which  the  accommodative 
es  in  structure  have  not  advanced  sufficiently  to  prevent 
volantary  or  pttssivc  correction,  and  fixrd  defortnity  in  which  the 
flhuiges  in  the  lM)nes  and  other  tissues  have  made  cure  difficult 
or  imposaible.  The  evidence  of  fixe<i  ileformity  is  rotation  that 
penistB  after  the  lateral  deviation  has  been  rivercome.  It  persists 
becauae  the  early  and  tmj>ortant  changes  mu.st  take  place  in  the 
bodies  of  tl>e  vertebne  that  supj^irt  the  weight,  but  there  is  no 
reason  to  l>elievc  that  habitual  rotation  as  an  accompaniment  of 
babitual  lateral  curvature  may  not  be  corrected  if  it  be  treated  at 
the  proper  tin>e. 

The  necessity  for  dividing  the  weight  alK>ut  the  centre  of 
grtrity  in  oriler  to  balance  the  Inxly  in  the  upright  |>osition 
iaot»  for  the  distribution  and  effects  of  lateral  curvature.  As 
aornuU  cwntour  of  the  spine  is  the  necessary  result  of  statio 
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tory  inclination,  and  those  of  similar  origin,  are  not,  in  the  projK^r 
sense,  lateral  curvatures. 

In  persistent  liitonil  curvature  the  anterior  part  of  the  column, 
made  up  of  the  bodies  of  the  vertebnv  that  support  the  weight,  is 
more  distorted  than  are  the  spinous  processes,  because  lateral  dis- 
tortion is  always  accompanied  by  a  certain  degree  of  twisting  or 
rotation  of  the  vertebnil  botlies.      This  rotation  is  in  the  direction 
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of  the  convexity  of  the  curve,  and,  as  the  bodies  rotate,  the 
spinous  proi'esses  are  carrie<l  in  the  reverse  direction.  Thus,  it  is 
that  well-marked  rotation  may  be  present,  although  there  may 
bfi  comparatively  little  lat«.-nil  deviation  of  the  line  of  the  spinous 
processes. 

In  the  physiological  movements  of  the  spine,  simple,  direct 
lateral  motion — that  is,  motion  allowed  by  the  small  joints  of  the 
spim-  aitd  bv  the  lateral  comprcssii»n  i>f  the  intervertebral  disks — 
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is  Vfry  limited.  The  larger  movements  must  be  accompanied  by 
rotation  of  the  vertebral  bodies  by  which  this  continuous  or  solid 
p*rt  of  tlift  ooliiniu  is,  as  it  were,  forced  from  the  shortened 
toward  tlie  lengthened  side  (Fig.  7!»).  When,  for  example,  one 
flexes  the  head  to  bring  the  ear  as  near  the  shoulder  as  is  poesilde 
there  is  necessarily  an  accompanying  rotation  of  the  chin  in  tlie 
opposite  direction  aiuse<i  l)y  the  twisting  of  the  l)o<lies  of  llie 
cervical  vertebrae  toward  the  convexity  of  the  curve.  Thus  torti- 
oollis,  in  which  the  net-lc  is  held  in  this  attitude,  causes  often  a 
fixed  njtarj'  lateral  curvature  of  the  cervical  vertebne. 

Jo  the  simple  accommodative  lateral  inclination  of  the  body  to 
ae  si«le  or  the  other,  the  change  in  contour  of  the  spine  would  be 

>re  noticeable  if  it  could  Ijc  observed  from  the  frout  rather  tlian 
from  the  back,  and  as  lateral  curvature  is  simply  a  j>ersisteut 
Bviation  of  the  spine,  one  of  the  so-cailetl  static  deformities  which 
directly  induced  or  exaggerated  by  superincumbent  weight, 
it  is  probable  that  rotation  of  the  vertebral  bodies  precedes,  in 
most  instances,  the  lateral  distortion  that  first  attracts  attention. 

It  is  pn)bable,  also,  that  slight  rotation  may  not  cause  at  once 

appreciable  degree  of  external  distortion,  and,  although  marked 
lateral  curvature  is  necessarily  combined  with  rotation,  yet  it  is 
poadble  that  a  slight  degree  of  direct  lateral  deviation  may  exist 
unaccompanied  by  appreciable  rotation.  Rotation  is  usually 
andersttKxi  to  imply  fixed  deformity,  while  lateral  deviation  may 
simply  an  habitual  posture  ;  but  it  is  far  simpler  to  consider 
two  as  parts  of  one  ilistortiou.  The  true  imd  important  dis- 
Unctioo   is  between    hahitual   defotinity,   implying  the  habitual 

imption  of  an  improper  attitude  in  which  the  accommwlative 
[ig<s  in  structure  have  not  advanced  sufficiently  to  prevent 
voluabtry  or  passive  correction,  and  fixed  deformity  in  which  the 
changei  in  the  bones  and  other  tissues  have  made  cure  dithcult 
cir  impossible.  The  evidence  of  fixed  deformity  is  rotation  that 
persists  after  the  lateral  deviation  has  been  overcome.  It  persists 
iwcauM  the  early  and  important  changes  must  take  place  in  the 
bodiea  of  the  vertebne  that  supjxirt  the  weight,  but  there  is  no 
raaaon  to  believe  that  habitual  rotation  as  an  accompaniment  of 
habitual  lateml  cur\"ntnre  may  not  be  corrected  if  it  be  treated  at 
t]»e  proper  tin«j. 

The  neoeiioity   for  dividing  the  weight    aliout   the  centre  of 

ivity  in  ortler  t«>  balance  the  bo<ly  iu  the  upright  |>ositioo 
lots  for  the  distribution  and  effects  of  lateral  curvature.  As 
the  oormal  contour  of  the  spine  is  the  necessary  result  of  static 
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conditions,  a  change  from  this  normal  relation  of  one  part  neces- 
sitates a  corregimndiug  change  elsewhere.  If  there  be  a  primaiy 
lumbar  ciirvntiire  and  rotation  to  the  left  in  tlio  lower  region,  a 
corre8j>onding  liiterul  deviation  and  rotation  to  tlie  right  in  the 
r^on  above  usually  develops,  thus  restoring  the  balance  of  the 
body.  This  explains  the  ordinary  S-sha|>ed  or  double  curve  of 
scoliosis,  one  of  which  is  primary  and  the  other  secondary.  These 
curves  may  divide  the  spine  equally  or  there  may  be  a  long  and 
a  sliort  one,  and  oeea.sionally  three  distinct  curves  may  b<'  present. 
If  the  primary  curve  is  slight,  the  secondary  curvature  will  be 
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Comi«re  wliti  Fig.  80. 

slight  also,  and  the  primary  curve  persists  doubtless  for  a  time 
before  the  secondary  di.stortion  apiM-ars,  In  some  instances  the 
spine  may  be  bent  laterally  into  one  long  curve,  ''  total  scoliosis  " 
(Fig.  SO).  This  is  probably,  in  many  instances  at  least,  the 
initial  stage  of  the  onlinary  type  of  scoliosis,  the  long  curve  Iteiug 
afterward  divided,  although  it  may  persist.  In  childhood  total 
scoliosis  is  often  combined  with  general  posterior  curvature,  and 
it  is  jx^uliar  in  that  the  torsion  of  the  vcrtei)rn?  may  In?  toward 
the  concave  instead  of  the  convex  side,  as  is  usual,  the  torsion 
representing  probably  the  early  stages  of  the  secondar}-  or  oom- 
pensjitory  <:urve. 


r  lumbar  cnnmtnre  lo  Um  left.    A  "  lUi  txick  "  mitrkeil  rtilatloii  nrltb  but  ttlf  M 
laienl  curvmture. 

pemsts,  tho  weight  can  be  Ijalanced  only  by  swaying  the  entiro 
bo<Iy  on  tlie  [m^Ivim,  in  the  direction  opposed  to  tlie  distortion. 
TJiia  roitores  the  balance,  but  not  the  symmetry  ( Fig.  iM). 


Rotation  and  Lateral  DeviatioQ. 

n>tatiou   of  tlie  spine  c:irrie!<  with  it,  of  course,  all  the 
It  are  attached  to  it.   When  the  patient  atauds  in  the  erect 
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attitude  tiie  simple  lateral  distortion  is  most  noticeable  (Fig.  80), 
but  when  the  body  is  bent  forward  the  twist  of  the  truni<  becomes 
the  prominent  defnrmitv  (Fig.  SI).  If  the  thoracic  region  is 
involved,  thi;  rilw,  on  the  side  toward  wliii^li  the  spine  is  rotated, 
project  backward,  and  on  the  other  side  of  the  spine  there  is  an 
abnormal  flatness  or  depression.  The  projection  of  the  ribs  due 
to  tlie  twisting  of  the  thorax  is  far  more  noticeable  than  ii>  the 
simple  twisting  of  the  free  portions  of  the  spine  in  the  neck  or 

FlO.  88. 


SootlcaU  with  marked  pcwtertor  delonnlt]r. 


loins ;  and  in  these  regions  the  projecting  transverse  processes 
covered  by  the  thick  layers  of  muscles  yet  unaccompanied  by 
marked  lateral  deviation,  may  ciinse  mistakes  in  diagnosis.  In 
the  cervical  region,  for  e.xainp]e,  as  an  accompaniment  of  acute 
torticollis,  tJie  projection  may  be  mistaken  for  abscess ;  and  in 
the  lumbar  regiou  it  has  Ikjcu  mistaken  for  a  new-growth  attached 
to  the  spiiie. 
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Although  persistent  lateral  curvature  of  the  spine  is  always 
^jgtB0OD)|>auie(I  l)y  rotation,  the  degree  of  rotation  docs  not  alwaj's 
eorre<{iond  to  that  of  the  more  evident  latirnl  deviation.  In  the 
instance  cited,  rotation  in  the  luml>ar  region,  so  extreme  as  to 
•^imuLite  an  abnormal  growth,  may  exist  with  but  slight  lateral 
di»t«>rtioD  ;  while  in  other  cases  the  body  appears  to  l>e  greatly 
di.splm*ed  to  one  side,  althougli  there  may  l>e  oom|)uratively  little 
fixed  rotation.  Again,  as  has  been  stated,  the  lateral  deviation 
of  the  trunk  ii*  usually  more  noticeable  than  the  rotation,  which 
in  the  i^lighte^t  grades  of  deformity  is  only  made  appareut  when 
the  patient  is  bent  forward  so  that  the  back  may  be  inspected  in 
the  horizontal  position.  It  may  be  noted,  also,  that  the  degree 
of  habitual  latend  distortion  of  the  body  does  not  correspond  to 
the  degree  of  fixed  distortion.  One  individual,  by  voluntary 
effort,  may  practicsilly  conceal  ndvanced  deformity,  while  another 
who  makes  no  effort  to  correct  the  improper  posture  appears  to 
I*  greatly  distorted,  although  the  fixed  changes  may  In;  very 
slight. 

The  effects  of  the  deformity,  both  general  aud  local,  depend 
U|ion  its  situation  and  its  degree.  In  one  instance  it  may  be  so 
slight  as  to  {Hiss  unnoticed,  and  in  another  the  distortion  may 
«(|iial  that  of  I'ott's  disease  (Fig.  8.'S).  If  compensation  be  per- 
fect— that  ia,  if  the  deformity  is  etjually  distributed  on  either 
side  of  the  median  line — the  general  symmetry  of  the  body  may 
be  bnt  slightly  disturbed.  Or,  if  the  compensation  for  the 
primary  deformity  of  the  lumbar  region  is  distributed  throughout 
the  remainder  of  the  spine,  noticeable  distortion  may  be  insig- 
nificant, hut  when  there  is  a  long  curve  involving  the  thoracic 
legion  tlie  lateral  and  posterior  displacement  cannot  be  i-oncealed 
(Fig.  M). 

Changes  in  the  Anteroposterior  Contour. 

lAtrml  distortion  involves,  also,  secondary  changes  in  the 
■at«roj>o;«terior  outline  of  the  spine.  When  the  ilistortion  is 
marked  the  stature  is  shortened,  sometimes  very  noticeably. 
This  shortening  is,  of  course,  greater  when  the  anteroposterior 
corves  are  increasetl  in  addition  to  the  lateral  deviation.  Ami, 
in  |;«icml,  one  may  recognize  two  ty{>es  of  lateral  curvature :  one 
in  which  the  back  is  flatter  than  normal,  in  which  the  antero- 
puAterior  curves  are  diminished,  and  another  in  which  they  are 


It  has  been  stated  in  the  account  of  Pott's  disease  that  deform- 
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ity  in  one  segment  of  the  spine  always  caused  a  cliange  in  the 
contour  of  the  spine  as  a  whole,  that  an  obliteration  or  a  lessen- 
ing of  the  fuiieiivity  of  the  lumbar  region  was  aticompanitd  by  a 
corresponiliug  (latteiiiiig  of  the  normal  tlorMiil  kyphosis.  On  the 
other  hand,  that  an  increase  in  the  backward  projection  of  the  ■ 
dorsfil  region  caused  an  increase  in  the  concavity  of  the  parts  below. 
The  variations  in  the  aMlcrop<jsterior  contour  of  the  spine  in 
lateral  curvature  may  be  accounted  for  in  the  same  manner.  In  ■ 
the  one  instance  the  priiuiiry  deforinity  is  of  the  lower  region, 
and  with  its  accompanying  backward  twist  of  (he  vertebral  bodies 
it  lessens  the  tunibar  lordosis  and  tends  to  flatten  the  back 
(Fig.  82).  If,  on  the  other  hand,  the  deformity  begins  in  the 
thoracic  region,  the  primary  effect  is  to  increase  the  backward 
projection,  and  this  in  tnrn  tends  to  exaggerate  the  lumbar 
lordosis  (Fig.  8;i}.  Thus,  the  shortening  of  the  trunk  in  the 
lumbar  region  caused  by  the  lateral  deviation  may  be  to  a  certain 
extent  couipensateil  in  the  first  instance,  while  in  the  other  Iwth 
the  primary  and  secondary  distortions  tend  to  re<lnce  the  height 


The  "High"  Shoulder  and  the  "ffigh"  Hip. 
When  the  convexity  of  the  primary  curve  is,  for  example,  to 
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the  left  in  the  lumbar  region,  tlie  trunk  is  displaced  somewhat 
to  the  left,  conseijucutly  the  right  "hip"  becomes  abnormally 
prominent ;  and  in  compensation  for  the  displacenieut  below 
there  is  a  corresponding  twist  in  the  opposite  direction  above. 
The  spine  bending,  and  at  the  same  time  rotiitiug  toward  the 
right,  carrying  with  it  the  ribs,  elevates  the  shoulder  and  makes 
the  scapula  prominent.  Thus  it  is  that  in  the  ordinary  S-sha|)e<i 
curve  the  high  shoulder  and  the  projecting  hip  appear  usually 
upon  the  same  side  of  the  i)o<ly.  But  in  less  regular  varieties  of 
distortion,  when,  for  example,  there  is  marked  general  lateral  ■ 
deviation  of  the  trunk  as  a  whole,  the  high  shoulder  may  be  on 
the  oppiisite  side  (Fig.  84).  It  is  probable  tliat  the  primary  curv- 
ature is  commonly  in  the  lumbar  region  and  toward  the  left,  the 
compensation  to  the  right  appearing  at  a  later  time.  This  is 
certainly  true  of  the  milder  types  of  postural  <;urvature. 

Pathology.  Lateral  curvature  of  the  spine  is  a  deformity, 
not  a  disease,  nor  is  it  in  the  ordinary  eases  an  effect  of  di.sease. 
For  this  reason  the  description  of  the  pathology  which  is  merely 
a  more  detailed  account  of  the  deformity  and  of  its  secondary 
effects  Hjion  the  trunk  and  its  contents  may,  for  convenience, 
precede  the  discussion  of  tlie  etiology. 
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III  such  a  description  oue  must  consider  the  spine  as  !i  whole,  ii 
>lumn  bent  and  twisted,  in  which  each  component  segment  bears 
fhare  of  the  genenil  distortion.  The  vertebra  at  the  apex  nf 
noh  curve  siiows  the  greatest  change.  If  the  rotation  and  lateral 
■deviation  is  to  the  right  the  vertebral  bo<ly  is  somewhat  wedgo- 
slmjjed,  the  apex  of  the  wedge  being  directed  l)aek\vard  and  to 
the  left.     Its  lateral  diameter  is  increased  and  the  superior  and 
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I'T  margins  at  the  narrow  side  overhang  the  centre  of  the 
bi  increasing  its  lafend  concavity  (Fig.  88).  Similar  aceom- 
""'dittive  changes,  although  less  marked,  are  to  be  fiinn4l  in  the 
!"tiini|ar  procosses  and  in  the  lamiiue ;  in  fact,  all  the  \ii\vU  on 
'^*'  woeavo  side  arc  broadened,  shortenetl,  and  lessened  in  verticsil 
|Uiin)eter  as  compared  with  those  on  the  convex  side  of  the  spine. 
">^  ehangej*  alTect  the  shape  of  the  neural  canal,  which  becomes 


158 


OR THOPEDIC  SURGERY. 


somewhat  ovoid  in  outline,  the  base  being  directed  toward  the 
convexity  of  the  curve  (Fig.  89).  In  the  vertebrw,  inchided  in 
the  compensatory  curvature,  the  deformities  are  reverscil,  and 
the  intermediate  ailments  show  the  transitional  changes  between 


the  two  extremes.  The  intervertebnil  disks  become  wedge-shaped 
also,  and  atrophicfl  on  the  side  sui)joctod  to  greatest  pressure,  the 
changes  in   these  smfler  tissues  preceding,  undoul)tedly,  those  in 
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the  bones.  The  articulations  of  the  vertebrje  become  changed  in 
shape  and  position  in  the  general  adaptation  to  the  deformity 
and  the  ligaments  are  shortened  or  lengthenetl  according  to  their 

I  relation  to  the  distortion. 
On  section  the  internal  structure  of  the  vertebne  shows  tlie 
same  adaptive  ohangt-s  tiiat  are  i-vident  nn  the  exterior.  In  the 
narrowed  parts  of  the  bones  that  bear  the  weight  the  tissue  is 
thick  and  compact,  and  on  the  (>p|y)site  side  it  is  attenuated  and 
atrophied. 

The  mobility  of  the  spine  is  lessenetl  by  these  clianges  in  its 
shape   and  structure,  primarily  by  the  distortion,  later   by  tiie 
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lefaortening  of  the  tissues  on  the  concave  side,  by  the  irregularities 

lof^tlie  vertebral  l>odies,  by  the  interference  of  the  newly  forme*! 

jr  transformed  bone  which  is  thrown  out  about  the  margins  of 

the  vertebne  and   the  articular  processes,  and   by  ossification  of 

the  j)crio«teum  and   ligamentous  coverings  of  the  adjacent  bones. 

tThiis,  in  fixed  deformity  there  may  be,  at  the  points  of  greatest 

Idistortion,  practical  anchylosis.     The  muscles  of  the  back,  lx>th 

liutrinsic  and  extrinsic,  iindei^o  adaptative  changes,  and,   as  a 
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rule,  they  are,  in  general,  relatively  weak,  especially  so  if  the 
iiintions  of  the  spine  are  much  intcrfere<l  with. 

Tliir  distortion  of  the  vertebral  column  causes,  of  course,  a  dis- 
tortion of  the  trunk  of  which  it  is  tlic  support,  and  this  distortion 
is  of  the  greatest  importance  in  its  effect  upon  the  thorax.  The 
deformity  of  the  thorax  is  somewhat  difficult  to  describe,  because 
the  distortion  of  the  dorsjil  vcrtcbne  docs  not  affect  the  thorax 
equally ;  thus,  it  is  not  twisted  an  a  whole,  nor  flexed  as  a  whole. 
The  n;iture  of  the  deformity  may  be  l)etter  understood  by  «)nsid- 
<'riug  the  sternum  as  a  Hxcd  jwint;  this,  as  a  matter  of  fact,  it  is, 
as  compared  with  the  spine.  At  the  apex  of  the  convexity  of 
the  curve  the  ribs  are  drawn  sharply  backward  with  the  trans- 
verse processes  to  which  they  are  attached ;  their  angles  project 
by  the  side  of  and  beyond,  sometimes  covering  and  concealing 
the  spinous  processes,  and  tlie  lateral  convexity  of  the  chest  is 
dimiDi>hed  or  lost.  On  the  opposite  side  the  back  is  broadeneci 
and  flattened.  The  effect  of  the  rotation  is  to  diminish  the 
capacity  of  the  chest  on  the  convex  side,  ajid  to  increase  that  of 
the  coucave  side  (Fig.  90).  On  the  c<mvex  side  the  ribs  are 
elevated,  and  their  inclination  is  increase*!.  On  the  concave  side 
the  intercostal  spaces  are  narrowed  and  the  inclination  is  lessened 
(Fig.  S7).  The  anteroposterior  diameter  of  the  chest  is  increase*! 
or  diminished  according  to  the  change  in  the  antcrojwsterior 
contour  of  the  spine.  If  the  dorsal  kyphosis  is  exaggerated  the 
effect  is  to  dec)>cn  the  chest  (Fig.  83)  ;  if  it  is  diminishe<l,  the 
diameter  of  tlio  thorax  is  correspondingly  lessenetl. 

The  cervical   section  of  the  spine  is  not  often  involved,  to  a 
marke<l  degree  at  least,  in  the  lateral  deformity.     But  in  extreme 
cases,  in   wl\icii   the   neck  and   head  are  habitually  distorted,  the 
skull  may  show  secondar\'  changes  similar  to  those  induced  by  ■ 
pcrsif^tent  torticollis. 

At  the  other  extremity  of  the  spiue  the  pelvis  is  not,  as  a  rule, 
noticeably  deformed.  In  some  instances  the  oblique  diameter,  | 
opposed  to  the  convexity  of  the  lumbar  deformity,  may  be  in- 
creast'd,  and  if  the  lateral  deviation  of  the  lumbar  spine  is  extreme 
the  pelvis  may  be  so  tilte<l  that  the  limb  on  the  elevated  side 
Ix-eomes  pnictieally  shorter  tiuui  its  fellow. 

In  tiie  (changes  that  have  been  dcscribeil  the  contents  of  the 
trunk  participate  to  a  greater  or  less  degree.  The  lung  on  the 
convex  side  is  more  or  less  t!ompre3sc<l  by  the  distorted  ribs  an<l 
by  the  displace<l  vertebral  bo<lies.  The  heart  may  be  di.si>laccd 
laterally  or  upward,  according  to  the  position  of  the  deformity. 
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ao'l  the  bloodvessels  are  changed  in  direction,  and,  it  may  be, 
ftltcred  in  calibre.  In  those  cases  in  which  the  thorax  is  markedly 
the  effect  is  similar  to  that  of  the  deformity  of  I'ott's 
(;  respiration  is  shallow  and  rapid,  the  piiise-nite  is  usually 
inoraased,  and  other  evidences  of  interference  with  the  vital 
functions  may  Ix?  apjmrent.  The  alidoniiniii  organs  are  affected, 
doubtless,  in  a  similar  manner,  but  symptoms  due  to  this  cause 
an-  not,  as  a  rule,  as  clearly  marked.' 

Kachmann  investigated  llie  secondary  changes  induced  l>y 
severe  sailiotic  deformity  coming  under  his  observation  in  the 
{Mthological  institute  of  Breslau.  In  91. :S  percent,  of  the  sub- 
jects rirf<.-ct  or  disease  of  the  circulatory,  and  in  SUt.  1  yter  cent,  of 
the  n-spiratory  apjuiratus,  was  observed. 

Etiology.  Relative  Frequency.  Lateral  curvature  of  the  spine 
I  of  the  most  common  of  deformities.     In  a  |)eriotl  of  fifteen 


FlO.  89. 


yfy- 


ni«Bt«  lo  tliape  et  Uw  apliul  nnd.  broader  on  tbe  oonTex  •id*.   (Uoflk.) 

jtan — 1k8->-1K!)!> — 32i)2  cases  were  recorded  in  the  out-patient 
dcfarunent  of  the  Hospital  for  Ru])tnreil  and  Crippled,  a  number 
only  exceeded  by  that  of  Ixiw-legs,  of  which   •")();{0  (rases  were 
treated  during  the  same  |)eriod. 
The  'statistics  licaring  u|><>n   the  relative  fre<|Uency  of  lateral 
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curvature  among  children  in  general  are  those  of  Drachmanii, 
who  found  among  28,125  school-children  (16,789  boys,  11,386 
girls)  of  Denmark  .UiS  raises  of  scoliosis  (1.3  per  cent.),  and 
those  of  Scholder,  Worth,  and  Coinhe,'  who  found  571  cases  of 
lateral  curvature  among  2314  school-children  of  Switzerland 
(24.6  per  cent.),  a  discrepancy  that  is  somewhat  difficult  to 
explain. 

Bex.  I>ateral  curvature  of  the  spine  is  far  more  common 
among  females  than  mules.  Of  the  ."^252  cases  referre<l  to,  2554 
(78,5  per  cent.)  were  in  females  and  698  (21.4  per  cent.)  were  in 
males. 

Fia.  90. 


Deforiniiy  of  tbe  Uiomx  In  Kollosia.    (HuffA.) 

The  lowest  percentage  of  males  in  any  one  of  the  fifteen  years 
was  14.8,  the  highest  25.1.  Thi*i  jjroportion  of  one  male  to  four 
females  is  somewhat  larger  than  in  the  smaller  groups  of  cases 
rt'porteil  by  other  olwervers. 

The  Hne<iual  distribution  of  the  deformity  between  the  sexes 
is  of  great  interest  as  bearing  on  the  ([Uestion  of  etiology  ;  es|)e- 
cially  so  as  in  the  crises  that  develop  in  early  childhoo<l,  sex 
appears  to  exercise  practically  no  influence.  It  has  been  sug- 
gestcil  that  curvature  of  the  spine  in  a  girl  is  looked  ujxm  with 
more  solicitude  liy  the  niotber  ihan  is  the  same  deformity  in  a 
l>oy,  therefore,  more  girls  are  brought  for  treatmeut.  There  may 
be  some  biusis  for  this  argument,  for  it  is  certain  that  distortions 
of  the  lower  extremities  are  considered  of  greater  importance  in 
male  than  in  female  children,  iKHisiuse  of  tlie  concealment  to  be 
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afforded  by  the  skirts,  if  the  deformity  is  not  outgrown.  But 
granting  that  statistics  are  somewhat  unreliable,  there  can  be  no 
doubt  but  that  this  deformity  is  far  more  common  among  girls 
than  boys  and  that  the  disproportion  may  be  explained,  in  great 
part  at  least,  by  the  differences  in  dress  and  in  manner  of  life. 

Age.  One  thousand  two  hundred  and  ninety-nine  (39.9  per 
cent)  of  the  3252  patients  referred  to  were  less  than  fourteen 
years  of  age ;  1676  (48.4  per  cent.)  were  between  fourteen  and 
twenty-one;  377  (11.6  per  cent.)  were  more  than  twenty-one 
years  of  age.  These  statistics  simply  show  the  age  of  the  patients 
at  the  time  treatment  was  sought,  and  they  are  of  little  value 
as  an  indication  of  the  age  at  which  deformity  might  have  been 
detected  had  it  been  looked  for. 

There  is  no  reason  to  suppose  that  lateral  curvature  of  the 
spine  differs  in  its  etiology  from  similar  deformities  of  other 
parts,  except  in  so  far  as  each  region  of  the  body  is  more  or  less 
susceptible  to  deforming  influences  at  one  time  than  another. 

For  example,  rhachitic  deformities  of  the  upper  extremities 
practically  never  develop  except  in  infancy,  and  they  begin  to 
correct  themselves  when  the  erect  posture  is  assumed  or  at  the 
very  time  when  distortions  of  similar  origin  of  the  lower  extrem- 
ities appear  or  increase.  When  deformities  of  this  class,  whether 
of  the  spine  or  limbs,  appear  in  later  childhood  or  adolescence  it 
may  be  assumed  that,  in  many  instances  at  least,  the  tendency 
toward  the  particular  deformity,  or  even  a  slight  degree  of 
deformity,  was  acquired  at  an  early  age,  that  it  remained  latent 
until  the  conditions  appeared  which  favored  its  further  develop- 
ment. This  point  is  illustrated  by  the  statistics  of  Eulenburg 
of  1000  cases  of  lateral  curvature  analyzed  with  reference  to  the 
inception  of  the  deformity. 

Between  birth  and  the  sixth  year 78 

"       the  sixth  and  seventh  yean 216 

"        the  seventh  and  tenth  yean 564 

"       the  tenth  and  fourteenth  years 107 

After  the  fourteenth  year 35 

1000 

It  will  be  noted  that  but  142  (14.2  per  cent.)  of  these  patients 
were  more  than  fourteen  years  of  age  as  contrasted  with  the 
general  statistics  of  the  Hospital  for  Ruptured  and  Crippled,  in 
which  60  per  cent,  were  beyond  this  age. 

Dr.  Walter  Truslow,  who  for  several  years  had  the  imme<liate 
charge  of  the  treatment  of  lateral  curvature  at  the  Hospital  for 
Ruptured   and  Crippled,   has    prepared  for  me  statistics  of  a 
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number  of  the  cases  treated,  by  gymnastic  exercises,  which  illus- 
trate the  same  point. 

A. — Age  when  Theatment  was  Bkodn. 

Age  when  examined.                                               Ualet.  f\emale$.  tbUU. 

*  ye»r« 0  1  1 

5   "  0  1  I 

«   "  .       1  1  2 

7   "  ....       .   .    .  <  2  « 

»   "        4  7  11 

»   "        .4  4  8 

10  •'  .2  7  9 

11  "               It  13  16 

12  "  X  16  19 

IS   "        4  28  82 

14  •'  S  25  80 

15  "  3  21  24 

16  "  8  14  22 

17  ••  2  6  8 

18  "  1  2  3 

19  "        0  1  I 

20  •'  0  I  1 

21  "  0  4  4 

28  ••  .0  1  1 

24  ••  0  1  1 

82  ••  0  1  1 

44        157        201 

B. — Age  whes  the  Deformity  was  Dkcovebed. 

Ualei.  Female$. 

Congeniul  (sex  not  atated)     ....  2 

During  Infancy  (sex  not  Btiile<1)      .       .       .  19 

Between  8  and   6  years 16  10  6 

6    "    10     ■• 41  10  81 

10    "    IS      •' 62  6  5« 

••        13    ••    13      '• 27  8  24 

Over        IS  years 14  8  11 

Unknown 20 

201  82  128 

But  44  of  the  181  patients  (22.6  per  cent.)  were  more  than 
thirteen  years  of  age  at  the  time  when  the  deformity  was  first 
noticed,  although  nearly  50  per  cent,  were  older  than  this  when 
treatment  was  applied  for.  In  the  first  table  it  will  be  noted 
that  of  the  38  patients  who  were  ten  years  of  age  or  less  15,  or 
about  40  per  cent,  of  the  number,  were  males.  In  25  of  the  37 
IKitients  in  whom  the  deformity  attracted  attention  at  or  before 
the  sixth  year  rhachitis  was  the  apparent  cause. 

I4iteral  curvature  of  the  spine  is  one  of  the  penalties  of  the 
erect  posture,  and  the  force  of  gravity  must  be  considered  both 
as  a  predisposing  and  as  an  exciting  cause  of  the  deformity. 

The  more  direct  tendency  of  the  force  of  gravity  is  to  cause 
the  l)ody  to  fall  forwanl  and  to  increase  the  posterior  cur\'ature 
of  the  spine,  but  wlicnever  there  is  a  persistent  inclination  of  the 
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Apine  to  one  or  the  other  side  tliis  inclination  is  likely  to  be  in- 
creased to  deformity  under  favorinj;  c-onditions.  These  favoring 
conditions  \vou!<l  include  general  weakiK'.ss  from  any  «in.se;  over- 
work that  iiiuy  iuditce  fatigue,  and  all  factors,  mechanical  or 
iitherwi^,  that  may  add  to  the  diftioidty  of  holding  the  trunk 
erect  under  the  pressure  of  the  su|ierincuml>ent  weight. 

Although  it  is  not  difficult  tr>  suggest  the  ])redisp<)sing  causes 
of  Isteml  curx'ature,  it  is  by  no  means  as  easy  to  point  out  the 
direct  ("uuse  of  the  original  inclination  of  the  spine  to  one  or  the 
Other  side  of  the  median  line  that  is  the  first  step  toward  fixed 
deformity.  In  a  certain  numlwr  of  cases,  however,  the  relation 
between  cause  and  effect  is  sufficiently  evident,  and  these  causes 
may  be  enumenitwl  before  considering  the  larger  class  in  which 
the  eti«)logy  is  more  obscure. 

1.  Latend  curvatun-  secondary  to  deformity  of  other  parts. 

2.  Static  or  compensatory  deformity. 

3.  Deformity  secon<lary  to  disease  of  the  nervous  system. 

4.  Deformity  secondary  to  disease  of  the  thoracic  organs. 
o.  Incidental  deformity. 

6.  Deformity  tliie  to  occupation. 

7,  Congenital  deformity. 
J*.  Rhachitic  deformity. 

1.  Lateral  Curvatire  Sfxivvpary  to  Deformity  Ei..se- 
wilRRE.  (a)  Lateral  curvature  of  the  spine  may  be  a  compen- 
mtorj  effect  of  torticollis,  either  congcnitid  or  ac(juired.  (6)  It 
WKf  be  induced  by  distortion  or  inei^iiality  of  the  lower  extrem- 
itiea.  For  example,  fixed  adduction  of  the  thigh  necessitates  an 
apwanl  tilting  of  the  pelvis  whenever  the  limb  is  brought  into 
the  normal  line,  whether  the  patient  is  standing,  sitting,  or 
Ijriog ;  and  this  deformity  when  extreme  may  induce  lateral 
onrvature  even  in  l>edridden  patients. 

2.  C'oMi'KNsAToitv  Deformity.  The  same  eflFect  is  sometimes 
observed  in  certain  instances  of  inequality  of  the  length  of  the 
lower  extremities.  In  the  erect  posture  the  pelvis  is  tilteil  down- 
ward 'Ml  one  side,  and  this  in  turn  necessitating  a  twist  of  the 
efifaM.  Simple  ine<|uality  of  the  limbs  is  an  occasional  but  not  a 
eomiBoa  muse  of  fixed  deformity,  l>ei-:uise  its  inHuence  ceases  in 
the  eitdog  and  reciining  postures,  and  because  the  inetjualily  is 
BO  ofteo  rompensatcrl,  if  it  be  extreme,  by  walking  on  the  toe  or 
bjr  raislni;  the  sole  of  the  shoe. 

An  increas«»  in  the  length  of  a  limb,  such  as  may  lie  cauae<^l  by 
a  fixi'd  eipiinut  of  the  foot,  seems  to  have  more  influence  in  caus- 
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iag  secondary  deformity  than  does  shortening,  l>ecause  no  attempt 
is  made  to  compensate  for  the  ine(|Uality. 

3.  Lateral  Cirvature  Secondary  to  Paralysis.  lat- 
eral deformity  of  the  spine  may  be  catised  indirectly  by  a  niiml>er 
of  distinct  diseases  f)f  the  nervous  system,  but  in  this  connection 
only  one  need  be  considered — anterior  poliomyelitis.  This  form 
of  paralysis  may  act  in  several  ways.  It  may  induce  deformity 
by  distortion  of  a  lower  extremity  or  by  ine<juality  in  the  length 
of  the  lintlts  due  to  retanlation  of  growth.  It  may  pre<lis|iosc 
to  deformity  by  the  general  weakness  that  it  causes,  or  the  trunk 
may  be  unbalanced  by  loss  of  function  in  one  of  the  upper 
extremities,  but  the  niore  extreme  cases  of  deformity  arc  caused 
by  unilateral  jjaralysis  of  the  muscles  of  the  trunk.  As  a  result, 
the  expansion  of  one  side  of  the  thorax  is  interfered  with  and  the 
unaffected,  or  less  affected,  side  taking  on  increased  activity, 
develops  at  the  expense  of  the  disabled  part.  Thus,  the  con- 
vexity of  the  curve  is  usually  toward  the  sound  side. 

4.  Lateral  Curvatire  Secondary  to  Disease  wituin 
THE  TiioRArir  \Vai,i>.  The  most  common  cause  of  <leformity 
of  this  class  is  persistent  empyema.  The  lung  is  primarily  com- 
pressed by  the  effused  fluid,  and  its  function  is  finally  iinpairtHl 
or  abolished  by  the  adhesions  that  form  between  it  and  the  chest 
wall,  as  well  as  by  the  extension  of  the  disease  to  its  structure. 
As  a  result,  the  side  of  the  chest  is  rctracte<l  while  the  function  of 
the  unaffei'te<l  lung  is  increased  (Fig.  !M).  Thus,  as  in  imralysis, 
the  spine  curves  with  the  convexity  towanl  the  active  side. 

Other  affections  of  the  lungs  that  interfere  with  the  function 
of  one  side  may  induce  lateral  curvature,  but  the  influence  is  less 
marked  and  direct  than  in  empyema. 

5.  Incidental  Lateral  C'l'rvatcre.  Lateral  curvature 
may  ha  caused  by  direct  injury  or  by  disea.se  of  the  spine  ;  for 
example,  by  fracture  or  by  I'ott's  disease,  or  by  other  organic 
affections  of  the  spine  (Fig.  92).  Distortion  symptomatic  of 
aacro-iliac  disease,  or  the  more  marked  deformity  caused  by 
sciatic  or  lumbar  neuritis  (Fig.  7S),  may  if  j>ersi8tent  finally 
induce  slight  |>erniauent  deformity,  but  such  cases  hardly  deserve 
special  ccmsidcration. 

6.  Lateral  Cirvature  due  to  Oxtpation.  I^ateral 
curvature  of  a  mild  degree  is  incidental  to  certain  occu|Hitions  that 
retjuire  habitual  inclination  of  the  lx»dy.  It  is  said  to  lie  verj- 
conmion  among  stone-<Mifters,  for  example.  Such  deformity 
developing  after  the  growth  of  the  body  has  l*een  attained  is  uf 
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iolerst  aa  throwing  light  upon  the  etiology  of  the  ordinary  form 
of  latCTal  curvature.  For  if  halvitiial  attitudes  can  thus  ciiauge 
the  contour  of  tlie  developcil  spiue,  it  is  evideut  that  similar 
poetares,  though  far  less  constant,  may  influence  the  spine  of  a 
growiog  chihl,  particularly  in  one  predisposcil  to  such  distortion. 


no.  in. 
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Ckt  ■■•  oi  two  feu*.     PKKDt  (ft 
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early  cblldbood. 


7.  C'«N»ExiTAU  Lateral  Citrvatire.  Congenital  scoliosis 
it  unoommon  in  infanta  otherwise  normal  (Fig.  !):]),  but  several 
cases  have  oome  under  my  ohservation  at  an  age  sufficiently 
mrly  to  make  the  diagnosis  al)soIutcly  (certain.  One  case,  in 
so  (rtbcrwine  well-formed  male  infant,  was  seen  at  the  nge  of 
tiiref  months.  There  wa.-*  well-nuirkwl  latend  deviation  with 
rotation  in  the  dorsal  region  that  had  attnutcil  atteution  stnin 
after  birt}i.     A  second  case,  iu  a  female  child,  was  seen  at  about 
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sometimes  accompanies  the  kyphosis  in  those  who  do  not  walk, 
or  it  may  exist  independently  of  it.  The  lateral  inclination  is 
induced  doubtless  by  the  manner  of  sitting  or  by  the  manner  in 
which  the  child  is  supported  on  the  mother's  arm  ;  for  at  this 
period  of  rapid  growth  and  increased  susceptibility  to  deforming 
influences,  even  slight  and  temporary  causes  of  this  nature  may 
be  sufficient  to  induce  the  distortion  (Fig.  94).  Again,  when 
the  child  begins  to  walk,  the  tilting  of  the  pelvis  due  to  distortion 
of  the  limbs,  for  example,  to  unilateral  knock-knee,  may  also 
serve  to  disturb  the  equilibrium  of  the  body  and  thus  to  induce 
lateral  distortion. 

How  common  rhachitic  lateral  curvature  may  be  it  is  impos- 
sible to  say,  but  it  is  probable  that  if  all  rhachitic  infants  and 
children  were  carefully  examined  this  deformity  would  be  dis- 
covered in  many  instances  in  which  its  existence  had  not  been 
suspected. 

Mayer'  examined  220  rhachitic  infants  with  reference  to  this 
point,  and  in  all  but  3  found  scoliotic  deformity.  This  is  not  in 
accord  with  my  own  experience,  but  I  am  convinced  that 
rhachitis  is  of  far  greater  importance  in  the  etiology  of  lateral 
curvature  of  the  spine  than  is  generally  believed,  and  that  a 
large  proportion  of  the  severe  and  intractable  cases  may  be  traced 
to  this  cause. 

In  about  15  per  cent,  of  the  cases  tabulated  by  Truslow  the 
influence  of  one  or  more  of  the  causes  that  have  been  enumerated 
seemed  to  be  apparent,  viz. : 

Congenital  deformity 2 

ToitloollU > 

Smpjrema 4 

Anterior  poliomyelitis 3 

Inequality  of  the  legs  of  more  tbHii  hair  an  inch <> 

Rbacbltii 18 

Total 30 

In  the  remaining  85  per  cent,  of  the  oases  the  direct  cause 
of  the  deformity  was  uncertain. 

Hereditary  Influence.  By  many  writers  the  influence  of  heredity 
is  considered  an  important  factor  in  the  etiology.  That  there  is 
such  an  influence,  predisiwsing  to  disease  as  well  as  to  deformity, 
is  undoubted,  but  it  is  very  difficult  to  establish  its  connection 
with  the  ordinary  cases.  In  eleven  of  201  cases,  lateral  curvature 
was  present  in  either  the  father  or  mother  of  the  patient ;  and  in 

>  Bull.  Mi-dical,  June  15, 1901. 
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seventeen  others  a  brother  or  sister  of  the  patient  was  deformed 
in  a  similar  manner. 

Occupation.  It  is  well  known  that  occupation  may  induce 
deformity  in  the  adult,  and  one  looks  naturally  to  occupation  as 
a  factor  in  the  causation  of  lateral  curvature  in  childhood.  Occu- 
pation in  this  class  implies  school,  and  it  is  well  known  that 
fatigue  during  school  hours  may  induce  improjier  ])Ostures,  espe- 
cially if  the  chair  is  unsuitable  or  uncomfortable.  The  influence 
of  habitual  posture  is  indicated  in  the  statistics  of  lateral  curvature 
among  school-children  recorded  by  Scholder,  Werth,  and  CJombe,' 
the  proportion  of  deformity  steadily  rising  from  the  lower  to 
the  higher  classes  (Figs.  96  and  96).  Under  the  influence  of  con- 
stantly recurring  fatigue  an  improper  attitude  is  likely  to  become 
habitual,  its  character  being  influenced  by  the  arrangement  of  the 
light  or  by  the  shape  of  the  desk.  When  a  habit  of  posture  is 
acquired  it  is  likely  to  persist  when  the  sitting  posture  is  assumed 
elsewhere  than  at  school,  and  the  greater  liability  of  girls  to  the 
deformity  may  l>e  explained  in  part  by  the  fact  that  they  sew,  or 
read,  or  play  on  the  piano,  while  boys  are  usually  engaged  during 
the  same  periocl  in  active  exercise. 

In  400  cases  of  lateral  curvature  under  treatment  at  the  Hos- 
pital for  Kiiptured  and  Crippled,  the  occupation  and  other  habits 
tliat  may  have  influenced  the  deformity  were  recorde<l : 

Occupation : 

School »•> 

Factory ....  19 

Clerk 13 

Domestic 8 

Millinen'.  drcumaklng,  etc S 

Measeni^er S 

Hoiirewlfe S 

Teacher  2 

No  occupation M 

Total 400 

Posture: 

Weight  on  right  foot t» 

••       ••   left      ■• W 

-  M 
Carries  books  or  baby  on  right  arm XA 

left       " S6 

—  -4 

Sits  at  desk  or  work  in  faulty  attitude 57 

Carries  heavy  load  on  one  slioulder 2 

Exce»lt'e  use  of  right  arm  in  oc<'upation S 

Total 2S2 

The  .sittinji  po.sture  is  not  the  only  one  in  which  impro{)er 
attitudes  may  bo  juTsistently  as-suintnl,  in  fact,  it  has  been  sug- 
gested thitt  the  |M)sturi'  during  sleep  may  influence  the  inclination 

'  Ijic.  cit. 
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of  the  IhxIv  during  tbe  hours  of  activity.  But  the  sitting  pnstiu"e 
ij*  the  one  in  which  the  muscuhir  support  is  most  likely  t«i  be 
relaxed,  and  in  wiiich  a  tendency  toward  lateral  inclination  is 
mo»t  likely  to  Ik?  ac<|uireil,  since  children  do  not  often  retain  a 
fixwl  attitude  in  the  erect  jwsture  for  any  length  of  time.  Brad- 
ford and  Lovett  record  an  observation  of  the  attitudes  of  sixty- 
seven  healthy  adults  undergoing  a  written  examination.  At  the 
eiwi  of  tlie  second  hotir  a  lateral  inclination  of  the  body  was  evident 
in  all,  and  in  three-fourths  of  the  number  the  general  inclination 

FlO.  95. 
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fVMute  Indticed  bjr  Improper  ilesk  *ud  clutlr.    (Scuddcr.i 


of  the  body  was  to  the  right.  In  alwut  this  proiw^rtion  of  the 
ca<«e«  of  lateral  cnrvature  tJic  tyjic  of  lixe<l  deformity  is  to  the  left 
in  tiir  lumltar  and  to  the  right  in  the  dorsal  region,  and  it  is 
mtnral  to  look  ufKtn  the  occupation  as  the  iin{>ortant  factor  in 
determining  the  direction  of  the  deformity.  If  it  Ik;  assumed 
that  the  distortion  is  cause<l  or  influencetl  by  the  attitude  assiuned 
during  school  hours  it  would  appear  that  the  primary  deformity 
sboold  be  more  often  of  tin-  lumbar  region,  for  in  the  sitting 
poatim  ibe  tuinliar  lordosis  is  lessened  or  lost,  thus  the  l)odies  of 
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the  vertebne  in  thu  lumbar  region  are  subjecte<l  to  greater  pr 
than  in  the  dorsiil  region — a  pressure  which  might  induce  the 
accomiiiixlative  oimnges  in  the  bones  that  accompany  persistent 
ileformity. 

The  possibility  i>f  distinguishing  the  varieties  of  lateral  curva- 
ture  in   which   the  primary  distortion    is   lumbar  from   those  in 
which  it  is  dorsal,  i)y  tlie  thittening  of  the  doi'sal  kypliosis  in  the 
former,  and   its  exaggemtion   in  the  latter  instance,  has  been ' 
mentioned. 

Fia.  96. 


^^^ 


P'jtturc  Induced  by  Improper  cbtlr.    (Scudder.J 


Varieties  of  Deformity.  According  to  statistics  from  various 
source;^,  about  f  hree-fourths  of  the  well-developed  double  curves 
of  the  spine  are  convex  to  the  right  in  the  dorsal  and  to  tlic 
left  in  the  lumbar  region,  and,  as  the  distortion  of  the  thorax 
is  more  noticeable  of  the  two,  it  usually  classifies  tlie  deformity 
OS  right  or  left.  The  dorsal  curvature  may  be  either  primary  or 
se<M>ndary,  and  the  relative  frci|uency  of  the  original  deformity, 
whether  lumbar  or  dorsal,  is  in  doubt,  with  the  probability  in 
favor  of  the  former. 

Simimary  of  varieties  of  deformity  of  the  spine  under  treatment, 
lS!t!»-I!jn(l,  at  tlie  Hospital  for  liuptured  and  Cripple*!,  tabulatetl 
by  Dr.  Trusiow : 


LATERAL  CURVATURE  OF  THE  SPISE.  173 

1.  Simple  Anteropostertor  UefotinlUes : 

(a)  Kyphosis 10 

Kyptaolordosis 1 

LoTdonla 1 

—  12 
Round  tbouldere : 

(t)  Abducted  scapulc 7 

Elerated  acapulee 2 

—  9 

2.  Aoteropoktcrlor  Abnormalities  Most   Marked,  but  Accompaoied  by 

Lateral  Deviation : 

(a)  With  single  lateral  curre 14 

(6)  With  double  lateral  curves 16 

(r)  With  triple  lateral  curres 7 

—  S7 

3.  Rotation  More  Marked  than  Ijtteral  Deviation : 

(a)  With  double  lateral  curves 22 

(6)  With  triple  lateral  curves 8 

—  30 

A.  Lateral  Deviation  More  Marked  than  Rotation ;  Direction  of  the  Curves : 
Right  dorsal,  left  lumbar  type : 

(a)  Single  lateral  curve 21 

(fti  Double  lateral  curves 71 

(c)  Triple  lateral  curves 6 

—  99 
Left  dorsal,  right  lumbar  type : 

(ai  Single  lateral  curve ^ 

(61  Double  lateral  curves 8 

(c)  Triple  lateral  curves 3 

—  14 

Total 201 

It  will  be  DOtetl  that  in  twenty-one  instances  anteroposterior 
deformity  existe<l  without  lateral  deviation,  and  that  in  thirty- 
seven  in.staQces  it  was  accompanied  by  lateral  deviation.  In  the 
remaining  144  cases,  rotation  was  more  marked  than  lateral  devia- 
tion in  30  cases,  and  lateral  deviation  more  marked  than  rotation 
in  1 1-i.  In  the  entire  number  of  cases  in  which  lateral  deviation 
was  present  it  was  single  in  39  cases,  double  in  11 7  cases,  triple 
in  24  cases. 

In  XJtO  cases  of  lateral  curvature  tabulated  by  Schulthess  the 
deformity  was  as  follows :' 

Left.         Riqht.        Total. 
Total  sroliosis  (single  curve  aiTectlng  the  entire 

spine) ITS  2:1  196 

Lumbar  scoliosis  (single  cur>-e  limited  to  the 

lumbar  region; 63  34  97 

Lumbodorsal  scoliosis  (tingle  curve  limited  to 

Inmbodorsal  region) 184  164  348 

Complicated  sooliosis : 

(a)  Right  dorsal,  left  lumbar 191 

\b\  Left  dorsal,  right  lumbar    .       .       .       .      5H  ...  249 

*•■*■  412  890 

It  will  he  noted  that  a  very  large  proportion  of  these  ca-ses 
were  in  the  early  stage  of  deformity,  as  indicated  by  the  absence 
of  compensatorj'  curves  ;  that  in  80  per  cent,  of  the  2{)3  cases  in 

>  Mis.  r.  Ottb.  Cbir.,  1902,  Bd.  x. 
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which  the  curve  was  general  or  most  marked  in  the  lumbar 
region,  the  inclination  was  to  the  left,  and  of  the  complicated  or 
more  fully  developed  cases  in  which  the  curve  was  double,  73  per 
cent,  were  of  the  right  dorsal,  left  luniUar  type. 

Symptoms.  In  the  large  proportion  of  teases  the  first  symp- 
tom is  the  deformity.  This  is  often  discovere<l  by  the  dress- 
maker at  the  age  when  the  clothing  is  made  t<»  fit  the  figure  more 
closely.  In  certain  instances  the  deformity  may  be  preceded  or 
accompanied  by  pain.  This  was  present  to  a  greater  or  less 
degree  in  about  otic-tjuarter  of  the  cases  examine<l  by  Tnislow. 
Pain  may  be  simply  the  discomfort  or  the  "dragging"  sensation 
iif  fatigue,  usually  referretl  to  the  lumbar  region,  or  it  may  lie 
severe  and  neuralgic  in  type.  Tiie  latter  variety  is  more  common 
in  the  cases  in  which  the  deformity  is  extreme.  It  is  said  to  be 
the  result  of  pressure  on  nerves,  but  this  cause  is  exceptional  in 
ordinary  ceases,  as  it  is  as  often  referretl  to  the  convex  as  to  the 
concave  side.  When  the  ileformity  is  extreme — for  example, 
when  the  ribs  and  the  iliac  crest  arc  in  contact — direct  pressure 
undoubtctlly  explains  tlie  local  discomfort  referred  to  this  region. 
There  are  also  more  general  syii)[>toms  of  a  neurasthenic  or 
hysterical  nature  that  may  be  due  in  part  Ui  the  deformity  and 
in  part  to  the  debility  of  which  it  may  be  a  result  or  accom- 
paniment. For  it  must  be  Ujrne  in  mind  that  lateral  cur\'ature 
is  often  symptomatic  of  general  weakness,  as  is  shown  by  the 
fact  that  it  is  often  accompanied  by  other  deformities,  \>&r- 
ticularly  by  the  weak  foot.  In  many  instances  symptoms  of 
weakness  and  awkwardness  precede  the  deformity.  Truslow 
st;ites  that  in  u  large  proportion  of  the  cases  investigated  the 
(Mitients  had  l)cen  distinctly  less  active  than  their  companions, 
that  they  did  not  enjoy  exercise,  and  were  inclined  to  lead  seden- 
tary lives.  Tesohner'  has  called  attention  to  the  same  peculiarity. 
lie  slates  that  the  patients  arc  often  indifferent,  a])athetic,  and 
lazy.  He  has  noted  also  a  ]>eculiar  lack  of  co-ordination  and  mus- 
cular control  ;t9  a  r-ommon  acconjpaniment  of  the  deformity. 
These  symptoms  apply  particularly  to  the  period  of  adolescence, 
the  time  of  rapid  growth  and  instability,  when  any  latent 
deformity  or  weakness  is  likely  to  i)e  exaggeratetl.  In  yoimger 
subjects  such  symptoms  are  far  less  marke<l  or  are  absent.  In 
the  cases  in  which  the  deformity  is  extreme,  symptoms  due  to 
interference  with  the  respiratory  and  circulatory  apparatus,  or  to 
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^placement  of  the  abdominal  organs,  may  be  present.  These 
»r«,  however,  nither  unasnal. 

Diagnosis.  Posture.  lateral  curvature  of  the  spine  is  a 
simple  ileforraity  unaccompauie<l  by  the  symptoms  of  disease. 
When  the  patient  stands  with  the  back  and  hips  bare,  the  incb'na- 
tioo  of  the  bo«1y  to  one  or  the  oilier  side  and  the  general  want 
of  sjrnnnetry  are  usually  apparent,  even  in  the  earliest  stage  of 
the  affection.  For,  as  has  lieen  stated,  the  habitual  assumption 
of  a  certain  posture  precedes  fixed  changes  in  and  about  the  spine, 
and  this  posture  will  appear  when  the  patient  is  asked  to  stand 
in  the  usual  manner.  If  the  inclination  of  the  body  is  toward 
the  left  (Fig.  M),  the  left  arm  will  hang  in  close  appusition  to 
ilj«  htteral  liorder,  while  on  the  right  side  an  interval  will  appear 
between  the  arm  and  the  trunk.  If  there  be  a  slight  lumbar 
curve  to  the  left  (Fig.  S2),  the  right  iliac  crest  will  be  accent- 
uated. The  curvature  in  the  dorsal  region  makes  one  shoulder 
higher  than  the  other  (Fig.  91),  the  scapula  on  the  affected  side 
project*,  and  the  distance  between  its  posterior  border  and  the 
median  line  is  increased.  Rotation  of  the  spine  is  shown  by  the 
fulne«B  or  projection  of  one  side  accompanied  by  a  ci>rresp«>nding 
flatness  on  the  other.  This  is  more  noticeable  when  the  patient 
bends  the  bo«ly  forwanl  so  that  the  horizontal  plane  of  the  back 
i*  bntught  intii  view  (Fig.  SI).  Corresponding  changes,  though 
of  a  less  marked  degree,  appear  on  the  anterior  surface  of  the 
body ;  for  example,  the  apparent  diminution  in  the  size  of  the 
mamma  on  the  si<le  opposit*-  the  convexity  of  the  ptisterior  curve 
and  it«  relative  depression  or  elevation  may  attract  attention. 

It  seems  probable  that  a  change  in  the  antero|wsterior  contour 
of  Uw  spine  precedes,  in  many  instances,  the  lateral  deviation. 
Thus,  a  general  droop  of  the  bo<ly  associatwl  with  round  shoulders 
and  a  flattening  of  the  chest  may  be  regarded  as  a  predisposing 
oiase  or  an  early  symptom  of  more  serious  deformity. 

Mobility.  .Vs  has  been  stated,  it  may  be  assumed  that  habitual 
|Mksturc  preoetles  actual  deformity.  Habitual  posture  implies  dis- 
ujm'  of  certain  attitudes  and  motions,  thus  limitation  of  tlie  normal 
flexibility  of  the  spine  may  lie  oonsidereil  as  one  of  the  earliest 
aagns  of  progressive  ilefurmity.  The  test  of  the  motion  of  the 
iffrrrnt  ref^ions  of  the  spine  is,  therefore,  a  nectvssary  part  of  the 
lamioatiun.  To  test  the  motion  in  the  lumbar  region,  one  fixes 
the  (lelvis  with  the  hands  while  the  patient  sways  the  body  in 
the  four  direi-tions  and  rotates  it  from  side  to  side.  It  is  sug- 
l^csted  by  Bradford  and  I>ivett  that  direct  latend  flexibility  mar 
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be  tested  l>y  phioiug  blocks  of  wood  under  one  foot  until  tJie  limit 
of  latenil  Hexion  is  roui-hi-d,  as  shown  l)y  the  inability  of  the 
putient  to  hold  the  elevated  limb  in  ti»e  extended  position.  The 
experiment  is  then  re|)eated  on  the  opposite  side.  The  Hexibility 
of  the  upper  pnrt  of  tlie  trunk  may  l>e  tested  by  lixing  the  part 
below  with  th*,-  hands  while  the  patient  flexes,  extends,  and  rotates 
the  body.  It  is  imjiortant,  also,  to  teat  the  range  of  motion  at 
the  shoulder-joints.     The  normal  individual  should  be  able  to 

Fio.  ST. 
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hold  the  arms  extended  directly  above  the  head  without  increas- 
ing the  lumbar  lordosis.  In  many  iustanees,  however,  it  will  in- 
found  that  there  is  a  marke<l  restriction  of  this  motion ;  in  fact, 
such  restriction  is  almost  always  an  accompaniment  of  so-calleil 
round  shoulders. 

The  height  and  weight,  the  circumference  and  the  ex[Kinsion 
of  the  chest  should   be  investigated,  and  a  test  of  the  musf^uhir 
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strvngth,  not  only  of  the  mnsoles  of  the  trunk,  but  of  the  raem- 
fwrs  iiji  weJl,  i«  of  advautiigu  as  throwing  light  on  the  etiologj' 


<I  iiuli 


th< 


il  li 


geiionil  line  of  trcatuu'nt. 

Record.  The  nuot  reliable  of  tiie  graphic  records  to  be  used 
in  connection  with  the  history  are  photographs.  The  patient 
may  stand  behind  a  thread  screen  (Fig.  f»7)  in  the  l)al)itual  atti- 
tude^ The  spinous  processes,  tlie  iliac  crests,  and  the  angles  of 
the  scapulte  having  been  marked,  the  exact  amount  of  lateral 
deviation  of  tin-  trunk  will  be  shown.  The  rotation  may  be  indi- 
cated aJ.<io  by  photographing  the  patient  in  the  recumbent  jxisture. 

The  rotation  of  the  spine  is  the  most  important  indication  of 
deformity.  This  may  be  recorded  with  sufficient  accuracy  by 
taking  direct  tracings  of  half  the  trunk  at  fixed  points  by  means 
of  a  Iwid  or  xinc  Injie  while  the  patient  lies  in  the  recumbent 
pnstore. 

At  the  riospital  for  Ruptured  and  Crippled  the  shadow  of  the 
trunk  cast  by  an  electric  light  at  a  tixed  distance  is  traced  upon 
a  lar;^  sheet  of  jwper.  Upon  this  outline  the  position  of  the 
more  important  landmarks  is  indiaited.  The  degree  of  rotation 
tM  flbowu  by  transverse  tracings  and  the  line  of  the  spinous 
prooeaaes  is  ascertaiue<l  by  applying  a  broad  strip  of  adhcsire 
plaster  to  the  back  upon  which  the  tip  of  each  spinous  process  is 
marketl.  The  autcroiwsterior  outline  of  the  spine  should  be 
mHiided,  abti  tlie  general  attitude  and  the  presence  or  absence 
i>f  otlier  evidences  of  weakness  such  as  knock-knees  and  weak 
f«?t. 

Prognosis.  In  the  development  of  lateral  curvature  there  is 
drmbtlcss  a  preliminary  or  predisposing  stage — a  stage  of  progres- 
siou  and  a  stage  of  arre-st.  All  deformities  of  this  class  are  more 
likely  to  pnigreBS  during  the  growing  period.  They  are  likely 
to  become  stationan.*  when  the  pcrifwi  of  growth  is  completed. 
Thu,  the  prognosis  is  worse  when  the  ileformity  begins  at  an 
earlr  ag«  than  when  it  first  appears  in  adolescence.  The  most 
extreme  and  intractable  of  the  simple  irases  are  the  result  of 
riiachttiis  in  which  the  cleformity  appearing  in  infancy  or  early 
cfaildluxid  has  increase<l  with  the  growth  of  the  child. 

If  ll«>  caiLocs  of  deformity  are  such  that  they  operate  to  check 
tiie  ciptal  development  of  the  affected  part,  the  prognosis  is  even 
more  directly  influenced  by  the  agi-  of  the  patient.  For  exaniple, 
empymia,  even  if  the  lung  is  irreparably  damaged,  does  nut  cause 
•ppnctable  defonnity  in  the  adult,  but  in  childhood  the  finictioual 
acHri^  and  the  growth  of  the  siile  of  tiie  thora.\  are  clieckeil,  in 
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addition  to  the  direct  effect  of  the  adhesions  and  contractious  due 
to  the  disease ;  thus,  the  deformity  is  lilcely  to  be  progressive  in 
spite  of  the  treatment.  The  same  is  true  of  paralytic  dcfonnity. 
Ill  the  ordinary  type  of  lateral  curvature  in  the  atlolescent  girl, 
the  prognosis  is  influenced,  of  course,  by  the  general  condition 
of  tlie  patient  and  by  the  character  of  the  occupation.  .\s  far 
as  the  local  deformity  is  concerned,  the  prognosis  as  reg:irds  im- 
provement or  cure  depends  in  great  racawure  upon  the  fi  xed  changes 
that  have  taken  place,  and  upon  tlic  ilegrce  of  voluntary  and 
iuvohmtary  rectification  that  is  possible.  In  some  instances  the 
postural  distortion  may  he  considerable,  yet  the  fixed  deformity 
may  be  very  slight,  while  in  otiier  instances  the  tixed  rotation  of 
the  spine  may  be  marked,  although  the  lateral  distortion  is  Ics.- 
noticeable. 

A  single  curve  is  mure  amenable  to  treatment  than  is  a  double 
or  triple  distortion,  l)ccause  it  indicates  an  earlier  stage  of 
deformity  and  because  the  treatment  may  he  more  effective  when 
applied  to  one  deformity  than  to  several.  If,  however,  the  single 
curve  is  fixed,  the  ajipcarance  of  a  secondary  or  compensatory 
curve  at  another  part  nf  the  spine  is  probable,  in  spite  of  pre- 
ventive treatment. 

In  the  majority  of  cases,  fixed  deformity  of  the  spine  as  indi- 
catetl  by  rotation  is  already  present  when  the  jKitient  is  brought 
for  treatment.  This  fixed  deformity  might  be  overcome  doubt- 
less in  certain  cases,  and  conij)lete  cure  might  be  obtainetl  were 
all  the  conditions  favorable.  But  in  the  ordinary  sense  a  cure 
means  the  relief  of  symptoms,  the  checking  of  the  progress  of 
deformity,  and  the  restoration  of  the  general  symmetry  of  the 
trunk.  Such  a  cure  may  be  obtained  in  most  instances.  The 
deformity  of  the  spine  becomes  symmetrically  divided  on  either 
side  of  the  median  line,  the  changes  incident  to  maturity,  |»ar- 
ticularly  the  increased  amount  of  adipose  tissue,  serve  to  con- 
ceal the  irregidarities  of  the  outline,  and  the  history  of  tbo 
distortion  is  completed. 

in  certain  instances,  particularly  in  well-marked  cases,  the 
deformity  may  increasi'  in  adult  life  an<l  even  in  old  age.  In 
such  wises,  the  symptoms  of  discomfort  and  actual  pain  may  be 
troublesome  throughout  life,  esjiecially  in  the  overworketl  and 
debilitated  cla.ss.  The  symptoms  directly  incident  to  the  coni- 
prossiou  and  distortion  of  the  internal  organs  have  been  men- 
tionetl. 

The  great  majority  of  cases  tliat  develop  or  that  are  discovered 
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in  adolescence  progress  for  a  time  and  come  to  an  end  on  the 
cessation  of  growth,  causing  finally  no  symptoms  other  than  the 
loss  of  symmetry  that  may  be  more  or  less  satisfactorily  concealed 
by  the  art  of  the  dressmaker  and  by  the  corset. 

It  would  appear,  then,  that  lateral  curvature  of  the  spine  is 
always  of  sufficient  gravity  to  merit  treatment  and  supervision 
until  its  cure  or  arrest  is  assured.  If  its  discovery  leads  to  active 
efforts  to  improve  the  general  condition  and  to  avoid  unhealthful 
influences  it  may  be  even  of  benefit  to  the  patient. 

Lateral  curvature  in  a  young  child  is  of  far  greater  importance 
because  of  the  probability  of  an  increase  of  deformity.  Extreme 
deformity  is  always  a  source  of  weakness  and  usually  of  discom- 
fort to  the  patient.  Incipient  deformity  may  be  cured  and  cure 
is  not  impossible  even  when  deformity  is  more  advanced,  but  in 
this  more  than  in  any  other  postural  deformity,  absolute  cure 
implies  early  diagnosis  and  prevention,  rather  than  the  correction 
of  fixed  distortion. 

Recapitulation.  It  seems  probable  that  in  the  ordinary  type 
of  lateral  curvature  of  the  spine  the  first  step  is  a  change  in  the 
relation  of  the  bodies  of  the  vertebra*  to  one  another ;  that  a 
persistent  lateral  inclination  and  rotation  of  the  anterior  part  of 
the  column  precedes  the  lateral  incliuation  of  the  trunk  which 
first  calls  attention  to  the  deformity.  This  postural  distortion 
becomes  fixed  by  accommodative  changes  in  the  muscles  and 
other  tissues  about  the  spine,  and,  finally,  it  is  confirmed  by 
changes  in  the  shape  of  the  vertebral  bodies  and  by  the  general 
changes  in  the  trunk  as  a  whole.  Thus,  if  one  might  observe 
the  inception  and  development  of  lateral  curvature  of  the  common 
type  he  would  note,  first,  that  the  trunk  was  more  often  flexed  to 
one  side  than  to  the  other,  and  that  this  attitude  gradually  became 
habitual.  Lateral  inclination  of  the  trunk  necessitates,  of  course, 
lateral  deviation  and  rotation  of  the  bodies  of  the  vertebrae,  and 
the  habitual  assumption  of  such  a  posture  implies  disuse  of  other 
postures  and  thus  disuse  of  normal  motion. 

Disuse  of  motion  in  any  direction  is  followed  by  diminished 
power  in  the  inactive  muscles,  and,  as  has  been  stated,  habitual 
deformity  is  followed  by  accommodative  changes  to  a  greater  or 
less  degree  in  the  various  tissues  whose  functions  have  been 
changed  or  modified. 

Thus  the  progress  of  the  deformity  would  be  shown  : 

1.  By  the  habitual  assumption  of  an  attitude  simulating 
deformity. 
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2.  By  limitation  of  motion  in  the  directions  opposed  to  the 
habitual  attitudes. 

3.  By  fixed  lateral  deviation  of  the  spine  accompanied  by 
rotation  or  twisting  of  the  column. 

One  rarely  has  the  opportunity  to  note  the  development  of 
lateral  curvature,  and  when  patients  are  brought  for  treatment 
fixed  deformity  is  usually  present.  It  is  extremely  difficult  to 
entirely  overcome  fixed  distortion,  while  it  is  comparatively  easy 
to  correct  simple  postural  deformity  in  which  the  secondary 
change  are  absent  or  but  slightly  advanced.  On  this  account  it 
is  customary  to  divide  lateral  curvature  into  two  classes — the 
trxie  and  the  fiihe — or  to  speak  of  rotary  lateral  curvature  as 
distinct  from  lateral  curvature.  Thus,  the  term  true  or  rotary 
curvature  would  be  limited  to  those  cases  in  which  the  changes 
are  fixed  and  in  which  cure  is  practically  impossible,  while  false 
or  simple  or  postural  lateral  curvature  would  include  the  early  or 
curable  class.  But  as  the  two  forms  are  simply  stages  in  the 
same  process  it  would  seem  preferable  to  speak  of  the  incipient 
and  the  later  stages  of  lateral  curvature,  or  of  reducible  or 
irreducible  deformity,  the  distinctions  that  are  made  in  classifying 
distortions  of  similar  origin  elsewhere. 

This  point  of  view  is  of  advantage  because  it  relieves  the  sub- 
ject of  much  of  the  obscurity  that  has  resulted  from  this  arbitrary 
division.  It  emphiisizes  the  fact,  also,  that  the  habitual  assump- 
tion of  an  improper  attitude  that  simulates  deformity  is  the  first 
step  toward  permanent  distortion,  particularly  in  individuals  who 
by  inheritance  or  by  constitutional  tendency  or  by  occupation  are 
predisposed  to  such  deformity. 

The  Prevention  of  Deformity.  Prevention  includes  the 
avoidance  of  all  the  predisposing  or  exciting  causes  of  weakness 
as  well  as  of  deformity.  These  it  is  hardly  necessary  to  enu- 
merate. 

The  first  and  most  important  preventive  measure  is  the  discov- 
ery of  deformity  or  the  tendency  to  deformity  at  a  time  when  it 
may  be  checked  or  cured.  To  discover  deformity  at  this  period 
of  its  development  one  must  look  for  it,  and  it  would  seem 
that  a  yearly  inspection  at  least  of  the  naked  bodies  of  all  chil- 
dren should  become  a  routine  practice  of  the  family  physican. 
Deformity  in  this  sense  includes  not  only  fixed  distortions,  but 
improper  attitudes  and  postures  of  every  variety  as  well. 

The  importance  of  the  attitude  which  is  habitually  assumed 
during  occupation  has  been  mentioned.     Therefore,  the  provision 


LATERAL  CURVATURE  OF  THE  SPINE. 


181 


of  proiKf  «/<•</»  (tiiil  HrnJti  for  Hchool-chiUlrcn  is  a  very  essential 
part  of  preventive  treatment. 

The  seat  of  the  chair  should  he  deep  enough  to  support  the 
thigbs,  yet  it  should  not  interfere  with  flexion  at  the  knees.  It 
iDuld  Ik-  of  such  hcigiit  as  to  allow  the  feot  to  rest  firmly  on  the 
floor,  ami  it  should  he  iucline<l  slightly  bsiekward.  The  l)ack  of 
the  chair  should  extend  to  about  the  Icvol  of  the  shoulders;  it 
><hould  !«  inclined  slightly  backward,  but  arched  somewhat  for- 
wartl  in  the  lumbar  region  in  order  to  conform  to  the  normal 
lonl*.>sis  when  the  chilil  sits  in  the  erect  posture.  The  desk 
r-huuld  l>e  as  close  to  the  body  as  is  possible,  so  that  the  child 
neetl  not  lean  far  forward  when  reading  or  writing.     The  height 
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of  the  desk  should  be  slightly  less  tliau  the  level  of  the  elbows 
ben  tlie  child  sits  erect,  and  the  inclination  should  be  sufficient 

hold  the  book  at  the  proper  distance  from  the  eyes  (I'igs.  \)X 
and  W).  The  vertical  handwriting  is  of  advantage  in  that  the 
childn-n  «rt>  taught  to  face  the  desk  squarely,  as  contrasted  with 
ih»'  lateral  twist  of  the  body,  the  usual  attitude  for  writing. 

Treatment.  The  treatment  of  rotary  lateral  curvature  of  the 
»pino  «loe»  not  differ  in  principle  from  the  treatment  of  any  other 
wraknegs  or  di-formit\',  but  the  application  of  this  principle  is 
difBcnlt  and  the  results  are  far  fnim  definite  and  satisfactory. 
Thi*  expUins,  doubtletts,  the  apparently  opposing  tlieories  and 
Bwihods  of  treatment  that  are  still  advocated. 

brinf  account,  then,  of  the  ruk-s  of  treatment  as  applied  to 
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weakness  in  general  and  of  t]ie  exceptions  that  must  be  made  in 
their  application  to  curvature  of  the  spine  may  be  illustrated  by 
comparing  this  deformity  with  another  of  similar  causation. 

One  may  take  for  comparison  the  weak  foot,  since  the  foot 
corresponds  more  nearly  to  the  spine  than  does  a  simple  joint, 
because  of  the  number  of  bones  of  which  it  is  made  up.  In  the 
treatment  of  the  weak  foot  one  must  first  overcome  all  restrictions 
to  passive  motion,  even  by  force,  if  this  be  necessary.  One  next 
endeavors  to  strengthen  the  muscles  that  support  the  foot,  by 
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appropriate  exercises,  particularly  tliose  whose  action  is  opposed 
to  the  habitual  deformity.  The  avoidance  of  improper  attitudes 
and  of  overfatigue  that  favor  deformity  is  also  essential.  Finally, 
if  persistent  deformity  makes  it  evident  that  the  voluntarj'  or 
natund  efforts  of  the  patient  are  inefficient,  a  brace  is  employed 
to  support  the  f<M>t  in  proper  position  in  order  to  aid  the  weakened 
muscles  and  to  hold  the  joints  in  the  normal  position  in  which 
they  may  work  to  advantage.  Under  these  conditions  one  would 
expect  an  immediate  relief  of  di.scomfort  and  a  progressive  trans- 
formation of  the  internal  structure  of  the  foot,  which  in  favorable 
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would  leii<l  to  complete  cure  of  tlie  deformity  and  of  the 
weakness  as  well. 

The  priuciples  of  the  treatment  of  any  variety  of  weakness  not 
directly  induced  hy  disease  are,  then  : 

I.  To  overcome  all  restriction  to  passive  motion. 

'2.  To  streujrthen  the  weakened  muscles,  especially  those  whose 
action  is  opposed  to  hMbitual  deformity. 

i.  To  insist  on  the  avoidance  of  overfatigue  and  improper 
postures. 

4.  To  support  the  weak  part  by  a  brace  if  deformity  cannot 
lie  prevente<l  otherwise. 

In  applyiiii;  these  principles  to  the  treatment  of  the  distorted 
spine  the  first  step,  the  removal  of  restriction  to  passive  motion 
in  all  directions,  is  difficult  because  of  the  variety  of  muscles  and 
other  tissues  that  may  have  become  involved,  and  because  the 
bodies  i>f  the  vertebr*  lying  within  the  trunk,  of  which  the  <lis- 
tortion  is  always  greater  than  of  the  spinous  processes,  can 
be  only  in<lirectly  affected  by  voluntary  or  by  passive  move- 
ments. 

The  cultivation  of  the  muscular  system,  and  particularly  of 
tbow  muscles  whose  action  is  opposed  to  the  habitual  deformity, 
is  the  second  indication  in  treatment.  As  applie<l  to  tlie  tnnit- 
ment  of  the  weak  foot  in  which  the  adductor  and  e.xtensor  muscles 
•re  at  fault,  this  treatment  is  simple,  but  as  applie<i  to  the  truuk 
it  is  difficult,  becsiuse  there  are  in  nearly  all  developed  cases  two 
cur\'es,  the  one  primary  and  the  other  secondary,  in  direction 
dirvctly  opposed  to  one  another.  These  opposing  cur\'es  are 
ilied  in  great  part  by  the  same  muscles,  ami  it  is  difficult  by 
itixry  effort  to  straighten  the  convexity  of  one  without  at  the 
«jiie  time  increasing  that  of  the  other. 

Thi-  thirtl  principle  in  tn.^itmeut  is  the  avoidance  of  pre<lisi)os- 
ing  attituiles  and  of  overwork.  This  again  may  Ix'  more  easily 
applied  to  the  treatment  of  the  weak  foot ;  first,  because  it  is 
relicve«l  from  strain  when  the  sitting  posture  is  assume<l,  and 
beoKUjH-  active  use,  as  in  walking,  may  be  utili7-c*l  as  an  exercise 
for  strengthening  the  mu.scles.  Rut  the  muscles  of  the  trunk  are 
not  exertMsed  to  any  extent  in  onlinarv  walking,  which  is  for 
many  individuals  the  oidy  form  of  activity,  nor  is  the  spine 
relieved  from  weight  when  the  patient  is  seate«l.  On  the  con- 
trary, it  is  in  (hi/4  restful  altitude  that  the  deformities  of  the  spine 
arr  n»iuilly  most  markeil.  Thus,  only  in  the  n'cumbent  attitude 
i*  the  wpine  entirely  relievi-il  from  sfniiu,  and  even  at  such  times 
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the  deformities  may  be  favored  by  the  habitual  attitudes  of  the 
patient. 

The  weak  foot  can  bo  supjwrtetl  by  a  brace,  which  does  not  in- 
terfere with  its  activity,  but  which,  on  the  contrary,  aids  uonnul 
motion  by  holding  the  bones  in  proper  relation  to  one  another. 
But  in  the  treatment  of  the  spine  the  (conditions  are  quite  differ- 
ent, since  tlie  Iwck  cnnnot  be  supporttd  without  at  the  sanu- 
time  restraining  its  normal  motion.  Finally,  no  brace  applied 
to  the  trunk  is  efficient,  for  while  it  may  prevent  the  lateral 
<leviation  it  can  exercise  little  direct  action  in  overcoming  tin.- 
rotation  of  the  spinal  column. 

This  onupai'ative  method  of  exposition  has  been  adopted  in 
order  to  illustnite  the  fact  that  it  is  not  the  difficulty  of  formu- 
lating principles,  but  the  difficulty  of  applying  them  that  makefs 
the  therapeutics  of  rotary  lateral  curvature  of  the  spine  ])erpiex- 
ing.  In  practice  one  must  recognize  the  limitations  of  all  systems 
of  treatment  as  applied  to  this  particular  deformity,  and  seletl 
and  combine  methods  that  may  be  most  a))plicable  to  the  par- 
ticular case  under  treatment. 

For  example,  in  the  treatment  of  rhachiflc  wo/joww  in  a  young 
child  one  cannot  count  U()on  the  voluntary  assistance  of  the 
patient ;  therefon^,  treatment  by  simple  gymnastic  exercises  is 
impractiad)le.  In  this  class  of  cases  forcible  correction  of  the 
deformity  and  retention  by  the  use  of  apparatus,  combined  with 
massage,  and  even  the  removal  of  superincumbent  weight  by 
recuml>en('y  would  hf  the  treatment  of  selection.  At  this  age  the 
trunk  is  flexible  and  the  deformity  may  be  progressively  reduce*! 
by  forcible  manipulation,  followed  by  fixation  of  the  trunk  in  the 
improved  position,  iiy  such  means  one  may  expect  at  this  |HTioil 
of  rapid  gro\vth  to  induce  a  transformation  of  the  deforme*!  verte- 
bnd  Inxlies  to  an  approximation  at  least  of  the  normal.  In  such 
cases  the  correction  of  the  umlerlying  deformity  of  the  bones  which 
must  almost  inevitably  increase  with  the  growth  of  the  patient 
would  (piite  outweigh  the  disadvantage  of  depriving  the  mus<'Ies 
of  their  uornuil  stimulus  during  the  corrective  jteriod  of  treatment. 

In  the  ordinary  ti/pe  of  gcolioxin  in  older  subjects,  partionlarly 
if  the  distortion  is  modenite  in  degree  and  the  changes  in  the 
bones  but  slight,  one  would  expect  to  attain  the  best  result  by 
g>'mnfi8tic  tmiuing  and  by  regulation  of  the  postures.  Although 
even  in  this  class  supports  ni.ny  l)e  of  stTvice,  if  by  sueii  means 
the  trunk  may  be  held  in  an  overcorrected  attitude  until  the 
deformity  habit  is  overcome. 
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The  ndvisjibility  of  a  change  of  occupation  has  been  mentioned. 
It  i*  |irol»ahIe  tliat  if  the  patient  with  incipient  or  even  more 
prnDounoe<l  (Uirvature  of  the  spine  were  removed  from  school, 
were  tniuaferred  to  the  country  where  (hiring  tlie  succeeding  years 
of  childhood  and  adolescence  much  of  the  time  might  be  passed 
in  active  exercise  in  the  o[)en  air,  tlie  final  result  would  compare 
very  favorably  with  that  attained  by  active  treatment  under  less 
favorable  circumstances.  Such  complete  change  of  occupation 
MoA  surroundings  is,  of  course,  impracticable  in  most  instances. 
Ljitenl  cur\"ature  of  the  spine  is  not  a  serious  disease,  it  is  s-uuply 
an  iusidioiLs  <list<jrtion  which  rarely  cjiases  more  than  compara- 
tively slight  discomfort.  It  is  usually  overlooked  in  the  incipient 
stage  when  it  luight  be  checktHl  or  cured,  and  when  the  deformity 
finally  attracts  attention  it  is  often  no  longer  amenable  to  cor- 
nertion.  Under  these  circumstances,  with  the  uncertainty  that 
exists  as  to  the  ultimate  prognosis,  the  tetliousness  of  treatment 
which  cannot  offer  the  assurance  of  definite  cure,  it  is  not  strange 
that  the  affection  is  not  one  for  the  treatment  of  which  any  con- 
■ideraljle  sacrifice  is  consideretl  essential. 

A  thinl  class  of  cases  would  include  the  /ia;«/  de/ormity  in  older 
fil>j«rts,  many  of  whom  are  oblige*!  to  assume  in  their  occupations 
llat  predispose  to  deformity.  In  the  treatment  of  this 
jlp<.>rt  to  relieve  iliscomfort  and  to  prevent  exaggerate*! 
distortion  may  be  essential. 

Thus,  there  are  three  classes  or  types  of  sooliusis  in  which 
distinct  methods  of  treatment  may  be  employed. 

1.  Curvatures  in  verj'  young  children,  in  which  forcible  cor- 
tiou  and  fixation  are  indicsited  in  the  hope  of  correcting  the 
formity  of  the  Ixmes  and  curing  the  distortion. 

2.  The  milder  degrees  of  deformity  for  which  treatment  by 
cises  and  if  possible  by  favoring  postures  is  that  of  selection, 
rn  which  support  is  a  temporary'  and  incidental  adjunct. 

3.  The  thinl  class  would  include  fixed  deformity  in  older  sub- 
jeoto  ss  well  as  those  cases  cause*!  by  disease ;  as,  for  example, 
bjr  paralysis,  Ijy  empyema  an*l  the  like,  for  which  constant  sup- 
port might  l)e  retjuire*!. 

As  a  rule,  however,  no  absolute  therapeutic  distinction  can  he 

h',  ami    treatment   by   exercises  and    by  jwstures    should    be 

■ployc*!  whenever  practicable  in  all  cases,  whether  supports  are 

Med  or  not. 

Fwtiut  and  Exercises.     Whatever  may  have  liein  the  origiual 

of  the  di-itortion   of   the   spine  and    whatever  may  be  its 
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degree  it  is  more  marked  when  tlie  patient  is  fatigued.  Fatigue 
in  the  nurrrml  individual  is  shown  by  the  increase  in  the  normal 
anti'i'ojiostcrior  curves  ;  fatigue  in  the  deformed  subject  causes  an 
iuerease  in  the  |Kithoiogic;d  tnirves.  It  reijiiires  far  more  muji- 
cular  effort  to  hold  the  deformed  spine  in  the  best  possible  attitude 
tiiiui  to  liold  the  norma!  spine  in  the  correct  posture.  Motion  in 
the  normal  spine  is  as  free  in  one  direction  as  in  another,  and  it 
eim]>ly  rcijuires  a  proper  balancing  of  the  muscular  force  to  hold 
it  in  tlie  median  line.  Under  tii*'  influence  of  fatigue  it  has  no 
more  inclination  toward  one  side  than  the  other  unless  the  occu- 
pation or  the  attitude  of  the  patient  influences  it.  But  when 
there  is  a  fixed  deformity,  to  overcome  which,  even  in  part, 
reijuires  the  conscious  effort  of  the  patient,  it  is  evident  that  on 
the  relaxation  of  this  effort  the  spine  will  sink  Imck  into  the 
habitual  |)Osture.  The  more  confirmed  the  deformity  the  greater 
must  i»e  the  effort  to  overcome  it,  and  the  more  rapidly  will 
fatigue  be  manifest.  Fatigue,  or,  rather,  the  relaxation  of  con- 
scious nmscular  effort,  is  favored  by  attitudes  that  do  not  rojuire 
the  lialancing  action  of  the  muscles.  For  example,  the  silting 
piisture  during  school  hours  favors  deformity,  while  the  constant 
altoniation  of  postures  in  work  or  play  that  rotpiires  muscular 
activity  opposes  it.  Thus,  the  selection  of  occupations,  or,  at 
least,  the  restriction  of  the  time  passed  in  inactive  postures,  is  an 
important  part  of  treatment. 

As  imprf)(KT  attitudes  are  favored  by  weakness  of  muscles  and 
as  the  maintenance  of  the  best  possible  position  rcLpiires  a  greater 
expenditure  of  muscidar  force  than  is  reijuired  in  the  normal 
individual,  the  strengthening  of  al!  the  muscles  of  the  body,  and 
particularly  of  those  of  the  liack,  by  gymnastic  exercises,  even 
beyond  the  normal  standanl,  is  the  most  important  indication  in 
treatment. 

One  of  the  most  effective  .systems  of  treatment  of  lateral  curva- 
ture is  that  advocated  by  Teschner,  of  New  York.  On  the  theory 
that  lateral  curvature  is  induced  by  or  that  its  development  is 
favored  by  a  general  lack  of  muscular  strength  and  lack  of  mus- 
cular control  and  co-ordination,  Teschner  urges  the  necessity  of 
the  systematic  cultivation  of  all  the  muscles  of  the  body  as  well 
as  those  of  the  trunk,  the  part  particularly  at  fault.  lie  also 
insists  upon  the  importance  of  exercising  each  muscular  group  to 
the  point  of  fatigue  on  the  theory  that  a  muscle  cannot  be 
developed  to  its  full  capacity  unless  it  is  thoroughly  fatigued  by 
uninterrupted  automatic  contractions  and  relaxations.     The  term 
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automatic  implies  that  the  patient  shall  be  so  thoroughly  trained 
in  the  rhythmical  movements  that  they  require  no  thought  for 
their  performance.  Thus,  ease  and  grace  may  replace  awkward- 
ness and  inco-orflination. 

The  system  advocated  by  Teschner  is  modified  from  one  taught 
by  Attilla,  a  "  trainer  of  strong  men."  It  consists  of  a  series  of 
exercises  with  light  dumb-bells,  and  it  is  followed  by  so-called 
heavy  work.  The  exercises  are  designed  for  systematic  cultiva- 
tion of  all  the  muscles  of  the  body,  the  heavy  work  more  directly 
for  the  correction  of  the  deformity  of  the  spine. 

Oeneral  Exercises.  The  exercises  should  be  performed  before 
a  mirror,  the  patient  being  clad  in  a  close-fitting  rowing  suit,  so 


Pig.  100. 


Fro.  ini. 


Fio.  102. 


that  the  attitudes  may  be  constantly  observed  by  the  patient  and 
by  the  instructor.  The  greatest  attention  is  paid  to  the  perfection 
of  the  alternating  movements  of  the  limbs  in  order  that  they  may 
become  in  time  purely  automatic  in  character.  During  the  per- 
formance of  the  exercises  the  patient  holds  himself  in  the  best 
possible  position. 

These  exercises  were  described  and  illustrated  by  Teschner  in 
the  Annals  of  Surgery  for  August,  1895,  from  which  they  are, 
with  his  permission,  reproduced. 

"A  pair  of  dumb-bells,  weighing  from  one-half  to  five  pounds 
each,  according  to  the  ability  of  the  patient,  is  used  in  a  series  of 
twenty-six  exercises. 
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"  The  Exercises.  The  patient  stands  erect,  the  heels  together, 
the  toes  apart,  the  knees  thoroughly  extended,  the  abdomen 
retracted,  the  chest  high,  the  head  well  poised,  and  the  patient 


Fio.  108. 


Fin    104. 


Fi<i.  105. 


Fio.  10«. 


— —— "—N,^ 


lifokin<r  intently  and  sharply  into  his  or  licr  own  eyes  in  the 
mirror,  the  lips  being  evenly,  but  not  too  firmly,  closed,  and  the 
faeial  muscles  in  rejiose.  The  patient  should  breathe  easily  and 
regularly  while  exercising  (Figs.  100  and  101). 
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"  1.  The  upper  extremities  are  fully  extended  downward,  the 
foreanns  supinated,  the  elbows  remaining  close  to  the  sides  of  the 


Km.  107. 


Fio.  ino. 


Flo.  109. 


Fio.  110. 


IkxIv,  and  the  upper  arms  being  fixtnl ;  the  foreanns  are  alternately 
and   automatically  fully  flexed   and   extended,  the  wrists   and 
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entire  body  being  fixed  and  immovable.  Twenty  to  fifty  timeu 
(Fig.  102). 

"  2.  The  same  position  and  exercise,  except  that  the  forearms, 
are  fully  pronated,  and  remain  so  during  alternate  flexion  and 
extension.     Twenty  to  fifty  times  (Fig.  103). 

"  3.  Both  bells  over  the  shoulders,  the  arms  abducted  at  right 
angles  to  the  body  and  in  the  same  vertical  and  horizontal  planes, 
the  forearms  fully  flexed  upon  the  arms,  and  the  wrists  fully 
flexed  upon  the  forearms.  The  forearms  and  wrists  are  then 
alternately  and  automatically  extended  and  flexed.  Ten  to 
twenty  times  (Fig.  104). 


FlO.  111. 


FI8.  112. 


"  4.  The  same  position  and  exercise,  except  that  both  upper 
extremities  are  flexed  and  extended  at  the  same  time.  Five  to 
fifteen  times  (Fig.  lOo). 

"  5.  Both  upper  extremities  fully  extended  forward  on  a  level 
with  the  shoulders,  the  dorsum  of  the  hands  outward.  They  are 
then  fully  aud  forcibly  abducted  on  a  horizontal  plane,  the  patient 
at  the  same  time  raising  the  body  upon  the  toes,  and  are  then 
permitted  to  recede  to  the  original  position,  the  body  resting  on 
the  toes  and  heels,  the  elbows  aud  wrists  still  rigid,  the  bells 
not  being  permitted  to  touch  as  they  approximate  each  other. 
Five  to  ten  times  (Figs.  106  and  107). 

"  6.  Bells  in  the  position  of  exercises  No.  3  and  No.  4.     The 


LATERAL  CURVATURE  OF  THE  SPINE. 


191 


amis  are  fully  extended  alternately  above  the  head.  Ten  to 
t\%-enty  times  (Fig.  108). 

**  7.  Bells  in  front  of  the  thighs,  forearms  pronated,  and  bells 
alternately  raised  to  the  level  of  the  shoulders,  the  elbows  and 
wrists  Ix'ing  fixed.     Ten  to  twenty  times  (Fig.  109). 

"  J*.  The  arms  abducted  at  right  angles  to  the  body,  the  bells 
rotated  rapidly  and  forcibly  forward  and  backward,  the  elbows 
being  fixed.     Five  to  ten  times  (Fig.  110). 

"  9.  The  arms  abducted  at  right  angles  to  the  body,  the  thumbs 
upon  one  ball  of  each  bell,  the  hands  circumducted  forward  from 


Fio.  113. 


Fio.  114 


Fio.  115. 


above  downward,  the  ball  upon  which  the  thumbs  rt-st  describing 
circles,  the  elbows  and  shoulders  being  fixed.  Five  to  ten  times 
(Fig.  111). 

"  1 0.  The  same  as  No.  9,  the  hands  being  circumducted  back- 
ward.    Five  to  ten  times  (Fig.  HI). 

"11.  The  bells  to  the  side.  Right  face  upon  left  heel,  then 
placing  the  foot  at  right  angles  to  right  foot  opposite  the  arch, 
the  knees  slightly  flexed,  the  right  hand  at  waist-line  against 
the  Ixxly,  the  bell  being  perpendicular.  Second  part  of  motion : 
»trike  from  the  shoulder  to  level  of  the  face,  advancing  a  step 
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upon  the  left  foot,  rapidly  extending  the  right  thigh  and  leg,  the 
right  foot  being  fixed  upon  the  floor,  and  quickly  back  to  position. 
Ten  to  fifteen  times  (Figs.  112  and  113). 

"  12.  Exactly  the  reverse  of  No.  11.     Ten  to  fifteen  times. 

"  13.  Bells  extending  above  the  head,  palmar  surfaces  looking 
forward,  bending  down  to  the  floor,  the  knees  remaining  extended, 
and  return.     Five  to  fifteen  times  (Figs.  114  and  115). 

"  1 4.  Bells  downward  at  the  sides,  raising  and  dropping  the 
shoulders.     Ten  to  twenty  times  (Fig.  116). 

"  1 5.  Bells  downward  at  the  sides,  flexing  the  spine  laterally, 
first  to  the  right  and  then  to  the  left.  Ten  to  twenty  times 
(Fig.  117). 


Fig.  116. 


Fio.  117. 


'•  1  (».  Both  arms  are  extended  forward  to  about  forty-five 
ilpprf'es  and  abdiictc<l  at  about  the  same  angle,  then  forcibly 
crossed  in  front  of  the  chest,  causinjr  the  jwictoral  muscles  to  con- 
tract vigorously,  the  elbows  and  wrists  being  fixed,  and  then  back 
to  the  orijrinal  jwsition.  Five  to  twenty  times,  alternating  the 
ri<riit  an<l  left  hands  above  (Fig.  11<S). 

"  1 7.  liclls  at  the  sides,  palmar  surfaces  looking  forward. 
I'^xfend  arms  backward  in  a  vertical  plane  as  forcibly  as  possible, 
iiolding  them  rigid  in  the  fully  extended  position  for  a  few 
moments,  and  then  returning  the  IhjUs  to  the  sides.  Five  to 
fifteen  times  (Figs.  ll!t  and  120). 
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"  1 8.   Bells  to  the  sides.     Raise  the  body  upon  the  toes  and 
sink  to  the  original  position.     Ten  to  twenty  times  (Fig.  121). 


FlO.  118. 


Fig.  119. 


Fio.  120. 


Fig.  IJI. 


"19.  Same  ]K>sition.  Raise  the  toes  as  far  as  |>ossil>le  from 
the  fl<i«r,  the  l)ody  remaining  erect.  Ten  to  twentv  times  (Fig. 
122). 

13 
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"  20.  Same  position.  The  patient  8(][uat8,  abducting  the  knees 
and  resting  upon  the  toes,  the  heels  being  raised,  the  trunk  per- 
fectly erect,  then  resuming  first  position.  Five  to  twenty  times 
(Fig.  123). 


Fl».  122. 


Flo.  123. 


Fio.  \i\. 


Flo.  125. 


"21.  Same  ])ositioii.     Standing  iijwn  left  foot.     Flexing  the 
right  thigh  to  u  right  angle  to  thu  body,  extending  the  knee  and 


LATERAL  CURVATURE  OF  THE  SPINE. 


195 


ankle  fully.  The  patient  squats  on  the  left  ham,  the  left  heel 
remaining  on  the  floor,  and  then  resumes  the  first  position.  Two 
to  five  times  (Fig.  124). 

"  22.  The  same  standing  upon  the  right  foot.     Two  to  five 
times. 

Fib.  IM.  Fio.  l.T. 


"  23.  The  same  position.  Alternately  and  forcibly  fle.Ying  the 
thighs  and  legs,  causing  the  knees  to  touch  the  shoulders.  Ten 
to  twenty  times  (Fig.  125). 


Fio.  128. 


N- 


.^ 


"24.  The  same  position  as  in  No.  21,  extending  the  right 
lower  extremity,  the  right  bell  inside  the  thigh,  the  right  fcH>t 
moved  in  a  circle  on  a  horizontal  plane  to  complete  extension 
hackward,  and  resuming  the  first  position.  Two  to  five  times 
(Figs.  12Hand  127). 


IM 


ORTHOPEDIC  srsiiEsy. 


"  SS.  Tlw  fluae  as  No.  24,  standii^  upoo  the  right  fool.     Two  j 
to  five  dous  (FigB.  126  and  127). 

"26.  The  patient    Mnjr  supine    npoti  the  floor,    the    lower  1 
extremities  fully  eitea<Je«i,  the  hells  resting  upon  the  chest,  then 
nJsu^  the  tnmk  to  the  sitting  position,  the  lower  extremities] 
RgMiniiif;  exteitded,  and  the  eyes  being  fixed  upon  the  ceiliog, 

m.  im 


Seollod*  of  an  adruioed  trpeaooompaoiol  bjr  djnpiiiat  koil  vfsiiwu.    iTiscbner.i 

aud  n'tnming  to  the  original  position,  touching  the  back  of  llu- 
head  only  on  the  flt)or ;  thus  tl>e  hypt-rextension  of  the  spine  is 
nmintaiuecl.     Five  to  twenty  times  (?'ig.  12s)." 

I  consider  tlic»o  fl(K)r  i-xercises  ospeciiiliy  useful,  and,  in  prof- 
lico,  «<ld  JH^vcnil  others  to  those  descrilietl  by  Teachner,  vir. : 

27.  The  patient  lying  a??  in  Fig.  12^,  lifte  i-ach  fully  extendid 
leg  altemati.ly  a  distiinoe  of  aliout  two  feet  from  the  flo«»r,  tlu-n 
^ts  it  slowly  sink  to  its  original  position.     Ten  lime*. 
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(For  this  exercise  thfi  patient  stands  firnily,  witii  the  legs 
ide  uf  the  heavy  bell,  and  then,  bending  over,  he  seizes  it 
throws  the  extended  arm  u])ward  entirely  by  the  action  of 
the  back  muscles.  The  bell  is  jwised  for  a  moment  above  the 
head,  nnd  it  is  then  swung  downward,  carrying  the  extended  arm 
between  «n<l  behind  the  legs.^ 

"  Wlieu  a  heavy  bell  is  pushed  or  .swung  above  the  head  on 
the  side  op|)Osite  the  scoliosis,  the  action  of  the  back  muscles,  to 
sostain  the  weight  and  o<|uilibriun),  is  such  as  to  cause  the  curved 
■pine  to  approximate  a  straight  line  (Fig.  132).  .\  similar  result 
is  prwiucrcl  when  »  heavy  weight  is  held  by  the  side  of  the  erect 
hotly  on  the  scoliotic  side,  the  arm  being  at  full  length. 

"  When  a  heavy  bar  is  raised  ai)ove  the  liea<l  with  both  hands 
the  patient  must  fix  the  eyes  u|K)n  the  middle  of  the  bar  to  main- 
tain an  e<inilibri«m.  This  necessitates  the  bending  of  the  head 
Iwckward,  the  straigiilening  and  liyj)erextcnding  of  the  spine, 
I  and  ooo8e<|uently  correcting  a  faulty  position  with  a  weight  super- 
impoMd.  The  heavier  the  weight  put  above  the  head,  whether 
with  one  hand  or  with  two,  the  more  the  patient  must  exert 
himself  or  herself  to  attain  and  maintain  a  correct  or  an  im- 
proved attitude  in  onler  to  sustain  the  equilibrium.  (By  an 
improved  attitude  I  mean  the  greatest  amount  of  correction  of 
th«  deviation  of  the  spine  that  the  tixatiou  uf  a  deformity  will 
i  allow  of.)  Hence,  the  greater  the  weight,  the  more  forcible  the 
lotinnfl  of  the  muscles  become,  and  the  greater  the  tem]>orary 
redaction  of  a  deformity.  It  is  by  means  of  fre<jueut  and 
forcihl*  lemjwrary  reductions  of  deformities,  by  voluntary  mus- 
»ioD,  that  we  cjm  hope  to  improve,  and  di>  improve,  those 
iich  are  amenable  to  any  form  of  active  treatment. 
When  a  (mtient,  lying  supine  upon  the  floor,  raises  a  heavy 
above  the  head  so  that  the  arms  are  jK-rpendioular  to  the 
Hr,  the  weight  of  the  bar,  the  position  and  weight  of  the  Iwdy, 
[and  the  action  of  the  muscles  tend  to  broa<len  the  entire  back 
jihoulders,  and  a  .slow  downward  movement  tends  to  wid<'n 
entire  chest,  ami  most  marke<lly  at  the  shoulders.  The  fre- 
quent repetition  of  the  upward  aud  downward  movements  plays 
an  important  |Mirt  in  the  rapid  development  of  the  chest  and 
hack.  I'uKhing  tiie  bells  above  the  h<itd,  swinging  them  with 
omIi  hand  aejiarately  and  with  both  hands  together,  raising  a  Imr 
I  above  the  head,  standing  and  lying  down,  aud  the  exercises 
before  enunierate<],  constitute  one  day's  work. 

"  A»  the  amount  of   work    performed   by   a  patient   depemls 
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upon  the  last  previous  reconl  of  that  patient,  that  reitjnl  must  Iw 
improved  upon  at  each  succeeding  visit,  unless  then.!  Imj  a  good 
reason  to  the  contrarj'.  Most  patients  can  well  stand  three 
treatments  a  week  (virie  tahle).  In  mild,  habitual  cases  im- 
prrn'ement  in  depxirtment  is  noticed  by  the  patient's  relatives 
an<1  friends  nnd  l>y  the  patient.s  themselvi's  within  the  first  two 
weeks.  In  these  cases  two  months'  treatment  usually  suffices  to 
effect  a  'complete'  cure.  In  the  more  severe  cases  such  rapid 
results  cannot  lie  expected,  hut  a  certain  appreriahle  improvemeut 
18  effected,  and  the  amount  of  ini|>n)vcmfiit  <le|H'ii(Js  upon  the 
persistent  continuauce  of  the  treatment.  When  there  is  fixed 
rotation  of  long  standing,  with  Uiny  antl  ligamentous  changes, 
the  prospects  arc  not  so  gootl ;  but  even  in  those  cases  consid- 
erable improvement  will  be  evident." 

"  Patients  are  not  pcrnillte<l  to  wear  supports  of  any  kind,  not 
even  corsets.  They  should  not  exercise  until  at  least  two  hours 
after  a  meal,  nor  when  menstruating.  The  general  health  is 
improved  by  the  exercises ;  the  patients  gain  in  height  and 
weight.  The  girth  and  breadth  measurements,  chest  depth, 
strength  tests,  and  lung  cajMicity  are  genendly  increased,  ami  the 
tiepth  iif  the  alxlonten  !.■*  usually  de<'rea.>»i'd.  In  some  cases,  es- 
pecially those  of  undersi/,e<l  patients,  the  increase  in  height  is 
ver}'  rapid,  and  it  is  certiiinly  more  than  the  increase  by  ordinary 
growth.  There  were  marked  cases  of  flat  foot  which  were  l>ene- 
fited.  The  flat  feet  became  shorter  through  the  exercises  by  the 
increase  in  depth  of  the  inner  arches." 

Record  of  the  Work  Performed  by  a  Qirl  Fourtek:;  Yeaba 
OF  AoB  (Teschner). 


Rigii- 

Swinging 

SirlDKlnc 
wltb  boiE 
bands iwo 
I.S- lb.  bells. 

SO-lb.  bar  eboTe  Uw 

Ilktc, 

vats. 

excr- 

dKS. 

Balls. 
Sjte. 

Piuhln« 

two  lu-lb. 

bell*. 

wlih  esch 

hand  cine 

I.Vlb.  bell. 

rlKht  to  len 

Posblns 

IWO  2U-lb. 

bells. 

ba 
SUndlng. 

Id. 

Lj-liig 
duwu. 

m 

Apm  t 

J 

■    11 

100 

10-10 

i 

tiwtriictcd. 

tnstnuHfl 

■■  11 

I* 

2 1S-ll£bvll» 

2»-2» 

13 

iii  " 

i 

aTB 

1  20-1  h.  bell 

V 

•   la 

*• 

W 

2V2> 

an 

12 

A 

10    " 

••   i« 

•• 

M 

lO-SO 

83 

IS 

7 

IS 

•'     IK 

" 

M 

tS-M 

1  2S-lb.  bell 

220-lbhells 

ao 

7 

u 

••    31 

•• 

70 

20-20 

20 

n 

10 

to 

■'  as 

•* 

to 

■£t-M 

^^ 

» 

15 

u 

"    27 

•■ 

100 

»«v 

M 

to 

17 

20   m 

••  to 

•* 

110 

ao^ 

X!> 

(U 

'JU 

■a  m 

Mkr  2 

*• 

120 

«(M0 

M 

70 

to 

2»    ^ 

1  iU-lb  bell 

3  2Jtb.bell> 

«*-lb.  \mt 

«4-lb  bar 

!'.    i 

'• 

UO 

20-20 

40 

2» 

6 

H) 

•• 

1.V1 

a-» 

a 

M) 

7 

13 

■•     14 

l«0 

27-27 

M 

M 

u 

13 

Id 

170 

illMO 

lU 

40 

111 

14 

LATERAL  CURVATURE  OF  THE  SPIXE. 


201 


This  system  of  exercises  combines  the  forcible  correction  of 
iWormity  and  the  overcoming  of  restriction  of  normal  motion  by 
means  of  the  '*  heavy  work  "  with  musicle  biiililiH^.  It  has  the 
merit  also  of  making  an  irame<liate  mental  impression  upon  the 
patient  which  no  other  system  can  make  ;  for  if  the  patient  d<jes 
not  "  strain  every  nerve  "  he  must  certainly  exercise  every  muscle 
to  preserve  the  equilibrium  while  supporting  the  heavy  weight?, 
and  this  mental  impression  is,  undoubtedly,  one  of  the  important 
elements  in  successful  treatment. 

The  system  has  the  disadvantage,  if  disadvantage  it  may  be 
tiled,  of  making  class  work  impossible,  for  the  patient  must  be 
under  constant  supcr\'ision,  not  only  that  he  may  be  urged  to 
the  limit  of  his  cajiacitv,  but  that  overstrain  mav  be  avoided  as 
well. 

It  might  ap)>ear  from  the  description  that  the  danger  of  over- 

■>rk  is  great,  but  in  a  long  series  of  cases,  some  of  which  were 
troplicuted  by  defects  of  the  heart  and  lungs,  no  unfavorable 
«ymptoms  have  been  observe<I  by  Teschner.  The  system  is, 
jwever,  one  that  can  only  be  practised  by  a  physician. 

Another  system  of  exercises,  modified  somewhat  from  the 
iO-<mlled  Swctlish  system,  more  suitable  for  class  work  is  that 
followe*!  at  the  Hosj)itul  for  Ruptured  and  ('rippled.  Dr. 
Truslow  has  been  kind  enough  to  outline  for  me  some  of  the 
morr  im|jortant  exercises,  an<l  to  illustrate  them  with  the  photo- 
gmphs  that  are  repnKluced  here. 

The  objects  of  the  treatment  are:  (1)  To  overcome  the 
patient's  faulty  habits  of  posture  by  the  re]>eated  purposeful 
ueumption  of  proper  postures  ;  in  other  words,  to  counteract  the 
drforniity  Imbit  by  traiuing  the  mental  and  muscular  pertreption 
ef  symmetry.  (2)  To  stimulate  and  to  strengthen  the  weakened 
iDa<icl4Si,  ])art!cularly  those  muscular  groups  that  are  especially 
eoDoem«d  in  overcoming  the  deformities,  and  which,  for  the 
preoent  parpoeo,  may  be  oonsi<lered  as  weak. 

For  coovcniencw  of  description  the  exercises  are  dividetl  into 
elasMii :     ( 1 )  self-correction  ;  (2)  muscle  building. 

Idf-eoRCCtion,  Postnres.     The  iirst  exercises  (n  and  b)  in  self- 

rrt^tion  are  for  the  purpose  of  overcoming  the  anteroposterior 

srmities    that    usnaily    accompany    lateral    deviation    of    the 


(o)  Heau  Brxnixn  B.\ckw.\ki).  In  this  exercise  the  chin  is 
not  liltetl  upward,  but,  the  head  lieiug  held  level,  the  neck  is 
ilrawn  din-itly  Iwckward  until  the  cervicsil  ami  upper  part  of  the 
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dorsal  Begments  of  the  spine  are  completely  exteuded.  Thus, 
by  iuorcasing  the  distance  between  the  points  of  iittacbment  of 
the  sternomustoids  and  the  scaleni,  strong  traction  is  made  upon 
these  muscles  with  the  effect  of  elevating  the  upper  |Mirf  of  the 
thorax — an  iniportant  feature  in  the  exercise. 

(A)  Tkl'Xk  Bkndixu  FonwAiU)  and  Think  Raiisincj.  The 
patient  stands  in  the  erect  posture  with  the  spine  extended  and 
the  chest  expanded  as  in  the  previous  exercise.  The  trunk  is 
then  bent  forward  (.similar  to  Fig.  1'3H),  the  only  motion  lieing 
at  the  hip-joints.  The  trunk  is  tiieu  raised  again  to  the  fi)rnjcr 
position,  care  iH'ing  taken  to  keep  the  hips  farther  back  than  the 
chest.  In  botli  tle.xion  and  extension  the  spine  must  be  rigidly 
held  in  the  corrected  attitude,  and  there  must  be  no  motion  at  the 
knees.  There  is,  of  course,  a  movement  corresptindiug  to  exten- 
sion at  the  ankle-joints  when  the  legs  an<l  l)uttocks  are  thmwn 
backward  to  compensate  for  the  forwani  bending  of  the  body. 
The  object  of  this  exercise  is  to  train  the  |Kitient  to  keep  the  hij» 
back  and  the  chest  forward. 

The  other  exercises  in  self-cori*cction  are  for  the  pur|x>se  tif 
overcoming  lateral  deviation  of  the  spine,  the  rigiit  dorsal,  left 
lumbar  cur\'e  being  taken  as  the  ty{)€  (Fig.  l.'J.'J). 

This  series  is  arranged  in  a  progression,  and  each  one  nnif^t  Ik- 
learned  licfore  the  next  in  oixler  is  attempted. 

(c)  Left  Neik  Firm.  The  left  hand  is  placed  Ixhind  tin- 
neck,  the  left  shoulder  is  raised,  and  the  left  ellww  is  held  well 
back.  This  posture  impresses  upon  the  patient  the  necessity  of 
approximating  the  left  shouhlcr  and  the  neck  (Fig.  134). 

(f/)  H<»DV  Inclination  t<>  the  Left.  This  is  a  most  impor- 
tant posture;  it  is  intended  to  correct  mechanically  the  faulty 
inclination  to  the  right  and  to  overcome  the  upper  curve  by  trac- 
tion on  its  concavity.  The  patient  holding  the  arm  in  the  first 
position  is  instructed  to  stretch  well  out  with  the  left  cIImw. 
rotating  upward  and  abducting  the  left  scapula  as  much  as  pos- 
sible. This  puts  ujwn  the  stretch  the  rhomlwidei  ami  the  lower 
half  of  tiie  trapezius  of  the  left  side,  thus  making  strong  traction 
upon  their  points  of  attachment  in  the  dorsal  concavity.  .\l  the 
same  time  the  patient  is  directed  to  sway  the  pelvis  to  the  right. 
This  usually  rcijuires  assistant^.'  at  first,  for  it  brings  into  action 
certain  deep  iiack  muscles,  over  which  one  has  lirdinarily  but 
little  control.  The  shoulders  must  be  kept  level  and  the  proper 
relation  of  the  head  and  neck  to  the  left  shoulder  must  not  l)c 
disturbetl  in  this  forced  stretch  to  the  left  (Fig.  \''\'>). 
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attained  by  the  progressive  exorcises  to  this  point,  being  inain- 
taiDe<l,  the  patient  continues  with 

(/)  Tki'nk  Bk-xdixo  FoiMVAKi).  In  this  posture,  motion  takes 
place  in  the  hip-joints  only,  as  in  the  first  exercise.  This  exer- 
cise further  eniphiisi/.e8  the  symmetrical  position  of  the  head  and 
neck,  the  left-sided  Inclination  of  the  up|H?r  half  of  the  trunk, 
tlie  right-sidtd  inclination  of  tlie  lower  half,  the  twist  and  down- 
Pro.  IM. 


Klf  ht  neck  Itnn. 

\vard  tilt  of  the  pelvis  (Fig.  l.'JH).  The  return  to  the  improved 
standing  [tosition  should  be  made  in  this  order:  (1)  trunk  raising  ; 
(2)  rcpluceoicut  of  the  left  fot>t ;  (.'.?)  return  of  both  anns  to  the 
sides.  This  is  done  slowly  and  carefully  by  the  |>atient,  who 
attempts  to  maintain  the  improvisl  ]K>sture. 

The  postures  constitute  a  progression  which  cannot  l)C  learned 
in  leas  than  seven  treatments  ;  often  much  more  time  is  renuire<l. 
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The  same  is  tnie  of  all  the  postures  ;  each  one  suggests  and  makes 
correctioD  easier,  and  after  sufficient  practice  the  patient  should 
be  able  to  assume  the  corrected  position  without  placing  the  arm 
or  the  leg  in  the  preliminary  attitude.  Thus  the  successive 
postures  are,  as  it  were,  letters,  which,  placed  together  one  by 
one,  make  a  complete  word,  or  the  best  possible  position  that  the 
patient  can  assume.  At  first  the  patient  must  use  the  letters  and 
slowly  spell  out  the  corrected  attitude,  but  after  the  muscles  have 
been  educated  by  the  repeated  assumption  of  each  posture,  and 
when  the  perception  of  symmetry  has  been  accjuired,  the  corrected 
attitude  may  be  assumed  at  will.  Finally,  the  improved  posture 
will  be  instinctively  retained,  and  will  become  habitual. 

Mnade  Building  Exercises.     In  the  treatment  of  lateral  curvature 
one  aims  to  strengthen  : 

1.  The  posterior  cervical  muscles. 

2.  The  dorsal  and  lumbar  muscles. 

3.  The  muscles  of  vertebroscapular  attachment. 

1  4.  The  abdominal  muscles.  .  * 

5.  The  thigh  and  leg  muscles. 

6.  The  chest-expanding  muscles. 

The  following  exercises  have  been  selected  as  best  adapted  for 
this  purpose.  Each  one  should  be  performed  five  or  more  times 
■  aooording  to  the  strength  of  the  patient. 

(n)  Opposite  Standixg,  Head  Bending  Backward,  Re- 
sisted. The  patient  stands  before  a  wall  or  a  shoulder-high  hori- 
,  zootal  bar,  on  which  the  hands  are  placed  with  the  arms  extended. 
The  head  is  bent  forward,  and  is  then  forced  backward,  the  latter 
movement  being  resisted  by  the  hand  of  the  surgeon.  This 
exercise  is  designed  to  strengthen  the  posterior  cervical  muscles, 

(b)  Opposite  Bend  Standing,  Trunk  Raising,  Resisted. 
The  patient  stands  with  the  upper  part  of  the  thighs  in  contact 
with  a  table  or  horizontal  bar.  The  hands  are  placed  behind  the 
neck  and  the  body  is  bent  forward  on  the  hip-joints  as  in  the 
first  exercise.  The  surgeon,  standing  behind,  places  his  right 
.hand  over  the  posterior  dorsal  prominence  and  his  left  over  the 
lumbar  projection.  The  patient  then  raises  the  trunk  to  the  erect 
position  against  the  combined  resistance  (Fig.  139).  With  a 
little  practice  the  surgeon  learns  to  give  an  outward  twisting 
motion  to  his  hands  while  resisting,  which  tends  to  untwist  the 
spinal  rotations.  When  the  dorsal  rotation  to  the  right  is  marked 
this  untwisting  may  be  facilitated  by  encircling  the  patient's  chest 
with  the  left  hand,  while  with  the  right  strong  forward  and  out- 
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1.  With  the  hands  on  the  backs  of  the  thighs. 

2.  With  the  left  hand  behind  the  neck  and  the  right  hand  on 
the  back  of  the  thigh. 

3.  With  both  hands  behind  the  oeck,  and  with  the  elbows 
well  out  and  back. 

4.  "Swimming."  The  arm  motions  of  swimming,  in  three 
counts.  This  exercise  is  to  strengthen  the  muscles  of  the  back 
from  the  head  to  the  pelvis. 

(f/)  Prone  Lying,  "Diving."  The  patient  lies  upon  a 
table,  the  trunk  and  pelvis  projecting  beyond  its  edge,  the  limba 
being  fixed  by  a  strap  or  by  the  weight  of  another  person.  The 
body  is  then  bent  downward  and  is  raised  again  to  the  horizontal 
position  (Fig.  140).  In  this  exercise  assistance  will  be  required 
at  first.  Progression  is  made  by  transference  of  arm  weights,  as 
in  the  former  exercise,  thus : 

1.  With  the  hands  on  the  hips. 

2.  With  the  arms  stretched  out  at  right  angles  to  the  body. 
.3.  With  the  hands  behind  the  neck. 

4.  With  the  arms  extended  in  the  line  of  the  body. 

This  exercise  is  for  the  purpose  of  strengtliening  all  the  mus- 
cles of  the  back. 

(e)  Prone  Lying,  Leg  Raising.  The  patient,  lying  in  the 
prone  posture  upon  the  floor  or  table,  lifts  the  limbs  (overextends) 
alternately,  the  raised  leg  held  perfectly  straight.  When  the  left 
thigh  is  extended,  as  much  as  the  iliofemoral  ligament  will  allow, 
the  left  side  of  the  pelvis  is  tilted  upward  also,  thus  untwisting 
the  lumbar  spine.     Progression  in  this  exercise  is  made  as  follows  : 

1.  Alternate  leg  raising,  unresisted. 

2.  Alternate  leg  raising,  resisted. 

3.  The  leg  motions  of  swimming,  in  three  counts. 

In  this  exercise  the  entire  lower  extremities  must  project 
beyond  the  supporting  table.  The  exercises  are  for  the  purpose  of 
strengthening  the  lumbar  muscles  and  the  extensors  of  the  thigh. 

(/)  Opposite  Sitting,  Backward  Bending  op  the  Trunk. 
The  patient  is  seated  upon  a  bench,  and  the  feet  are  fastened  to 
the  floor.  The  trunk  being  held  in  a  position  of  complete  exten- 
sion, is  bent  slowly  backward,  motion  being  at  the  hip-joint  only. 
I'rogression. 

1.  With  the  hands  behind  the  hips. 

2.  With  the  left  hand  behind  the  neck,'the  right  hand  on  the  hip. 

3.  With  both  hands  behind  the  neck. 

4.  With  both  arms  extended  upward. 
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Ifst  the  body  is  bent  backward  about  forty-five  degrees, 

the   head   touches   the   floor.     This   exercise   is  to 

the  iibdominal  muscles. 

IE    HoBizoNTAL    Bab.      "  Puli.-ups."      The  patient 

^tlie  hands  and  is  assisted  to  "  chin  the  bar."     The  body 

Uuwt'd  to  sink  slowly  back  into  the  former  position,  the 

FUf  held  well  back,  and  the  patient  is  instructed  to  bear 

of  the  weight  as  is  possible  with  the  left  arm   and 

This  exercise  corrects  the  dorsal  curve  by  means  of 

activity,  and  the  lumbar  curve  by  the  weight  of  the 

pelvis  and  limbs.     The  muscles  used  are  those  with 

opula  attachment. 

4V.VT  Leg  Standixo,    Pklvis  Tiltimj.     The    patient 

upon  the  edge  of  a  bench,  supporting  the  weight  on  the 

the  right  1^  being  suspended  beyond  the  side  of  the 

While  the  head  and  trunk  are  kept  in  the  corrected 

I,  the  pelvis  is  made  to  tilt  sharply  downward  on  the  right, 

Jitritvg  the  right  leg,  while  the  left  is  kept  jwrfectly  stiff. 

llie  effect  of  straightening  the  lumbar  curve. 

;rr  Leo  "H«)P!'IN(!."     Both  hands  are  placed  behind 

ek  nnd  the  weight  is  supported  entirely  uj)on  the  ball  of 

;  fiM>t.     In  this  attitude  the  patient  hops  ten  or  more  times. 

iPTctBc,  like  the  last,  tends  to  straighten  the  sj)ine  and  to 

lieii  tilt;  muscles  of  the  left  leg,  which  are  often  somewhat 

from  disuse. 
IKsi'iRATOBY,  Half  Rkcliniso,  Arm  Extensions  and 
yxs,  RfXigTEn.  The  patient  sits  in  a  chair  with  an  inclined 
lies  u[>on  a  low  table  with  hard  pillows  under  the  mid- 
lion,  so  that  the  upper  dorsal  and  cervical  segments  of 
'  must  be  overextended.  The  arms  are  stretched  upward 
tward,  and  the  hands  are  grasped  by  the  surgeon,  who 
ehind  and  resists  the  patient's  downward  pull.  With  the 
Mln'tch  of  the  arms  and  pull  by  the  sui^eon  the  patient 
forcibly.  With  the  downward  pull  against  resistance, 
It  exhales  forcibly.  This  exercise  is  made  in  the  rhythm 
breathing. 

the  patient  has  been  thoroughly  instructed  in  sclf- 
on  anil  in  the  exercises  for  muscle  building,  general 
i(5»  for  ^Btematic  motor  training  may  be  given  effectively 

of  fifteen  or  twenty  pupils. 
•xereiaes  illustrated  on    pages   1H7-1J(">  will    serve   this 
» Mtisfiictorilv. 
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These  two  systems  of  treatment  by  gymnastics  have  been 
selected  as  the  most  practicable  of  the  many  that  have  been 
devised.  It  may  be  stated  that  any  treatment  that  makes  the 
spine  more  flexible,  that  overcomes  faulty  attitudes,  and  tliat 
strengthens  the  muscles,  must  be  of  benefit  to  the  patient,  the 
decree  of  benefit  corresponfliiig  to  the  persistence  and  energy  of 
the  pupil  and  the  instructor  rather  than  to  any  particular  theory 
on  which  such  treatment  is  based.  The  rotation  of  the  vertebral 
bodies  is  increased  by  forward  bending  of  the  trunk,  and,  as  this 
is  the  more  important  element  of  lateral  curvature,  it  is  evident 
that  extension  or  overextension  of  the  spine,  combined  with  latend 
twisting  in  such  a  manner  as  to  reverse  the  habitual  inclination, 
will  most  directly  lessen  ur  correct  the  distortion.  If  improvised 
exercises  are  conductei!  from  this  standpoint  they  will  always  lie 
effective. 

The  Removal  of  Superincmnbent  Weight.  The  removal  of  su])er- 
iucuinl)ent  weight  by  the  assumption  of  the  reclining  posture 
whenever  the  patient  is  fatigued  is  an  important  adjunct  in  the 
treatment  of  a  certsiin  class  of  cases.  The  patient  shonlil  lie, 
preferably,  upon  a  hanl  supjxtrt  in  the  supine  posture,  with  the 
arms  extended  abovi'  the  head.  If  the  dorsal  kvphosis  is  exag- 
gerated, a  firm  cushion  between  the  shoulders  or  under  the 
projecting  ribs  will  aid  to  expausioui  of  the  chest  and  favor  the 
correction  of  the  deformity. 

Sei.f-svspexsion,  .Self-sus{>ension,  by  means  of  the  halter 
aud  pulley,  is  of  service  in  overcoming  secoudary  contractions  of 
the  tissues,  and  thus  it  aids  in  the  correction  of  deformity.  It 
is  often  efficacious,  also,  in  relieving  flic  discomfort  that  is  some- 
times a  troublesome  symptom  when  the  distortion  is  extreme. 
While  the  )>atieut  is  suspcndc<l  forcible  manual  correction  of  the 
deformity  can  be  appliwl  to  advantage. 

Suspension  from  the  horizontal  bar  acts  in  a  similar  manner, 
althougjt  it  is  less  effective  than  when  the  traction  is  made  upon 
the  entire  spine.  In  this  form  of  suspension  the  bar  shotdd  bo 
oblique  in  direction,  the  high  side  for  the  low  shoulder.  Thus, 
a  passive  "  keynote  "  is  induced  while  the  patient  is  susjiended. 
Exercises  in  this  position,  for  example,  flexion,  extension,  and 
al)duction  of  the  thighs,  swaying  the  trunk  from  side  to  side, 
"chinning"  tlie  liar,  and  the  like,  are  useful. 

The  Use  of  Braces  or  Other  Supports.  In  the  treatment  of  the 
ordinary  type  of  lateral  curvature,  when  there  is  an  opportunity 
for   proper   gymnastic    training,    direct    support    is   not   usuallv 
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curvature  is  flexible ;  in  the  iiorizoutul  pi-efenibly  if  the  rotatinu 
is  the  proniiueut  feature  of  the  deformity. 

If  correetion  is  atti.'nipt<>(l  in  the  horizontal  uttitudc  the  |>atient 
may  be  suspeiiiied  in  the  prone  posture  on  a  strip  of  cotton  cloth 
(the  hammock  incthntl).  As  this  sinks  under  the  weight  of  tlie 
trunk,  it  falls  into  the  attitude  of  overextension,  which  is  that 
most  favonibk'  for  the  untwisting  of  the  rotated  spine.  Wlien 
the  deformity  is  marked,  the  body  may  be  suspended  in  the 
lateral  attitude  by  means  of  a  sling  of  cotton  cloth  pas.sed  about 
the  prominent  ribs ;  thus  the  weight  of  the  Ixnly  acts  as  a  cor- 
recting force  during  the  a)>plication  of  the  corset. 

In  using  such  corrective  force  one  endeavors,  if  jvissible,  to 
overcorrect  the  habitual  deformity  and  the  U«s  marke<l  changes  in 
the  antcrojxjsterior  contour  as  well.  For  example,  if  the  luniliar 
region  is  flat  one  attempts  to  rei)roduce  the  normal  lordosis,  and 
if  the  bo<ly  is  habitually  inclined  in  one  direction  one  endeavors 
to  sway  it  to  the  opposite  side,  and  to  efface  the  so-called  high  hip. 

This  attitude  of  overcorrection  assured  by  the  corset,  combined 
with  exercises,  is  especially  efficacious  from  the  curative  stand- 
point in  the  treatment  of  single  flexible  curves.  If  the  second  or 
compensatory  curvature  has  already  appeared,  one  attempts  to 
overcorrect  the  primary  deformity  and  directs  exercises  for  the 
purjwse  of  straightening  the  second  curve  while  the  {latient  is 
wearing  the  corrective  corset.  For  as  the  compensatorj-  curva- 
ture is  usually  ni  the  <lnrsal  region,  it  may  be  considerably  influ- 
enced by  [wstures  of  the  arms  and  shoulders.  As  often  us  |h)s- 
siiile  during  the  day  the  patient  should  endeavor  to  improve  ujwn 
the  atfitu<le  which  the  corset  enforces,  by  assuming  the  keynote 
jwsition  and  by  flexing  and  extending  the  trunk  on  the  hips. 
For  general  exercises  the  corset  may  be  removed,  and,  as  a  rule, 
it  nctH^l  not  be  worn  at  night,  although  in  the  treatment  of  young 
subjects  its  constant  use  for  one  or  more  weeks  is  of  service  in 
enforcing  a  proper  attitude. 

When  the  deformity  is  dependent  uj>on  irremediable  iujurj-  or 
disease,  such,  for  exam]ile,  as  anterior  poliomyelitis  or  empyema, 
some  form  of  brace  must  Ije  employed  constantly  to  prevent  exces- 
sive lateral  deviation  of  the  trunk  ;  and  in  cases  of  lixe<l  deformity 
in  older  subjects,  especially  if  the  patient's  occupjition  is  fatiguing, 
a  support  may  l>e  indicated  to  relieve  symptoms  of  discNjnifort  or 
pain. 

Support  is  employed  prinuuily  with  the  aim  of  preventing  an 
inoreaae  of  deformity  and   to  relieve  symptoms  incidental  to  the 
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deformity.  It  may  serve,  also,  in  some  degree  as  a  corrective 
appliance.  If  it  holds  the  spine  in  the  extended  position  or 
induces  lordosis,  it  may,  by  relieving  the  anterior  portion  of  the 
column  in  part  from  the  deforming  influence  of  superincumbent 
weight,  induce  or  permit  a  slight  lessening  of  the  rotation  of  the 
vertebral  IxKlies.  On  this  principle  a  liglit  steel  brace  after  the 
Taylor  model  may  be  as  effective  as  any  of  the  more  complicated 
appliances,  as  was  suggestetl  many  years  ago  by  Jiidson.  Corsets 
of  other  material  than  plaster,  for  example,  of  paper,  or  of  alumi- 
num, as  suggested  by  Phel))s,  may  be  employed  when  the 
deformity  is  fixed  and  when  no  change  in  the  position  or  size  of 


Fio.  1«. 


The  KniKbl  •pinal  bnoe,  •<  tucd  In  lnt«ml  curvature.  A  leatlieror  cenvu  band,  mule 
•iljiKinble  by  lacings,  Is  itretobed  from  the  pa)t«rior  uprlKht  to  tb«  side  bar  on  tbe  aide  of 
ihe  dotaal  conTezli]'. 

the  trunk  is  to  be  expected.  The  Knight  brace,  when  carefully 
adjusted,  appears  to  meet  the  re<juireinouts  fairly  well,  and  when 
less  support  is  needed  an  ordinary  corset  strengthened  by  light 
steels  may  be  Hiifficient. 

Forcible  Correction  of  Deformity.  In  the  treatment  by  gymnas- 
tic exercises  the  patients  are  supposed  to  overcome  by  voluntary 
effort,  as  far  as  is  possible,  the  secondary  accoinuio<lative  contrac- 
tions of  the  soft  parts  that  prevent  the  correction  of  the  deformity, 
the  heavy  work  of  the  Teschner  system  being  particularly  effec- 
tive for  thus  jnirpose.  But  in  many  instances  the  voluntary  cor- 
rection of  deformity  may  be  supplemeute<l  with  advantage  by  the 
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employment  of  force.  For  example,  the  patient  may  use  the 
weight  of  the  body  as  a  means  of  correction  by  forcibly  flexing 
the  trunk  over  a  padded  hnx  (Fig.  14St)  and  a  variety  of  similar 
[>0!ftures,  either  active  or  passive,  with  or  without  susjMjnsiou, 
may  l)e  utilized  with  the  same  object.  C'orreetive  force  applied 
by  the  hands,  the  patient's  trunk  bein^  flexed  and  rotated  in  the 

directions  opposed  to  the  de- 
fonnities,  altliough  the  most 
effective  method,  is  the  most 
fatiguing,  and  machines  have 
been  fwnstnicted  with  the  aim 
of  applying  the  force  in  a  simi- 
lar manner.  This  is  illustrated 
by  the  appliance  of  HolTa, 
whicli  liiis  lieen  modified  by 
Sohede  and  utlurs.  In  tliis  ma- 
chine i\\G  patient  is  susi>ended, 
the  hips  are  fixed,  and  the  press- 
ure screws  are  applied  upoa 
the  convexities  of  the  double) 
curve,  with  the  aim  of  untwist- 
ing the  spine.  The  correctioa. 
is  maintained  for  fifteen  min- 
utes or  longer,  and  it  is  then 
followed  by  the  regular  exer- 
cises of  the  day  (Fig.  144). 

The  Forcible  Correction  of  De- 
formity Combined  with  Fixation. 
Forcible  correction  and  fixa- 
tion is  the  treatment  of  selec- 
tion for  resistant  lateral  curva- 
ture in  early  childliood,  because 
one  cannot  command  the  co- 
openitiou  of  the  patient  in 
maintaining  the  projver  attitude, 
and  because  the  rapid  growth  at  this  age,  which  favors  the  in- 
crease of  the  deformity,  is  e<jually  favorable  to  its  cure  if  the 
static  conditions  can  be  changed. 

For  example,  one  treats  the  severe  rhuchitic  kyphosis  of  infancy 
by  fixation  on  the  stretcher  frame  in  the  attitude  of  overexten- 
sion, and  by  daily  manual  correction  of  the  deformity.  And  in 
the   treatment  of  older  children,  in   whom  posterior  or  lateral 
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deforniitv'  is  fixe<t,  one  is  justitied  in  using  the  same  method  for 
its  relief  aiul  cure  that  wouUI  \h-  employed  in  the  treatment  of 
F'otf'si  disease.  In  this  class  the  plaster-of-l*ari.s  jacket,  applietl 
while  the  trunk  is  held  in  the  best  possible  position,  is  the  treat- 
ment of  selection — a  treatment  that  should  be  continue<l  until  the 
deformity  is  cured  or  until  further  rectification  by  this  means  is 
found  to  be  impossible. 

The  most  convenient  method  of  applying  the  jacket  is  by  means 
•f  the  ordinary-  su9{)ension  apparatus.  The  back  having  l)een 
carefully  padded  at  the  points  of  pressure,  the  patient  is  sus- 
pende<l,   and   while    traction  and    manual    corrective  force  are 

no.  14S. 


by  plaal«r  Jftckeu. 


^bowing  tbe  dlsappektsnce  of  tbe  rotation. 


exerted  the  plaster  bandages  are  applied.  In  this  correction  two 
poiats  an;  of  especial  importance  :  to  attain  as  much  extension  or 
overcorrection  as  possible,  and  to  sway  the  entire  Ixxly  in  the 
direction  opposite  to  the  habitual  inclination.  By  overextension 
one  removes  the  weight  in  part  from  the  vertebral  bt)dies  that 
Me  primarily  defonne*!,  and  by  lateral  correction  one  endeavors 
to  cbanga  the  relation  of  the  weight  to  the  distorted  part.  This 
imprDVed  poeition  must  be  carefully  maintained  by  the  hands 
until  the  phuter  ban<Iages  have  become  tirni.  The  jackets  may 
be  nhanged  at  intervals  of  about  a  month,  and  at  each  applic:i- 
[>D  one  attempts  to  improve  ujxjn  the  former  position. 
Ixivctt'  bus  urged  the  importance  of  correcting  anteroposterior 
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deformities  by  straightening  the  compensatory  curves.  For 
example,  if  a  dorsal  convexity  is  accompanied  by  a  lumbar  con- 
cavity the  jacket  should  be  applied  while  the  lumbar  segment  is 
straight.  This  may  be  accomplished  by  supporting  the  trunk  in 
the  prone  posture  on  a  hanmiock,  the  legs  hanging  downward  on 
either  side,  or  in  the  sitting  posture.  The  effect  of  flexion  of 
the  thighs  in  straightening  the  lumbar  spine  is  illustrated  in 
Fig.  145.  Theoretically,  if  this  attitude  persists,  it  should 
induce  a  flattening  of  the  abnormal  kyphosis  of  which  the  lor- 
dosis is  the  effect,  particularly  if  the  improved  position  is  fiivored 
by  appropriate  postures  and  exercises. 

In  the  cases  in  which  corrective  force  is  employed  the  jacket 
is  used  in  preference  to  the  corset,  because  it  holds  the  spine 
more  perfectly.  It  is,  of  course,  a  disadvantage  to  employ 
such  restraint,  but,  as  has  been  stated,  the  pn^osis  in  fixed 
rotary  lateral  curvature  in  a  young  child  is,  as  regards  ultimate 
deformity,  extremely  unfavorable,  and  one  is  justified,  there- 
fore, in  sacrificing  muscular  activity  in  order  that  the  original 
deformity  of  the  bones  may  be  remedied.  As  an  illustration  of 
persistence  in  this  method  of  treatment,  it  may  be  stated  that  it 
was  continued  by  me  for  nearly  five  years  in  one  case  of  extreme 
scoliosis  of  congenital  origin  with  most  gratifying  success  (Fig. 
145). 

The  jackets  may  be  applied,  also,  in  the  horizontal  position, 
traction  being  exerted  upon  the  arms  and  legs,  combined  with 
manual  pressure  on  the  trunk,  somewhat  after  the  manner  of  the 
Calot  method  of  correction  of  the  deformity  of  Pott's  disease. 
Or  the  body  may  be  supported  by  a  sling  or  other  appliance.  In 
certain  instances  one  is  able  to  correct  the  deformity  more  effect- 
ually by  horizontal  than  by  vertical  suspension  in  the  manner 
already  described. 

When  the  deformity  has  been  overcome,  or  when  the  contin- 
uation of  the  treatment  seems  undesirable,  the  jacket  may  be 
replaced  by  a  coreet,  which  may  be  removed  for  daily  massage  and 
for  exercises.  This  may  be  finally  discarded  when  the  muscular 
strength  has  been  regained. 

As  has  been  stated,  forcible  correction  and  fixation  is  essen- 
tially a  treatment  of  deformity  in  early  childhood.  But  in  cer- 
tain instances,  when,  for  example,  the  deformity  is  extreme  or  is 
increasing  rapidly,  it  may  be  employed  in  adolescence.  In  the 
treatment  of  this  class  of  cases  the  plaster  jacket  is  usually 
a])plied  while  the  patient  is  fixed  in  the  best  possible  position  by 
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of  some   form  of  pressure  apparatus,  as  is  illustrated  in 
Fijr.  144. 

Forcible  correction  of  deformity  in  this  manner,  under  anss- 
thesia,  with  subsequent  (ixation  of  the  trunk  and  of  the  head,  if 
possible^  in  the  overcorrected  position,  is  advocated  by  Wullstein,' 
and  it  may  be  of  service  in  certain  cases. 

The  Volkmann  Skat.  In  cases  of  primary  lumbar  curva- 
ture, or  when  the  secondary  curve  of  this  region  is  pronounced, 
the  attitude  may  lie  improved  and  the  deformity  may  be  cor- 
rectetl  in  part  by  seating  the  patient  on  an  inclined  plane,  the 
high  side  l>eneath  the  low  hip,  thus  lessening  the  convexity  of 
lljf  cur%-e. 

TiiK  HiuH  Shoe.  The  same  object  may  be  attained  in  the 
erect  poeture  by  the  use  of  a  higher  heel,  or  heel  and  sole.  The 
elevation  may  be  from  a  half-inch  to  an  inch  and  a  <juartcr,  the 
nmunnt  being  regulated  by  its  effect  upon  tlie  eoutour  of  the 
trunk. 

l*fi«TrRE  AND  Sui'i»<)i!T  DiRiXG  Recimhkxcy.  The  atti- 
tudes habitually  assumed  during  recuml)eucy  should  l>e  investi- 
ited.  The  betl  should  be  provided  with  a  hard  mattress  and  a 
low  pillow,  and  the  pjitient  should  be  encouraged  to  lie  habitually 
upon  the  side  which  opjwses  the  deformity,  or  upon  the  back. 
The  rectification  uulueeil  by  such  an  attitude  may  be  still  further 
incnaueti  by  tlie  use  of  a  hanl  pillow  beneath  the  convexity  or 
beneath  the  back,  and  in  certain  instances  the  Harwell  sling  may 
be  employetl  with  advantage. 

General  Treatment.  The  im|)ortance  of  improving  the  gen- 
ii c-onditiim  of  tlic  patient  by  regulation  of  the  diet,  by  cold 
iths,  and  by  active  exercise  in  the  open  air  is  self-evident.  The 
itnin  upon  the  back  should  l)e  lessened  by  providing  proper 
•eats  and  by  limiting  the  time  passed  in  passive  attitudes,  and  by 
Irnnrning,  as  far  as  |>ossible,  the  restraint  of  the  clothing.  These 
precautions  are  of  aluiost  e<|ual  importance  with  the  active  treat- 
ment. 

Tha  Dnration  of  Treatment.  The  duration  of  treatment  depends, 
of  courts,  u|)on  the  character  of  the  deformity  and  upon  its  causes. 
In  the  ordinarj-  type  of  ailolescent  scoliosis  the  dunition  of  active 
treatment  is  usually  from  three  to  six  months.  In  this  time  the 
mnvolcff  may  l»e  so  strengthened  and  the  necessity  for  constant 
attention  to  the  attitudes  may  Ik>  so  imprcssiKl  upon  the  patient 
that  the  !$imple  exercises  which  may  be  performed  at   home  may 
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be  sufficient.  In  such  exercises  the  most  important  postures  are 
those  which  liyperextend  the  spine.  The  constant  effort  should 
be  to  make  motion  in  one  direction  as  free  as  in  another,  and  to 
pmctico  [XM^tures  that  tend  to  reduce  deformity.  In  all  cases  it 
lit  well,  if  possible,  to  keep  the  patient  under  super%'ision  during 
tht>  j»ori<Kl  of  growth. 
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round  back  (Fig.  146)  in  which  the  dorsal  kyphosis  and  the 
lumbar  lordosis  are  somewhat  exaggerated.  A  third  type  is  the 
flat  back  (Fig.  82)  in  which  there  is  neither  a  lumbar  lordosis  nor 
a  dorsal  kyphosis.  In  the  marked  cases  there  is  an  actual  promi- 
nence in  the  lumbar  region,  while  the  scapulse  project  backward, 
overhanging  the  flattened  dorsal  spine.  This  type  of  back  is  the 
result,  in  many  instances,  of  a  rhachitic  kyphosis  which  was  most 
prominent  in  the  lumbar  region,  and  it  often  follows  a  primary 
lateral  rotation  of  the  lumbar  vertebrae.  The  flat  back  and  the 
round  back  predispose  to  lateral  curvature.  Deviations  from 
the  normal  contour  of  the  spine  are  attended  by  a  change  in  the 
inclination  of  the  pelvis  and  in  the  relation  of  the  support  of  the 
limbs  and  trunk.  The  round  back  (Fig.  147)  is  almost  always 
indicative  of  weakness,  and  it  is  often  accompanied  by  other 
postural  deformity,  especially  often  by  weak  feet. 

Anteroposterior  Deformities  of  the  Spine. 

Kyphosis.  As  has  been  stated  in  the  chapter  on  Pott's  dis- 
ease, the  spine  is  practically  straight  at  birth.  If  during  the 
early  weeks  of  life  an  infant  be  placed  in  the  sitting  posture  the 
head  falls  forward  and  the  spine  bends  into  a  long  posterior  curve, 
the  posture  of  weakness.  The  normal  anterior  convexity  of  the 
cervical  section  is  establishetl  when  the  gain  in  muscular  power 
enables  the  infant  to  hold  tlie  head  erect,  and  that  of  the  lumbar 
region  when  the  pelvis  is  tilted  downward  by  the  extension  of 
the  thighs  in  the  erect  posture. 

In  the  erect  posture  the  constant  tendency  of  the  weight  of  the 
head  and  of  the  thoracic  and  abdominal  organs  is  to  draw  the 
spine  forward  and  to  re-establish  the  original  posterior  curve. 
This  tendency  is  resisted  by  the  action  of  the  posterior  muscles 
of  the  trunk.  Whenever,  therefore,  the  muscular  power  is 
lessened  or  the  body  is  overburdened,  or  whenever  the  spine  is 
weakened  by  disease,  the  tendency  toward  the  original  curve  of 
weakness  becomes  apparent  (Fig.  148).  Thus,  the  causes  of  an 
abnormal  increase  in  the  posterior  curvature  of  the  spine  are  very 
numerous.  It  is,  as  has  been  stated,  the  characteristic  attitude 
of  weakness,  as  is  illustrated  in  infancy  and  in  old  age.  It  is 
one  of  the  common  occupation  deformities  of  adult  life ;  it  is  a 
common  postural  deformity  of  childhood  and  adolescence.  It 
may  be  induced  by  a  variety  of  diseases  that  lessen  the  resistance 
of  the  spine  or  that  interfere  with  its  function.     For  example, 
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by  rhachitis,  dpondylitis   deformans,  osteitis    deformans,   Pott's 
(KflMW,  and  affections  of  a  similar  nature. 

The  kyphosis  ■>f  rhaciiitis  is  niost  marked  in  tJie  lower  region, 
that  of  liixjmlylitis  defonuans  may  involve  the  entire  spine,  while 
ibc  siroplt!  poetiiml  curA'ature  is  most  marke<l  in  the  upper  dorsal 
K^on — "  round  shoulders."  In  a  number  of  the  postural 
deformitiea  the  increase  in  the  dorsal  kyphosis  is  balanced  by  an 
ioenued  Inrdo^iis,  and  in  this  form  there  is  simply  an  exaggeni- 
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tioo  ni  the  normal  curves  of  the  spine — the  "  hollow  'round  " 
\mek.  In  other  instances  thore  is  a  gvueral  forwanl  droop  of 
the  tmnk  in  which  the  lumbar  lordosis  may  be  lessened  ;  this 
form  i*  more  common  in  chililhoo*! — the  "  roimd  "  Imck. 

Tbr  fornw  tif  kyphosis  that  arc  the  direct  result  of  disease 
^lave  l>een  d«Horilie«l  elsewliere.  ['ontunil  jti/y^/io«w—"  round 
•houldern" — m  one  of  the  common  deformities,  and  in  childhood 
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its  etiology  is  similar  to  that  of  lateral  curvature,  of  which  it 
may  be  a  predisiMsiug  cause.  Rouud  shoulders  and  the  accom- 
panying; flat  chest  may  be  in<liit'ed  also  by  obstructions  iu  the 
respiratory  passages,  such  as  eiihirged  tonsils,  adenoids,  and  the 
like,  or  by  bronchitis  or  heart  disease.  Another  predisposing 
cause  is  clothing  that  prevents  the  full  expansion  of  the  chest 
and  the  extension  of  the  anus,  and  even  the  weight  of  clothing 
suspended  from  the  shoulders  may  be  a  factor  iu  the  etiology. 


FlO.  149. 
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Exercisei  for  the  oorreoilon  nf  posterior  curvctarva  ol  ibe  tpinc.    (Bonti.) 


These  and  other  possible  rontrtbnting  causes  should  be  investi- 
gated in  all  cases  of  this  type. 

A  marked  ty|«'  of  dcfnrmity  is  somotinies  seen  in  adolescents' 
(Fig.  7")),  iudiiced  apparently  t>y  posture  and  by  overwork, 
although,  in 'most  instances  it  maybe  assumed  that  a  slighter 
deformity  of  long  sfiinding  serves  as  a  j)redisposing  cause.  In 
this  tyj>e  the  deformity  is  resistant,  and  there  is,  as  a  rule,  pain 
or  discomfort  most  marked  iu  the  lumbar  region. 
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Tieatment.  The  treatment  is  similar  to  that  of  lateral  curva- 
ture. The  assumption  of  the  military  attitude  with  the  head 
erect,  the  chin  depressed,  the  shoulders  thrown  back,  the  chest 
expanded,  and  the  abdomen  retracted,  should  be  encouraged. 
And  those  exercises  that  expand  the  chest  and  that  strengthen 
the  muscles  of  the  upper  part  of  the  spine  are  especially  impor- 
tant. (Such  exercies  are  illustrated  by  Figs.  97,  98,  lOo,  106, 
111,  112,  121,  127,  129,  131,  149,  and  150.)  If  the  range  of 
vertical  extension  of  the  arms  is  limited,  this  restriction  must  be 
overcome  before  the  deformity  of  the  spine  can  be  permanently 

Flo.  151. 


Tempered  steel  aprigbts  for  round  sbouldere.    (Bradford  and  Lovett.) 

improved.  In  well-marked  cases  the  patient  should  be  encour- 
aged to  read  or  study  in  the  prone  posture ;  in  this  attitude,  in 
which  the  trunk  must  be  supported  upon  the  elbows  and  the  head 
held  backward,  there  is  necessarily  an  involuntary  correction  of  the 
deformity.  In  certain  instances  a  light  spinal  brace  or  corset  may 
be  employed  during  the  hours  when  the  passive  attitude  must  be 
assumed  (Fig.  151).  Shoulder  braces,  so-called,  are  useless,  because 
the  lumbar  lordosis  is  increased  when  the  shoulders  are  drawn  back- 
ward. Clothing  should  not  restrict  the  movements  of  the  arms 
or  trunk,  and  as  little  weight  as  possible  should  be  suspended 
from  the  shoulders.     In  the  more  extreme  cases,  in  which  the 
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kyphosis  is  of  long  duration  and  rigid,  forcible  correction  aftt-r 
the  Calot  method  is  indicated  as  a  preliminary  treatment.  Kixed 
support,  preferably  the  plaster  corset,  is  employe*!  until  the 
patient  lias  l)ecome  accustomed  Ui  the  new  attitude.  Afterwunl 
treatment  by  exercise  and  posture  is  continncil  as  in  the  ordinary 
type.  Whenever  a  patient  is  under  treatment  for  deformity  of 
the  trunk  the  attempt  should  l>e  made  to  restore  the  pn)i)er  rela- 
tion of  the  lx)dy  and  limbs,  and  thus  to  restore  the  general 
syinmetry  of  tlie  Ij^hIv. 

Lordosis.  Lordosis,  or  an  abnormal  liollowness  of  the  back, 
is  far  less  common  than  kypliosis.  It  is  not  a  simple  postural 
deformity,  but  it  is  usually  seoiuidary  to  disease  or  defonnity 
either  of  the  spine  or  of  the  adjoining  members.  For  example, 
lordosis  may  be  induced  by  flexion  contrsietion  of  the  thighs  ;  it 
is  a  symptom  of  c<jngenitid  displacement  of  the  hips  ;  it  is  wjrae- 
times  a  result  of  certain  forms  of  nervous  disease,  in  which, 
because  of  nuiscular  weakness,  the  l)ody  is  swaye<l  liackward  to 
retain  the  balance,  as  in  pseudohypertrophic  paralysis.  I^ordosis 
in  the  lumbar  region  may  be  a 'compensation  for  a  kyphosis  in 
the  tipper  segment.  It  is  caused  dirpctly  by  s]K>ndylolisthesis. 
It  may  be  a  congenital  deformity,  and  it  is  said  to  be  a  |>eculiarity 
of  contortionists. 

Treatment.  .\s  lordosis  is  usually  a  secondary  ileformily  its 
treatment  would  be  included  in  the  treatment  of  its  causes.  1  n 
some  instances  the  di3<*omfort  which  is  usually  present  when  the 
deformity  is  well  marketl  may  be  relieved  by  a  proper  corset 
sufficiently  strong  to  support  the  back. 


Congenital  Elevation  of  the  Scapula. 

Sjmonym.     Sprcngel's  deformity. 

Spreugel's  defortnity  is  a  congenital  elevation  of  the  scapula 
above  the  level  of  it^  fellow,  an  elevation  accompanied  in  most 
instances  by  rotation,  so  that  its  lower  angle  is  brought  nearer  to 
the  spine.  The  cervical  muscles  passing  to  the  scapula  arc  short- 
ened and  changed  in  direction.  Thus,  its  mobility  is  lessened 
anil  conse<|uently  the  range  of  vertical  extension  of  the  am>  is 
restricteil.  In  many  instan<'es  the  deformity  is  accompanie<l  by 
a  lateral  curvalure  of  the  spine,  the  convexity  l)eing  usually 
toward  the  deform«Kl  side.  In  a  case  treated  at  the  Hospital  for 
Kuptured  anil  Crippled  the  elevation  of  the  scapula  was  accom- 
[Nmied   by  marke<l   torticollis  and  asynmietry  of  the  face,  and  in 
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Flii.  132. 


2  cases  reported  by  Wilson  and  Itiigli'  the  posterior  border 
of  the  ^>apula  was  attaelied  by  a  bony  process  to  the  spine  of 
the  seventh  cervical  vertebra.  In  4  cases — 3  reporte<l  by 
Kolliker^  and  1  by  HofFa — tlie  projecting  upper  border  of  the 
scapula,  reaching  nearly  to  the  clavicle,  was  mistaken  for  an 
exostosis. 

The  6rst.  aile<juate  account  of  the  deformity  was  that  of  Spren- 
gel,^  who  ilescribeil  4  cases  in  obildreii  from  one  to  seven  years 
of  age.  In  181)8  Pitsch*  described  17  other  cases  collected  from 
the  literature,  and  two  years  later  Roger''  reported  32.  <  )f  llie^e, 
3(t  were  unilateral  and  2  were  bilateral. 

Etiology.  The  etiology  is  doubtful,  but  the  deformity  appeal's 
to  l>e  the  result  of  a  constrained  position  of  the  fcelus  In  utero. 
In  two  of  Sprengel's  cases,  seen  soon 
after  birth,  the  arm  appeared  to  have 
l)een  fi.xed  behind  the  back  of  the  child. 

It  is  of  interest  to  note  that,  accord- 
ing to  Chievitz,  the  up|K'r  limb  is  in  its 
origin  a  cervical  appendage  retaining 
an  elevated  position  during  fretal  life, 
and  that  interference  with  its  descent 
by  constraint  or  otherwise  may  explain 
the  etiolog}'. 

Congenital  elevation  of  the  scapula 
may  be  simulated  by  the  distortion  au<l 
muscular  atrophy  resulting  from  birth 
palsy,  or  even  by  certain  cases  of  rotary 
lateral  curvature  in  which  the  scapula 
is  elevatcil  and  prominent. 

Treatment.  If  the  case  is  seen  in 
childhood  and  if  the  contraction  of  the 
vertebroscapnla  muscles  is  extreme,  the 
shortened  tissues  may  be  divided  bv  open     co'>8(«n"»i  eioy»iioi.  m  ii,c  wa 

.      ...  '.,      ,  BC»pul».    (Wlliouaud  Rugh.l 

incision    as    in    torticollis,    and    if    the 

siapulu  is  joined  to  the  spine,  the  bony  process  should  be  re- 
moved. In  older  subjects  no  treatment  other  than  that  for  the 
lateral  curvature  is,  as  a  rule,  indicated. 


J 


•  Aookl*  or  Surgery,  April,  liWO. 
<  Arrblr  t.  kiln.  Chlr  ,  I.S9I.  DO.  xlli. 
»  ZUL  t.  Ortb.  Chlr.,  Bd.  t1.  H.  1. 


>  Centralbl.  f.  C'blr.,  1«96. 
•  Ibid.,  1902,  Bd.  Ix. 
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The  Absence  of  VertebrsB. 

Absence  of  vertebrae  is  usually  associated  with  rhachischisis. 
Several  cases,  however,  have  oome  under  my  observation  in 
which  there  was  absence  of  vertebrse  without  other  malforma- 
tion. In  two  of  the  cases  the  deficiency  was  in  the  oervioal 
r^on,  in  the  others  in  the  lumbar.  The  noticeable  shortness 
of  the  affected  section  of  the  spine  was  the  only  symptom. 

Deformities  of  the  Chest. 

The  Flat  Ohest.  The  so-called  flat  chest  is  an  accompani- 
ment of  the  round  back  (Fig.  147).  In  most  instances  the 
chest  is  not  actually  flattened  in  the  sense  that  its  anteroposte- 
rior diameter  is  diminished.  It  appears  flatter  because  the  shoul- 
ders and  scapulae  are  displaced  forward. 

Woods  Hutchinson  has  called  attention  to  the  fact  that  the 
so-called  flat  chest  is  usually  a  round  chest,  in  the  sense  that  it  is 
actually  deeper  than  the  normal,  a  persistence  of  the  foetal  type. 
He  suggests  that  such  persistence  may  be  one  of  the  causes  of 
so-called  round  shoulders,  the  round  chest  affording  no  adequate 
support  for  the  scapulse. 

Hutchinson'  has  presented  an  index  showing  the  relative  depth 
of  the  chest  at  different  ages,  illustrating  the  progress  from  the 
keel  chest  of  the  lower  orders  to  the  bellows-shape  of  the  adult 
human  form.  This  index  is  found  by  dividing  the  anteroposterior 
diameter  at  the  nipples  by  the  transverse  diameter  at  the  same 
level ;  hence  the  lower  the  index,  the  longer  and  flatter,  more 
bellows-like  the  chest. 

Fcetal  index 108 

iDfontile  Index      ...              fSI 

Child           ■' W 

Adult          '■          72 

Treatment.  The  treatment  of  the  so-called  flat  chest  is  similar 
to  that  of  the  round  shoulders  with  which  it  is  often  combined — 
that  is,  by  exercises  conducted  with  the  special  object  of  improv- 
ing the  strength  of  the  muscles  of  the  back  and  increasing  the 
expansion  of  the  upper  part  of  the  chest.  The  importance  of 
correcting  the  deformity,  which  interferes  with  the  proper  expan- 
sion of  the  lungs  and  thus  predisposes  to  disease,  should  be 
evident. 

>  Journal  American  Medical  Aesociation,  September]!,  1897. 


UEFORillTIES  OF  THE  SPINE. 


225 


hy  rfaachitis,  spjiulylitis   deformans,  osteitis   deformans,   Pott's 

(BacMC,  and  iifToctioDs  of  a  similar  nature. 

Thp  kyphosis  of  rhachitis  is  most  marked  in  the  lower  region, 

that  of  spondylitis  deformans  may  involve  the  entire  spine,  while 

the  jumple  postural  cnr\'atnre  is  most  marked  in  the  upper  dorsal 
■ion — "  round    shoulders."      In    a    number   of    the    postural 
Connitics  the  increjise  in  the  dorsjil  kyphosis  is  balanced  by  an 
e<l  lonlosis,  and  in  this  form  there  is  simply  an  exaggeni- 


Fl<;    H<*. 


IpDUcliut  L. 


tu  111  una. 


k:-'><ilacl<lenut 


tlwn  of  the  normal  curves  of  the  spine — the  '*  hollow  roimd  " 
In  other  instjinces  there  is  a  ;reneral  forward  droop  of 
ink  in  whieh  the  iumiiar  lordosis  may  be  lessened  ;  this 
fenn  u  more  eoramon  in  ehildhoo<l — the  "  round  "  back. 

Tb«'  forms  of  kyphosis  that  are  the  rlireet  result  of  disea-se 
h«vc  been  describetl  elsewhere.  I'oxtmal  k\i/phox'ij<  —  '' ronnd 
ihoahlcn" — is  one  of  the  common  deformities,  and  in  childhood 

!■■> 


Pcciu>  ezcnvatum, 

Btemum  are  common.  The  extreme  form,  in  which  the  entire 
Bterniini  is  depressed,  is  rare.  It  is  practically  always  a  wmgeiiital 
dofunuitv,  and  it  is  not  snsreptiMi*  to  direct  treatment. 
•  Minor  Deformities  of  the  Chest.  As  has  been  stated,  distor- 
tions of  the  chest  secondary  to  deformity  of  the  spine  are  often 
discovered  before  the  original  cause  is  suspected.  And  the  inijwr- 
tance  of  the  various  minor  irregularities  of  the  chest  or  in  the 
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ilirectiou  of  the  rib.s  wlien  once  discovered  is  often  exaggerateil. 
They  are  usually  the  result  of  preceding  rhacbitis.  The  increase 
of  the  capacity  of  tiit>  chest  by  appropriate  exercises  aids  in  the 
correction  of  nsyninictry. 

Absence  of  Ribs.  Aljsence  or  defective  formation  of  ribs  is 
uncommon.  In  such  cases  there  is  usually  defective  formation  of 
the  corresponding  muscles,  and  lateral  curvature  of  the  spine  is 
a  common  accompaniment. 

Defective  Formation  of  the  Pectoral  Muscles.  Several 
instances  in  whicji  one  or  l)otl»  of  tlie  pci'tonil  inuaclcs  were 
defective  or  ubscnt  have  Iwen  observed  at  tlic  llospitiil  for  Rup- 
tured and  Crippled.  The  malformation  iu  these  eases  caused  no 
direct  symi)ton»i.' 

Absence  or  Defect  of  the  Clavicle.  A  uumbcr  of  cases  of 
defective  formation  of  the  clavicle  on  one  or  both  sides  are 
reconled.  In  most  instances  a  jwrtion  of  the  stcrual  extremity 
is  present.     The  defect  appears  to  cause  but  slit,'lit  inconvenience.* 


Acquired  Luxation  or  Subluxation  of  the  Clavicle. 

I'jirtial  displacement  of  the  sternal  end  of  the  clavicle  is  not 
particubrly  uncommon.  In  some  instances  it  is  caiiseil  by  injury  ; 
in  others  no  cause  can  be  as.signeKl.  Most  often  there  appears  to 
be  !i  laxity  of  the  capsular  ligament  that  allows  a  (lis])lacement 
during  certain  movements  of  the  arm.  The  displacement  is 
readily  reduced,  but  the  weakness  and  insecurity  may  cause  dis- 
oomf">rt  and  disability. 

Treatment.  In  some  instances  the  displacement  may  be  pre- 
vented by  tlie  pressure  of  a  pa<l  and  truss  spring,  attached  l>ebind 
to  the  corset  or  braces  and  [lassing  over  the  shoulder  close  to  the 
uvck.  Such  an  apj>liance  is  especially  useful  if  the  displacement 
occurs  at  certain  times  only,  as  in  dressing  the  hair,  playing  on 
the  violin,  etc.  Cures  are  rejwrted  as  tlie  result  of  the  injection 
of  alcohol  into  the  joint  from  time  to  time,  and  Wolff -^  has 
operated  with  success  as  follows :  The  joint  is  opened  by  a 
straight  incision.  A  fragment  of  Itone  is  detached  from  the 
clavicle  alxive  and  a  similar  one  from  the  sternum  ;  these,  still 
adhennt  to  the  periosteum,  are  overlap|>c<l  in  front  of  the  joint 
and  the  cap»ule  is  then  sutured.  As  a  rule,  the  affection  is  not 
nl  particular  importance. 

<  McrtlreniV    Rertie  d'OrtbopiSJIe.  Msy.  I9ii!i. 

>  Sebornsteln  wul  (,'upencer.    Lancet,  J>nu«nr  7,  UW9. 

<  Onlmlbl.  f.  Clilr..  November  M,  189S. 
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Asymmetrical  Development. 

In  nitrnial  imlividiials  there  is  oftfn  a  slight  difference  between 
the  two  halves  of  the  body,  and,  as  is  well  known,  inequality 
in  the  length  of  the  legs  is  not  at  all  uncommon.  Inequality  of 
the  two  halves  of  the  IkkIv  may  Imj  congenital,  and  it  may  be 
evident  at  birth,  but  usually  it  does  not  attract  attention  until 
adolescence.  In  many  instances  this  inequality  is  a"  slight 
atrophy,  the  result  of  a  cerebral  hemiplegia  of  early  childhood. 

Via.  tS6. 


Uypertn)|>li7  ol  tbe  rl(lit  rcreum  and  hand,  doe  looongenital  nsTui. 

In  other  instances  the  inequality  may  be  due  to  congenital  hyper- 
trophy that  may  affct-t  the  entire  limb.  In  such  cases  the 
enlargement  may  t>e  due  to  an  abnormal  amount  of  normal  tissue, 
but  in  most  instances  the  hy)K-rtrophy,  which  becomes  more 
market!  with  the  growth  of  the  child,  is  caused  by  an  abnonual 
I)Io<m1  supply,  a  form  nf  congenital  nii-vus  (Fig,  \^>'^). 
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Table  of  Weiobt,  Heioht,  and  Cibccmference  of  the  Chest  in 
Childhood.    (Boab.) 
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The  Tnnctional  Pathogenesis  of  Deformity. 

Wolff's  Law.  "  Kven-  chimge  in  the  form  aud  function  of 
th«-  IwDes  or  of  llieir  function  alone  is  followed  by  certain  definite 
changes  in  their  intenial  architecture,  and  equally  definite 
secondary'  nlterations  of  their  external  conformation^  in  accordance 
with  ninthvmatit-al  laws." 

.Mention  ha.s  been  made,  and  will  be  made  again  from  time  to 

time,  of  the  adaptation  of  members  or  parts  to  abnormal  condi- 

.tioos,  and  of  the  tninsforination  of  deformed  part.s  to  the  normal 

I  when  the  improper  relation.^  of    weight  and  strain   iiave   been 

r«*JD<)v«d.     This  theory  or  law  of  functional  adaptjition  has  been 

.cstablishi*d  by  I'rfjfessor  Julius  Wolff,  of  Berlin,  who  has  shown 

its  applicntion  to  the  bones,  the  most  unyielding  structures  of  the 

bodj.     Hr  first  railed  attention  to  the  fact  that  the  sha])e  of  a 

ia  thr  effef't  of  function.     It  i.s  the  effect  of  function  in  that 

work  rwjuired  of  it  had  lieen  different  its  shape  would  have 
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been  differeut.  This  function  has  shaped  not  only  the  external 
contour  but  the  internal  structure  as  well.  If  a  bone  is  broken, 
for  example,  tiio  ueck  of  the  femur,  and  deformity  rchult??,  the 
interniil  architecture  is  no  longer  suitable  for  the  new  conditions 
of  weight  and  strain,  and  immediately  a  rearrsmgement  begins, 
which  finally  transforms  the  internal  structure,  not  only  in  the 
neiglilKirhood  of  the  injury,  but  in  the  extremity  of  tiie  bone  also, 
to  adapt  tlie  deformed  part  as  well  as  may  be  to  the  work  that  is 
now  demanded  of  it. 

Flo.  l.ifi. 


Olilocated  femur,  ■bowing  ihe  atropby  and  nMimngeinent  of  the  tuternal  •truclure  u 
compired  wltb  tbe  normal  (Fig.  U7).    (Freiberg.) 

The  normal  bone  is  bmced  m<ist  thoroughly,  and  is  most 
resistant  at  the  points  where  most  work  is  required  of  it.  If  the 
weight  and  strain  are  for  any  reason  tran.sferred  to  another  part, 
its  structure  becomes  hyiwrtropliied  there,  and  correspondingly 
weakened  at  the  point  from  which  the  straiu  lias  been  removed. 
WitJi  this  change  in  the  interna!  structure  a  change  in  the  external 
contour  keeps  pace.  For,  according  to  this  the<iry,  "  the  external 
contour  represents  mathematically  simjdy  the  last  curve  uniting 
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(levelopnieut  of  a  deformity  in  the  narrow  sense  ia  thus  explained. 
In  the  beginning  of  either  of  these  conditions  the  shape  of  the 
bones  is  perfectly  normal.  As  the  result  of  excessive  fatigue  in 
their  too  wealt  muscles  the  patients  are  fretjuently  assuming  a 
faulty  position  of  limb  or  body  ;  they  seek  to  control  excessive 
excursions  of  their  joints  by  the  interference  of  the  articular 
structures  themselves  instead  of  by  muscular  activity.  The 
result  is  a  continual  alteration  in  the  static  rec|uirements  ma<K' 
upon  the  bones  and  the  internal  architecture ;  internal  and 
external  contignnition  of  the  Itones  accouimodatc  themselves  to 
the  new  conditions.  Since,  according  to  this  reasoning,  defonu- 
ities  are  notliing  less  than  the  result  of  these  transfonuations 
which  the  external  form  of  Iwnes  or  joints  undergo  in  accom- 

rio.  iM. 


Section  ot  femonl  bead  ot  k  punlytlc  idiot,  aged  ttilrty-nre  jreiu*,  abowtng  tbo  exIreuM 
alro|iby  cauM<l  bydlBiue.    (K.  T.  Tiylor.) 

raodating  itself  to  faulty  demands  made  upon  them,  it  mu>t  be 
self-evident  that  these  deformities  are  to  be  considered  patho- 
logical only  in  the  sense  that  hyi>ertrophy  of  the  cardiac  muscle 
in  valvular  insutBcicnoy  is  pathological.  That  which  is  really 
pathological  is  only  the  alten'd  static  requirements,  the  abnormal 
mechanical  function.  Far  from  Iwing  pathological  the  deformity 
is  the  only  suitaljle  or  even  possil)le  form  by  mi-ans  of  whith 
bone  or  joint  can  withstand  the  altered  forces  l)earing  u|>ou  it ;  it 

nature's  way  of  securing  the  greatest  possible  ser\'icc  and 
strength.  un<ler  flic  new  conditions,  with  the  use  of  the  least 
possible  amount  of  material. 

"  The  pathogenesis    of   defomiitiea    is,   therefore,    functional. 
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Genu  valgum,  for  instance,  represents  only  the  functional  aoconi- 
motlation  of  femur,  tibia,  an<l  knee-joint  to  the  im|)roj)er  static 
i]emaiKl«  nia<le  hy  the  outward  deviation  of  the  leg.  Just  so  arc 
the  sha{>es  of  the  bones  in  clul)-foot  the  expressions  of  sirailur 
'  functional  accommodation  to  an  inward  rotation  of  the  foot,  or 
even,  sonjetimes,  an  inward  turning  of  the  whole  lower  extremity. 
The  faulty  position  of  an  extremity  under  these  circumstances  is 
to  t>e  regnnled  rather  as  a  cause  of  the  deformity  than  as  an 
effect.  This  faulty  position  must  always  occupy  a  place  inter- 
mediate between  the  remote  causes  of  deformity  (hereditary-  pre- 
disposition, habit,  muscular  weakness,  external  conditions  causing 
pressure  or  narrowing  space  of  growth),  and  the  anatomical  results 
which  these  various  remote  causes  bring  about. 

"  When  the  altered  demands  upon  an  extremity  do  not  occur 
ataneously,  as   in  the  alMjve  instances,  but,  on  the  other  hand. 
It  from  a  primary  disturbance  in  the  shajw  of  the  bones,  due 
to  trauma  or  bone  disease  witli  consetjuent  softening  or  destruc- 
tion of  tissue,  there  is  added  to  this  a  secondary  change  in  the 
external  conKguration  of  the  Ixjnes,  and  there  is  thus  caused  a 
'deformity   in   the   broad  sense  of  the   word.'      The  difference 
between  the  two  varieties  of  defonnity,  therefore,  lies  only  in  the 
ad<Iition  of  n  second  etiological  factor  (the  trauma,  etc.)  to  the 
deformity  in  the  broad  sense.     Botli  varieties  have  it  in  couuuon 
'  that  the  shape  of  the  bones  and  joints  of  the  deformed  part  repre- 
^Sents  nothing  else  than  the  expression  of  a  functional  acconuno- 
'dation  to  the  faulty  stati<'  demands  made  upon  it. 

"  Aa  a  second  example  by  means  of  which  to  explain  the  cor- 
reotDeas  of  the  doctrine  of  functional  pathogenesis  the  author  has 
selected  scoliosis.  In  the  tirst  cha]>ter  the  author  showed  in 
detail  that  the  altered  conditions  in  the  length  and  height  of  the 
Linuisvcnse  processes  of  scoliotic  vertebrjc  as  well  as  corres^Mjuding 
anditioub  in  the  ribs  of  the  scoliotic  thorax  are  so  evident  as  not 
sibly  to  escape  notice,  and  that  they  can  be  explained  in  no 
way  than  as  functional  acconmuxlation  to  tlie  circumstiuices 
space,  changed  and  brought  about  l)y  the  continual,  faulty, 
crani[K-«i  (Msition  of  the  thorax ;  this  is  as  true  of  the  convex 
,  of  tlie  iH»n«ive  side  of  the  vertebral  column,  to  which  the  trans- 
rerae  processes  and  ribs  iu  question  belong.  It  must  be  manifest 
that  changed  relations  of  one  part  of  the  skeleton  to  any  other 
of  the  skeleton  (as  far  as  spat*  conditions  are  concerned) 
irily  liring  altoiit  changes  in  the  mechauiail  demands  made 
■pon  this  |mrt,  and,  therefore,  changes  in  the  directions  and  values 
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of  the  pressure,  tensioa,  and  shearing  strains  of  each  and  every 
point  in  this  part  nf  the  sUeletnu.  The  conclusiftn  tiius  drawn, 
that  acciimmiidation  to  space  means  the  same  as  aecomuiotlation 
to  function,  is  of  greatest  importance  to  the  i/aieral  doctrine  of 
functional  aceoniniodation. 

'*  Tlie  origin  of  the  wedge-sluipe  of  the  scoliotic  vertebra  now 
comes  under  diseussi<in.  It  is  ussumwl  by  the  majority  of  writers 
that  an  abnormal  softness  of  the  bones  is  present  in  scoliosis  by 
means  of  which  a  faulty  position  can  model  the  botlies  of  the 
vertebra;  as  it  does  in  the  case  of  rhachitic  tlisease  of  the  Iwne,  or 
as  is  really  the  case  with  the  intervertebral  disks  in  cases  of 
'  habitual  scoliosis.'  While  unsupported  by  any  pathologico- 
anatoiiiiitil  investigations,  it  is  allowed  possible,  or  even  probable, 
that  such  softness  of  the  bones  plays  a  rAle  in  many  cases  of 
scoliosis.  It  is  certain,  Imwevcr,  that  this  is  by  no  means  always 
the  case ;  as  evidence<l  by  tlie  development  of  .scoliosis  after 
empyema  in  adults,  and  the  great  exaggeration  in  adult  life  of 
very  slight  scolioses  originating  'luring  youth.  It  is  concluded, 
on  the  contrary,  that  the  vertebra  may  acquire  its  scoliotic  wedge- 
shape  entirely  independent  of  the  pressure  of  the  superincumbent 
weight.  Furthermore,  in  the  absence  of  any  al>normal  softness 
of  the  bones,  the  body  of  a  vertebra  may  lose  height  on  the  con- 
cave side  and  gain  the  same  nn  the  convex  side  through  the 
'tropic  stimulus  of  function  '  purely  ;  being  simply  an  accommo- 
dation to  the  diminished  space  on  the  concave  side  and  increasi.'<J 
room  at  the  convexity  and  the  change  of  mechanical  conditions 
consequent  thereupon. 

"  This  simple  and  natural  conception  of  the  cin-umstanoes  con- 
cerning the  scoliotic  wedge  nuist  obtiiin  credence,  especially  since 
the  old  view,  corresponding  to  the  '  pressure  theory,'  has  Ikvd 
long  ago  disproved  by  Hoffa  and  Nicoladoni — namely,  that  the 
eommve  side  of  the  wetlge  Is  the  seat  of  atrophy,  and  that  this 
atrophy  accounts  for  the  loss  in  height  of  the  vertebral  IkkIv  on 
this  side." 

The  importance  of  Wolff's  theorj',  which  shows  how  deformity 
may  be  acquired  and  how  it  may  be  avoided,  is  very  evident. 
It  is  of  iMpial  imj>ortiince  in  indicjiting  the  principle.*  of  treatment. 
For  example,  from  tiie  anatomical  description  of  a  club  f<x)t  the 
distortion  might  appear  to  be  irremediable,  but  on  this  theory 
one  feels  assured  that  if  the  foot  e«n  be  fixeil  for  a  sufficient  lime 
in  the  overcorrecte<l  position,  the  influence  of  the  new  static  con- 
ditions will  imme<Iintely  induce  a  transformation,  not  only  in  soft 
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parts,  bnt  in  the  boues  as  well,  that  will  finally  effect  a  complete 
and  absolute  cure.  So,  also,  the  correction  of  a  distorted  bone 
by  operative  means  is  at  best  but  imperfect ;  if,  however,  the 
static  conditions  have  been  changed,  nature  will  in  time  recon- 
struct the  entire  bone  so  perfectly  that  in  a  few  years  practically 
00  trace  of  the  former  distortion,  either  in  contour  or  internal 
structure,  will  be  evident.  Scoliosis  might  be  cured  as  perfectly 
as  the  club  foot  or  the  bow-leg,  were  it  possible  to  restore  as 
easily  the  normal  conditions  of  weight  and  strain. 


Atrophy  of  Bone. 

The  writings  of  Wolff  have  called  especial  attention  to  the  fact 
that  bone  is  a  living  tissue  very  readily  affected  by  changing  con- 
ditions, and  that  atrophy  or  hypertrophy  of  bone  may  be  local  or 
general,  according  to  the  change  in  functional  use  of  the  affected 
part 

Since  the  Roentgen  ray  has  conic  into  general  use  particular 
attention  has  been  called  to  the  atrophy  of  the  internal  structure 
of  bone  that  follows  lessened  use  or  disuse,  or  from  what  is  called 
trophic  disturbance  of  nutrition  from  any  cause.  Kor  example, 
after  fracture  or  joint  disease,  or  nervous  affections,  or  even 
slight  injuries  of  the  nature  of  sprains,  eccentric  atrophy  is 
apparent — that  is,  weakening  of  the  lamella;  of  the  spongy  por- 
tion and  decrease  in  thickness  of  the  compact  substance  of  the 
bone. 

This  atrophy  is  not  only  rapid,  but  it  may  be  widespread,  as 
proved  by  the  investigations  of  Sudeck,'  who  could  distinguish 
atrophy  of  the  bones  of  the  foot  within  six  weeks  after  fracture  of 
the  1^.  Atrophy  of  bone  is  especially  rapid  as  a  result  of  acute 
affections  of  the  joints,  corresponding  in  this  to  the  atrophy  of 
the  muscles  under  similar  conditions.  In  the  X-ray  negative 
such  atrophy  is  indicated  by  a  loss  of  clearness  of  outline  which 
is  replaced  by  a  peculiar  blur,  resembling  closely  the  infiltration 
due  to  disease. 

Weigel  has  called  attention  to  cases  in  which  general  trophic 
disturbance  of  an  entire  extremity  was  induced  by  injurj-  of  a 
joint.  This  disturbance  was  indicated  by  congestion,  coldness  and 
persistent  weakness  of  the  extremity,  and  it  was  always  accom- 
panied by  marked  and  general  atrophy  of  the  bones.    Such  atrophy 

■  Fortac.  auf  dcm  Oebletf.  der  RUntgenstrahlen,  Bd.  ill.  H.  6. 
16 
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may  explain  the  delay  in  recovery  after  apparently  slight  injury 
or  disease  of  a  joint  or  other  tissue.  The  treatment  should  be 
stimulative,  and  functional  use  of  the  weak  part  should  be 
encouraged  as  soon  as  possible. 

After  long-continued  disuse  the  bones  may  be  extremely  fragile. 
This  fact  must  be  borne  in  mind  when  one  attempts  to  correct 
deformity  caused  by  paralysis,  by  rheumatoid  arthritis,  and  the 
like. 


CHAPTER  V. 

TUBERCULOUS  DISEASE  OF  THE  BONES  AND  JOINTS. 

Etiology.  Three  factors  are  recognized  in  the  etiology  of 
tuberculous  disease  :  the  infectious  element  (the  tubercle  bacillus), 
the  general  predisposition  of  the  patient,  and  the  local  condition 
that  favors  the  reception  and  the  growth  of  the  bacilli. 

Predisposition.  The  predisposition,  both  general  and  local,  is 
spoken  of  as  lessened  vital  resistance.  A  general  predisposition 
to  disease  may  be  inherited  or  it  may  be  ac<]uired.  Thus,  a  his- 
tory of  tuberculosis  in  the  immediate  family  of  the  patient  is  sup- 
posed to  imply  a  lessened  resistance  to  this  form  of  disease.  In 
a  certain  proportion,  perhaps  25  per  cent,  of  the  cases,  this  in- 
herited predisposition  is  very  direct  and  positive,  but  in  the 
larger  number  the  family  history  is  as  indefinite  as  in  a  similar 
class  of  patients  under  treatment  for  any  other  form  of  ailment. 
The  acquired  predisposition  is  of  more  direct  importance  since  it 
would  include  the  lowering  of  the  vitality  due  to  improper  food 
and  improper  hygienic  surroundings  of  every  variety,  together 
with  the  greater  liability  to  depressing  diseases  and  the  more 
constant  exposure  to  tuberculous  infection  that  such  conditions 
imply.  Thus,  tuberculous  disease  of  the  bones,  as  well  as  of 
otlier  parts,  is  more  common  among  the  poor  of  cities  than  among 
the  more  favored  classes. 

Mode  of  Infection.  The  tubercle  bacilli  may  be  introduced  to 
the  body  by  inhalation  and  find  their  way  to  the  bronchial  glands, 
or  by  the  mouth  and  set  up  disease  in  the  mesenteric  glands, 
or,  after  infection  of  the  nasal  passages  or  neighboring  parts, 
secondary  disease  of  the  cervical  lymphatics  may  cause  the 
so-called  scrofulous  glands  of  the  neck. 

Latent  TnberculosiB.  It  may  be  assumed  that  disease  of  the 
bronchial  and  mesenteric  glands  is  not  uncommon  in  individuals 
of  apparently  perfect  health,  since  it  is  often  discovered  at 
autopsies  in  those  who  have  died  from  other  causes.  This  form 
of  glandular  disease  is  called  latent  tuberculosis,  and  it  usually 
precedes  a  local  outbreak  'in  the  bone  or  elsewhere.  In  many 
instances  the  disease  may  remain  latent  and  finally  disappear,  or 
it  may  persist,  and  from  time  to  time  free  bacilli  or  bits  of  in- 
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feetcd  tissue  may  escape  iuto  the  blood  current ;  by  it  they  are 
deposited  in  other  parts,  where,  under  favoring  conditions,  local 
disease  may  be  set  up.  Depression  of  the  vitality  fri)in  any  cause 
may  l)e  supposwl  to  favor  tlie  progress  of  the  gliunluliir  dist«jse, 
which  may  lead  to  a  dissemination  of  the  infectious  elements,  an«I 
at  tiie  same  time  it  may  lessen  the  resistance  of  other  tissues  that 
may  be  ex|><)se<l  to  the  infection.  This  accounts  for  the  well- 
known  influence  of  certain  diseases,  such  as  measles  and  whooping- 
cough,  not  only  in  predisjwsiug  to  local  tulterculous  disease,  but 
in  favoring  its  progress  when  it  is  already  ('stablishe<l.  It  is 
possible,  also,  that  the  bacilli  that  have  found  their  way  iuto  the 
blcKxl  curreut  more  directly,  as,  for  example,  through  wound 
infection,  may  set  up  primary  disease  of  a  bone  or  joint.  In  fact, 
it  is  stated  by  Koenig'  that  in  fourteen  of  sixty-seven  autopsies 
on  8ubje<!ts  who  had  sufferetl  from  tubercidous  disease  of  the 
bones  and  joints,  no  other  foci  were  found  in  the  Ixniy.  In  other 
instances  the  source  of  infection  may  be  pre-existent  disease  of 
the  lungs  or  of  other  internal  organs. 

In  7<i9  autopsies  on  children  under  twelve  years  of  age,  at  the 
Hospital  for  Children,  Great  Ornmnd  Street,  London,  reported 
by  G.  F.  Still,'  269  presented  tuberculous  lesions.  Of  these,  1 1  7 
were  less  than  t\vo  years  of  ago. 

The  apparent  channels  of  infection,  as  evidenced  by  the  appear- 
ance of  the  glandular  lesions,  were  as  follows  : 

Roiplratory : 

Langs 106 

Probably  lungs SS 

E»r ...» 

Probkbly  tu 6 

U3    -  57  |ier  cent. 
Allmenury : 

latatloei  .       .  .     6t 

Prob*l>l]r  InloUnet .       .  .  .     10 

OS  ^  a.4p«reM& 
OllMrouai: 

Bona  or  Jglnli  .5 

FkDon       ....  ...       2 

Uncertain .       .     46 

~M 

Northrup  and  liovaird'  have  made  similar  obser\-ations  at  the 
New  York  Foundling  Hospital : 

Infection  by  respiratory  tract        ...  .    Itt 

lufucUou  by  niereiiterlc  lymph  nodo  S 

Indeterminate .     U 

"in 

I  D&cmM  Cblr..  IMO,  L.  2M.  S.  1&7.  <  BrlUab  Me<llcal  Journal,  Auguat  10.  iMt, 

•llMtiuap.     New  York  Me<lloalJoumal,  February  21,  IS91.    BoTalnl,  IW<1„  July  1.  !■ 
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In  sixteen  instances  the  process  was  confined  to  the  bronchial 
glands,  and  in  no  instance  were  these  glands  found  to  be  free  from 
disease. 

Bovaird'  has  collected  the  reported  autopsies  on  tuberculous 
children  with  reference  to  primary  intestinal  infection,  and  has 
called  attention  to  the  fact  that  the  English  observations  are  not 
in  accord  with  others  : 

.,,,-__,,.        Primary  iiueitinal 

Germsn 236                  9^4  per  cent. 

French 128                  0 

Engllah 748  1S6    =  18       " 

American 369                   5=1" 

1481  160 

Hanshalter,*  in  78  autopsies  upon  children  dying  from  acute 
miliary  tuberculosis,  found  in  all  but  4  disease  of  the  tracheo- 
bronchial glands.  In  44  this  disease  was  the  most  ancient  focus 
in  the  body. 

Local  Predisposition.  The  local  conditions  that  favor  the 
growth  of  the  tubercle  bacilli  may  be  induced  by  injury.  Slight 
injury  sufficient  to  cause,  for  example,  a  hemorrhage  into  the 
substance  of  the  cancellous  tissue  induces  a  local  congestion  dur- 
ing the  process  of  repair  that  provides  the  proper  soil  for  the 
growth  of  the  bacilli  when  they  are  deposited  in  its  neighborhood. 
This  has  been  proved  experimentally  by  Krause,  and  it  is  sup- 
ported by  clinical  evidence.  The  great  preponderance  of  disease 
in  the  lower  over  that  of  the  upper  extremities  in  childhood  is 
supposed  to  be  another  argument  in  favor  of  the  influence  of 
injury  in  the  causation  of  disease. 

In  51.3  of  3398  cases  of  tuberculosis  of  the  bones  and  joints 
reported  by  Hildebrand,'  Koenig,  Mikulicz,  and  Bruns  injury 
seemed  to  be  a  direct  predisposing  cause  of  the  local  disease  (16.5 
per  cent.).  A  much  higher  percentage  than  this  has  been 
assigned  by  certain  writers,  but  the  exact  relation  of  traumatism 
to  disease  can  only  be  conjectured. 

The  primary  disease  is  almost  always  in  the  newly-formed 
bone  about  an  epiphyseal  cartilage.  This  tissue  is  vulnerable ; 
it  is,  therefore,  more  exposed  to  direct  injury;. it  is  subjected, 
also,  to  the  strain  of  motion  at  the  neighboring  joint,  and  as  the 
circulation  is  here  more  active  the  bacilli  are  more  often 
deposited  in  this  situation. 

■  Archives  of  Pediatrics,  December,  1901. 
*  ArcbiT.  de  MM.  des  EnfanU,  Marcb,  1902. 
>  Deutsche  Chir.,  1902,  L.  is,  S.  168. 
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The  vulnerability  of  growing  bone  acconnts  also  for  the  relative 
frequency  of  bone  disease  in  childhood,  as  compared  with  adult 
life.  Injury  not  only  causes  a  local  predisposition  to  disease,  but 
it  favors  its  progress  when  it  is  once  established. 

Distribntion  of  the  Disease.  In  13,308  cases  of  tuberculous 
disease  of  the  bones  and  joints  treated  at  the  Hospital  for  Rup- 
tured and  Crippled  the  distribution  was,  in  order  of  frequency,  as 
follows : 

Veitabne 5,662    ^    42.5  par  cent. 

Hip-Joint 4,048    =^    30.5       " 

OOierjolDto 8,868    =    27.0       " 

18,808 

In  a  total  of  3561  cases  treated  at  the  Hospital  for  Ruptured 
and  Crippled  and  at  the  Vanderbilt  Clinic  during  a  period  of 
five  years,  the  distribution  was  as  follows : 

Vertebm 1432    -  40.2  pareent. 

Hlp.jolnt 1128    -■  81.5       " 

Knee-joint 699    -  19.6       " 

Ankle-joint 196    --  5.5       '• 

Elbow-Joint «l\ 

SbouldeT-J(dnt 42  V-  8.1 

Wrlst-Jolnt 7) 

8661 

Trunk 1482     -    40.2  per  cent 

Lower  extremities 2018    -    56.6 

Upper         "  Ill    '-      8.t 

The  corresijondenct?  between  these  two  tables  of  statistics  is 
striking,  and  the  number  of  cases  is  so  large  that  the  proportions 
may  be  accepted  as  approximately  correct  as  applied  to  the  dis- 
tribution of  the  disease  in  childhood. 

At  the  Boston  Children's  Hospital  in  a  ]>eriod  of  twenty-five 
years,  1860-1 8J»3,  3820  cases  were  treated.'  The  distribution 
was  as  follows : 

Vertebra; 1964    '-  51.4  percent. 

Hip 1402    -  86.7       " 

Ankle 80U     -  7.8       " 

Knee 104    -  2.7       " 

WrUt 20^ 

Sboulder 15>---  1.8 

Elbow 


20. 
15) 


3K» 

Trunk 1964     -    51.4  per  cent 

liower  eztremltlee 1806    ^    47.2       " 

Upper         "  SO     -      1.8       " 

Side  Affected.     Disease  of  the  joints  is  slightly  more  common 
on  the  right  than  on  the  left  side  of  the  body.     At  the  Hospital 

>  Report  of  tbe  Booton  Cblldren'a  Hoapltal. 
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for  Ruptured  and  Crippled  the  proportions  iu  the  cases  treated 
during  a  recent  period  of  ten  years  are  as  follows  : 

Hip,  right S3  percent. 

Knee,  right 86       " 

Ankle,  right 50       " 

Shonlder,  right 64       " 

Elbow,  right 60       " 

It  has  been  stated  that  one  of  the  explanations  of  the  great 
preponderance  of  the  disease  of  the  lower  over  the  upper  extremity 
is  the  greater  liability  to  injury.  The  same  explanation  has  been 
advanced  to  account  for  the  greater  frequency  of  disease  on  the 
right  side,  which  is  more  marked  in  the  upper  than  in  the  lower 
extremity,  because  the  right  arm  is  more  liable  to  overwork  as 
well  as  to  injury. 

Bex.  Tuberculous  disease  of  the  joints  is  somewhat  more 
conunon  among  males  than  females. 

Of  3822  cases  of  Pott's  disease  treated  at  the  Hospital  for 
Ruptured  and  Crippled,  2037,  or  53  per  cent.,  were  in  males. 

Of  3307  cases  of  disease  of  the  hip-joint  treated  at  the  same 
institution,  1731,  or  52.3  per  cent.,  were  in  males. 

Of  1218  cases  of  disease  of  the  knee-joint,  combined  statistics 
of  Koenig  and  Gibney,  703,  or  57.6  per  cent.,  were  in  males. 

Ago.  In  5461  cases  of  tuberculous  disease  treated  at  the  Hos- 
pital for  Ruptured  and  Crippled,  about  seven-eighths  of  the 
patients  were  less  than  fourteen  years  of  age. 

/vertebrie,  87.7  percent. 
Less  than  14  jreaia  of  age -Ihlp,  88.2       " 

lother  joints,  71."       " 

/•vertebrae,  7.7  percent. 
Between  14  and  21  years  of  age .  .-I  hip,  9.2      " 

•■other  Joints,  10.7 

(^vertebrse,        4.5  percent. 

More  than  21  years  of  age -!  hip,  2.5      " 

I  other  joints,  17.5'      " 

Of  1259  cases  of  Pott's  disease  treated  recently  at  the  same 
institution,  1075,  or  85  per  cent,  of  the  patients,  were  in  the  first 
decade ;  50  per  cent,  were  three  to  five  years  of  age,  inclusive,  at 
the  inception  of  the  disease. 

In  1000  cases  of  disease  of  the  hip-joint  the  ages  of  the  patients 
correspond  closely  to  these;  87.2  per  cent,  were  in  the  first 
decade,  and  45.2  per  cent,  were  from  tliree  to  five  years  of  age, 
inclusive. 

In  1000  cases  of  disease  of  the  knee-joint,  75  jier  cent,  were  in 
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the  first  ilecaile  and  40  per  cent,  were  from  three  to  five  years, 
inclusive. 

In  339  cases  of  the  aukk-joiut,  70  jx;r  cent,  were  in  the  first 
decade  and  but  ot  per  cent,  were  includefl  within  the  three  years. 

The  distriljiitiun  of  the  iliseusc  and  its  rehitive  frequency  at  the 
different  ages  is  shown  by  Alfer's  table  of  statistics  from  Tren- 
delenburg's clinic  at  Bonn.' 
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This  table  illustrates  the  well-known  fact  that  disease  of  the 
upper  extremity,  relsitively  infrequent  at  all  a^res,  is  proiwrtiou- 
ately  far  more  common  in  adult  life  than  is  disease  of  the  lower 
extremity.  Of  tlie  joint-^  of  the  lower  extremity,  the  knee  and 
the  ankle  are  pro|Mrtionately  more  often  diseased  in  later  life 
than  is  the  hip. 

Pathology.  Wlien  the  bacilli  are  de|)osite<l  in  a  part,  the  irri- 
tation of  their  toxins  causes  a  proliferation  of  the  fixeil  cells 
wliich  lie  in  direct  contact  with  the  germs,  aiul  about  these  a  ring 
of  leucocytes  forms.  The  l>acilli,  the  epithelioid  cells  iucluding 
often  one  or  more  giant  cells,  together  with  the  surrounding  leu- 
cocytes, constitute  the  visible  tubercle  of  bone,  a  minute  grayish 
speck  in  the  cancellous  structure.  The  central  cells  about  tlie 
bacilli,  increasing  in  number,  deprived  of  nourishment  and 
poisoned  by  the  toxins,  die  and  are  disintegrated  to  granular 
material,  "caswite,"  and  the  tubercle  changes  t»>  a  yellow  «>lor; 
but  the  bacilli,  multiplying  and  escaping,  form  new  tui)erclc9 
about  the  original  focus,  which  coalesce  as  the  area  of  the  disease 
enlarges.  Meanwhile  the  surrounding  tissue  becomes  congested, 
as  the  result  of  the  irritation,  and  the  fixed  cells  become  organize^!, 
or  partly  organize<l,  into  a  feeble,  ill-nourishe<l  form  of  gninula- 
tion  tissue,  representing  the  effort  of  the  part  to  shut  out  and  t4> 
ex|)el  the  foreign  substances  forme<l  by  tiie  disease.  Or,  if  this 
local  resistance  is  effective,  tlie  cells  l)ecome  actually  oi^^nized 
into  firm  granulations  which  surround  and  destroy  the  germs,  and 
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(hen  are  further  transformed  into  scar  tissue.  Rut  in  most 
instances,  either  hecause  the  irritation  is  iusurticient  or  because  of 
the  deficient  vitality  of  the  part,  the  granulations  are  feeble  and 
onstahle,  and  they  in  turn  becoming  infected  by  the  multiplying 
bacilli  serve  only  to  extend  the  area  of  the  <liseasc.  This  granu- 
lation tissue,  before  and  after  the  stage  of  infection,  absorbs  and 
destroys  the  bone.  If  the  progress  of  the  disease  is  slow,  the 
cancellous  structure  is  completely  ab.sorl)ed  or  is  represented  only 
by  bone  sand,  but  if  the  disease  infiltrates  the  bone  more  rapidly 
it  may  destroy  its  vitality  while  its  structure  is  still  retained,  an<l 
a  seijuestnim  is  formed.  Such  sojuestra,  consisting  of  rounded, 
jellow,  crambling  mosses  of  cancellous  structure,  from  the  size  of 
a  peanut  to  a  ha/eluut,  are  especially  common  in  epiphyseal  disease 
of  childhood.  In  rare  instances  wedgi-shajXHl  sequestra  are 
found  with  the  base  at  the  i>criphery  of  the  epiphysis.  These 
an*  suppiised  to  be  rraused  by  the  lodging  of  an  infecte<l  embolus 
in  a  tenninal  ve^xel,  thus  cutting  off  the  blood  supjdy. 

By  the  formation  of  new  tubercles  at  the  jHjriphery,  and  by 
the  caseation  of  material  in  the  centre  of  the  diseased  area,  a 
cavity  in  the  bone  is  formetl,  containing  the  debris  of  the  granu- 
lation (iasae  and  often  se<|uestra  of  larger  or  smaller  size,  and  a 
variable  amount  of  fluid,  nuide  uj)  of  serum  and  leucocytes,  that 
has  exuded  from  the  surrounding  granulations.  The  walls  of 
this  cavity  are  formed  by  the  tissue  in  which  the  diseji.«e  is  active; 
tbe  inner  layer  containing  the  tubercles  in  the  various  stages  of 
formation  ami  de<'ay,  the  outer,  composetl  of  feeble,  ill-nourished, 
frrannlnliun  tissue  as  yet  not  infectin],  an<l  beyond  this  the  softeneil 
and  lnfiltrate<l  lione.  If  the  disease  has  ceased  to  progress  in 
any  direction,  the  granulations  contain  more  bloodvessels,  they 
ans  of  firmer  coasistency  and  more  jwrfectly  organized,  and  tlie 
•<ttfai>tanoc  of  the  Iwne  is  harder,  showing  the  evidence  of  repair. 

One  termination  of  epiphysesil  ilisease  is  by  enclosure  of  the 
by  ri>sistant  granulations,  l>ehind  which  the  l>one  solidifies 
and  shuts  in  the  disease,  or,  in  favorable  cases  in  which  its  area 
is  ■mall,  completely  absorbing  and  replacing  it  by  scar  tissue. 

Sklra-articalar  Disease.  As  a  rule,  the  tendency  of  the  process 
is  to  expand  and  to  force  an  o|)ening  through  the  cortex  of  the 
K)oe  to  thp  exti.!rior.  In  certain  cases  this  o|)ening  may  form 
•nitjtide  the  cnjwule  (»f  the  joint,  and  through  it  the  products  of 
the  disease  may  Ite  di!<charge<I  into  the  overlying  tissues,  fonning 
a  tttberfulotur  al>MyeM.  Here,  the  same  process  of  infection  and 
exteosion  of  the  area  i>f  disease  continues,  but  more  rapidly  than 
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when  it  was  confined  within  the  bone.  The  surfaces  of  the  muscles 
and  fascia  are  infected,  and  are  covered  with  an  abscess  mem- 
brane of  violet  or  grayish-yellow  color,  made  up  of  tubercular 
tissue  and  masses  of  fibrin,  lying  upon  and  loosely  attached  to 
the  outer  inflammatory  or  healthy  granulations. 

The  cavity  of  the  abscess  is  distended  with  tuberculous  pus 
usually  of  a  thin  consistency,  composed  of  serous  exudation, 
leucocytes,  fibrin,  masses  of  degenerated  tissue  and  fragments  of 
bone  or  bone  sand.  It  is  commonly  of  a  whitish  color,  occasion- 
ally reddish  from  mixture  with  blood,  and,  in  the  later  stages, 
yellow  and  serous- like.  The  abscess  enlarges  in  the  direction  of 
least  resistance,  and  in  most  instances  finally  perforates  the  skin 
by  one  or  more  openings  through  which  its  contents  are  dis- 
charged. Or,  its  boundaries  may  cease  to  extend,  its  contents 
may  be  absorbed,  adhesions  may  form  between  its  walls,  and  a 
spontaneous  cure  is  effected.  Extra-articular  disease,  without  ulti- 
mate involvement  of  the  joint,  is  unusual.  It  is  more  common  at 
those  joints  like  the  knee,  elbow,  and  ankle,  in  which  the  bones 
are  superficial ;  it  is  very  uncommon  at  the  hip-joiut,  and  it  is 
practically  impossible  in  disease  of  the  spine. 

Perforation  of  the  Joint.  Usually  the  tuberculous  process  within 
the  epiphysis,  enlarging  its  area,  comes  into  contact  with  cartilage, 
and,  perforating  this,  finds  its  way  into  the  joint.  While  the 
disease  is  still  confined  within  the  bone,  the  tissues  within  the 
joint  are  involved  in  a  sympathetic  irritation  or  inflammation. 
The  synovial  membrane  becomes  congested  and  hypertrophied ; 
the  synovial  fluid  is  increased  and  changed  in  quality ;  fibrin 
forms  and  is  deposited  upon  the  cartilage  and  upon  the  lining 
membrane  of  the  capsule.  It  is  stated  by  Koenig  that  the 
organization  of  these  fibrinous  deposits  upon  the  cartilage  plays 
an  important  part  in  its  destruction,  even  when  actual  tuberculous 
disease  is  absent.  As  a  result  of  the  sympathetic  inflammation 
within  the  joint,  adhesions  may  form  which  may  limit  the  area 
of  the  tuberculous  disease  and  retard  its  progress  after  perforation 
has  taken  place.  This  process  is  similar  to  the  inflammatory 
changes  in  the  pleura  caused  by  the  underlying  tuberculous 
disease. 

When  the  disease  comes  in  contact  with  the  cartilage  it  disin- 
tegrates ;  the  tuberculous  granulatious  breaking  through  and 
spreading  over  its  surface  destroy  it  in  piecemeal,  or,  advancing 
beneath  it,  separate  it  from  the  bone  in  large,  necrotic  fragments. 
The   synovial    membrane    becomes    thickened  and    infiltrated, 
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numerous  tubercles  appear  upon  its  surface,  which  undei^  the 
secondary  changes  that  have  been  described,  and  the  joint 
becomes,  practically  speaking,  an  abscess  cavity.  The  surfaces 
of  the  bones  are  disintegrated  by  the  disease,  and  the  destruction 
b  hastened  by  the  pressure  and  friction  due  to  muscular  spasm 
and  to  functional  use.  The  thickened  capsule,  distended  by  the 
fluid  and  solid  products  of  the  disease,  is  usually  perforated,  and 
a  secondary  abscess,  communicating  with  it,  is  formed  in  the  sur- 
rounding tissues.  As  results  of  the  disease,  secondary  cJumgen 
appear  in  the  neighboring  parts.  The  irritation  of  the  periosteum, 
if  the  disease  is  of  a  quiescent  type,  may  induce  the  formation  of 
irregular  layers  of  bone  or  osteophytes  about  the  joint.  A  new 
formation  of  connective  tissue  proceeding  from  the  layer  of  granu- 
lations that  surround  the  disease  may  extend  to  the  muscles  and 
tendon  sheaths,  binding  them  together,  and  causing  limitation  of 
motion.  The  newly-formed  connective  tissue  may  be  very  vas- 
cular and  irregular  in  formation,  and  intermixed  with  it  may  be 
masses  of  gelatinous  or  myxomatous  tissue.  This,  according  to 
Krause,  is  due  to  the  venous  stiisis  and  oederaiitous  infiltration 
caused  by  the  pressure  of  the  capsular  contents  and  extracapsular 
proliferation  of  granulation  tissue.  These  changes  in  the  appear- 
ance and  in  the  consistency  of  the  tissues  al)out  the  joint  are 
characteristic  of  the  so-called  white  swelling. 

Other  Forms  of  Tuberculous  Disease  of  Joints.  All  of  the 
German  writers  describe  forms  of  primary  synovial  disease,  its 
frequency  varj'ing  from  16  to  .35  per  cent,  of  the  cases.  It  is 
more  common  in  adult  life  than  in  childhood,  and  at  the  knee 
than  at  other  joints.  But  Nichols'  states  that  he  has  examined 
120  tuberculous  joints,  and  has  found  in  every  instance  one  or 
more  foci  in  the  bone  that  apparently  preceded  tlie  disease  in  the 
joint. 

Whate%'er  may  have  been  its  origin,  from  the  clinical  stand- 
point, one  must  recognize  a  form  of  disease  in  which  the  symp- 
toms differ  from  the  ordinary  osteal  type.  It  begins  as  a 
chronic  synovitis,  although  the  tissues  are  more  thickened  and 
infiltrated  than  in  simple  synovitis,  and  the  muscular  atrophy  is 
more  marked.  Reflex  spasm  and  limitation  of  motion  are  slight, 
and  the  symptoms  are  rather  discomfort  and  fatigue  after  exertion 
than  actual  pain.  After  many  months  or  years,  when  it  may  be 
assumed  the  bones  are  involved,  the  characteristic  symptoms  of 
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tuberculous  disease  apiiear.  In  one  form  of  synovial  disease  the 
amount  of  effused  fluid  is  large,  and  it  is  clear  and  serous-like  in 
fharactcr — hydrops  tiiherculosus  ;  but  usually  it  is  cloudy,  and  it 
may  Ix'  jninilent  iu  ohanictor. 

As  has  l)een  stated,  Koenig  lays  stress  ujx)u  the  important  part 
played  by  fibrin  in  the  changes  that  take  place  within  a  joint. 
Fibrin  deposited  from  the  effused  fluid  forms  in  successive  layers 
upon  the  cartilage.  Into  this  fibrin  vessels  grow  from  the 
hy|)ertrophieil  and  infectwl  synovial  membrane,  destroying  the 
cjjrtilage  together  with  the  underlying  houe.  If  the  synovial 
disease  is  primary  the  Ijoue  is  destroyed  superficially,  but  if  it  is 
secondary  to  synovitis  disease  within  the  epiphysis  it  is  usually 
more  extensive.  Synovial  tuberculosis  is  esseutially  a  chronic 
affection  and  is  often  mistaken  for  simple  or  so-called  rheumatic 
synovitis. 

Arborescent  Synovial  Tuberculosis.  In  this  form  the  interior  of 
the  joint  is  covered  with  villous  proliferations  of  the  synovial 
membrane.  It  is  not  a  distinct  disease,  but  is  an  irritative  hyper- 
trophy that  is  present  in  syphilitic  ami  rheumatic  as  well  as  in 
tuberculous  joints.  Its  esjtecial  interest  lies  in  the  fact  that  the 
hypertrophied  synovial  growths  may  cause  mechanical  interfer- 
ence with  the  function  of  the  joint. 

Fig.  ISO. 


Llpoiaa arboresceiM.    (Painter an<1  Erring.) 

Lipoma  Arborescens.  Arborescent  villous  proliferations  are 
formed  of  adi|wsc  and  fibrous  tissue  covered  with  a  layer  of  round 
cells.  The  hypertro]>Iiied  masses  which  project  into  the  joint  are 
often  of  large  size,  attachwl  to  the  synovial  niembnine  by  a 
smaller  pedicle.     They  are  single  or  multiple,  and  vary  in  i-olor 
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from  yellow  to  deep  red.  They  may  be  of  a  soft  or  firm  consist- 
ency. In  this  form  of  disease,  as  in  that  described  iu  the  pre- 
ceding section,  there  is  usually  pain,  limitation  of  motion ;  often 
the  swollen  joint  is  irr^ular  in  outline ;  the  hypertrophied  syno- 
vial prolongations  are  sometimes  apparent  on  palpation.'  The 
exact  diagnosis  is  usually  made  only  after  an  exploratory  incision, 
and  in  such  an  event  the  removal  of  the  lai^er  prolongation 
would  be  indicated.  The  outcome  depends,  of  course,  upon  the 
cause,  the  hypertrophy  depending  usually  on  an  underlying  tuber- 
culous, syphilitic,  or  so-called  rheumatoid  disease.  In  the  in- 
stances in  which  the  hypertrophied  tissue  is  in  itself  the  cause  of 
the  disability,  cure  may  follow  its  removal. 

Bice  Bodies.  Rice  bodies  are  numerous  small,  grayish-white 
bodies  resembling  cucumber  seeds  that  are  found  in  certain  forms 
of  synovial  disease,  and  particularly  in  tuberculosis  of  tendon 
sheaths.  They  are  formed  of  fragments  detached  from  the  pro- 
liferating synovial  membrane  and  possibly  of  simple  fibrin,  which, 
under  the  influence  of  pressure  and  attrition  in  the  movements  of 
the  joint  or  of  the  tendon,  assume  the  characteristic  shape  and 
appearance.  These  bodies,  within  a  tendon  sheath  or  joint,  cause 
a  peculiar'creaking,  perceptible  to  the  touch  when  the  part  is 
moved. 

Diy  Oaiies.  Caries  Sicca.  In  this  form  of  disease,  which  is 
apparently  primarily  synovial,  there  is  but  little  formation  of 
fluid,  and  there  is  but  little  tendency  toward  cheesy  degeneration 
of  the  tuberculous  products.  The  infected  granulations  destroy 
the  bone  without  forming  sequestra,  and  usually  without  sup- 
puration. This  form  more  often  occurs  at  the  shoulder-joint, 
and  it  is  characterized  by  marked  limitation  of  motion,  extreme 
atrophy  of  the  surrounding  parts,  and  sometimes  by  forward 
displacement  of  the  partly  destroyed  head  of  the  humerus  that 
may  be  mistaken  for  a  primary  dislocation. 

Septic  Infection.  When  a  tuberculous  abscess  has  opened  spon- 
taneously, or  when  it  has  been  incised,  infection  with  pyogenic 
germs  is  common,  and  it  occasionally  occurs  before  a  communi- 
cation with  the  exterior  has  been  established.  After  such  infec- 
tion the  surrounding  tissues  become  infiltrated,  reddened,  and 
sensitive  to  pressure.  The  discharge  is  greatly  increased  in 
quantity  and  changed  in  quality.  The  local  pain  and  discomfort 
are  aggravated ;  if  the  joint  is  involved  the  destruction  of  the 
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bone  goes  on  with  increased  rapidity,  and  the  oonstitational  effects 
of  py«^nic  infection  appear.  If  the  area  of  the  abscess  is  small 
and  if  the  drainage  is  efficient,  this  accident  is  of  slight  impor- 
tance, and  it  may  even  exercise  a  beneficial  effect  in  stimolating 
the  circulation  and  dissolving  the  effused  material  about  a  joint. 
But  if  the  abscess  has  burrowed  widely  into  surrounding  tissues 
and  if  it  communicates  with  an  important  joint  it  is  a  dangerous 
complication ;  in  fact,  the  greatest  direct  danger  of  tuberculous 
joint  disease.  Persistent  suppuration  exhausts  the  patient,  and 
by  lessening  the  vital  resistance  it  favors  the  local  advance  of  the 
tuberculous  disease  and  its  general  dissemination.  It  is  in  this 
class  of  cases  that  amyloid  degeneration  of  the  internal  organs  is 
common,  induced  not  by  tuberculous  disease,  but  by  the  secondary 
infection  and  its  consequences. 

Repair.  Repair,  in  tuberculous  disease  may  be  accomplished 
by  the  absorption,  ejection,  or  enclosure  of  the  disease.  The 
process  of  repair  usually  accompanies  the  advance  of  the  destruc- 
tive process,  and  examples  of  the  three  methods  of  cure  may  be 
found  in  a  single  joint. 

The  curative  agent  is  the  granulation  tissue  which  forms  about 
the  area  of  disease,  and  which,  finally  becoming  'sufficiently 
organized  to  resist  the  infection  of  the  bacilli,  solidifies  into 
fibrous  tissue.  In  those  cases  in  which  the  disease  is  not  absorbed 
or  completely  thrown  off  in  the  abscess  formation,  but  is  enclosed,  it 
becomes  quiescent.  In  such  cases  traumatism,  when,  for  example, 
the  surrounding  adhesions  are  broken  down  in  the  attempt  to 
rectify  deformity  or  to  overcome  anchylosis,  may  cause  local 
recurrence  of  the  disease. 

Prognosis.  The  prognosis  will  be  considered  more  particularly 
in  the  sections  on  disease  of  special  parts.  The  danger  to  life  is 
direct  and  indirect,  and  this  varies  greatly  with  the  part  that  is 
affected  and  with  the  age  of  the  patient. 

In  disease  of  the  spine  the  direct  danger  to  life  is  greater  than 
in  joint  disease,  because  of  its  situation,  since  it  may  involve  the 
8])inal  cord  or  extend  to  the  important  organs  in  the  neighborhood. 
Abscess  may  in  rare  instances,  merely  by  its  size  and  situation, 
endanger  life,  and  when  infectinl  it  is  far  more  dangerous  because 
of  the  difficulty  in  providing  efficient  drainiige.  The  influence  of 
deformity  and  its  effect  in  compressing  tlie  internal  organs  and  thus 
interfering  with  the  vital  functions  is.anotlier  more  remote  element 
of  danger  in  disease  in  this  situation. 

Tlie  danger  to  life  from  <liseasc>  of  tlie  joints  is  in  projwrtion  to  their 
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importance.  In  rare  instances  it  may  extend  from  the  epiphysis  to 
the  shaft  of  a  bone  and  set  up  an  extensive  osteomyelitis ;  or  the 
patient]  may  be  weakened  by  the  suffering  caused  by  active  disease, 
but,  as  has  been  stated,  the  most  direct  and  constant  danger  is  from 
prolonged  suppuration  that  follows  septic  infection.  Danger  from 
this  source  is  much  greater  at  the  hip-joint  than  at  the  ankle  or 
elbow,  for  example,  because  of  the  greater  difficulty  in  preventing 
the  burrowing  of  pus  when  infection  has  occurred. 

The  indirect  danger  of  tuberculous  disease  is  its  dissemination  to 
more  important  oi^ns.  But  it  by  no  means  follows  that  the 
disease  of  the  joint  is  the  source  of  the  general  infection.  For,  as 
has  been  stated,  it  may  be  inferred  that  nearly  every  patient  with 
joint  disease  has  also  disease  of  the  lymphatic  glands,  and  in  a  small 
proportion  of  the  cases  there  may  be  active  disease  of  other  impor- 
tant organs  as  well.  Tuberculosis  of  the  lungs,  for  example,  is 
often  present  in  the  adult  before  the  local  outbreak  in  the  joint 
appears,  and  it  is  in  great  degree  because  of  this  liability  to  disease 
of  the  lungs  that  tlie  prognosis  of  joint  disease  Ijecomes  progres- 
sively worse  with  the  age  of  the  patient. 

This  point  is  illustrated  by  the  statistics  of  Koenig  and  Bruus 
on  the  final  results  of  disease  of  the  knee  and  hip-joints,  to  which 
attention  will  be  called  again  in  the  special  sections.  In  Koenig's 
cases  of  disease  of  the  knee-joint  the  influence  of  age  upon  the 
death-rate  is  illustrated  by  the  following  table  : 

Leai  than  15  years  of  age 20  per  cent. 

From  16  to  80  years 24       " 

"      30  to  40      •' 44       " 

More  than  40     " 60       " 

In  Bnms'  statistics  the  death-rate  was  of  patients  in  the  first 
decade,  36  per  cent. ;  in  the  second  decade,  44  per  cent.  ;  older 
than  this,  72  per  cent. 

The  cure  of  latent  tuberculosis  in  the  lymph  nodes  as  well  as 
of  active  disease  of  the  lungs  or  bones  depends  upon  the  vital 
resistance  of  the  patient.  This  vital  resistance  is  lessened  by 
pain,  by  confinement  and  lack  of  exercise.  It  is  directly  impaired 
by  the  exhausting  suppuration  and  by  the  poisoning  of  the  toxins 
incidental  to  septic  infection.  Under  these  conditions  the  local 
disease  advances  and  a  general  dissemination  is  more  probable. 
This  accounts  for  the  fact  that  death  from  general  tuberculous 
infection  is  much  more  common  in  this  class  than  when  suppura- 
tion has  been  slight  or  absent.  This  point  is  again  illustrated 
by  the  statistics  referred  to.  The  death-rate  in  the  cases  of  dis- 
ease at  the  knee  without  abscess  was  25  per  cent.,  with  abscess 
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46  per  ceut.     Death-rate  in  cases  of  disease  at  the  hip  with 

abscess  ;")2  per  cent.,  without  abscess  23  per  cent.  m 

It  is  probable  tliat  tuberculosis  may  be  tlisseiuinated  by  opera-  1 
tion  upon  tuberculous  joints,  although  the  evidence  ujwn  this 
polut  is  vague  and  conflictiii}^.  Giljiicy,  coutrastiug  two  ecpial 
periwls  of  thirtwii  years  of  service  at  the  Hospital  fnr  Kupt!ire<l 
and  Crippled,  in  the  first  of  which  uo  operations  were  j)erformed  ■ 
ou  tuberculous  subjects,  states  that  in  liis  opinion  ilif  deaths  from 
this  source  have  been  proi>ortiouatL'ly  no  greater  <hiring  the  period 
of  active  surgical  interveutiou  than  before.  And  an  investiga- 
tion of  the  causes  of  deaths  among  the  patients  treatwl  at  the 
New  York  <  ►rtliopedic  Dispensary  aud  iiospital  during  a  period 
of  twenty  years  showed  that  at  least  25  per  cent,  of  these  were 
due  ti)  tubereidous  meningitis.'  During  this  periotl  there  had 
been,  practically  speaking,  no  operative  intervention,  yet  the 
projMjrtion  of  deaths  from  this  cause  is  certainly  as  great  as  in 
any  statistics  that  have  been  reportwl.  It  would  appear,  theu,  1 
that  the  danger  of  disseniinatiou  is  not  sutfieient  to  deter  one 
from  performing  any  operation  that  seems  to  be  iudicattil  by  the 
character  of  the  local  disease  or  by  the  general  condition  of  the 
patient. 

Diagnosis.  Diagnosis  is  considered  at  length  in  the  sections 
on  diseases  of  the  special  joints.  The /ititrcw^/n /«»<,  although  of 
some  importance  from  the  negative  standpoint,  is  of  no  jwr- 
ticuJar  value  as  estsiblisliing  a  diagnosis  of  joiut  dis«ise,  for  the 
reason  that  tuberculous  disease  of  the  lymph  glands  is  so  com-  ■ 
mon  even  among  those  whose  joiuts  are  free  from  disease.  For 
the  same  reason  it  is  valueless  as  a  test  of  cure.  This  is  illus- 
trated by  the  investigations  of  Frazier  and  Biggs*  of  jNttients 
clinically  cnn'd  of  locjd  tuberculosis,  some  by  operative  means. 
In  78  per  cent,  of  these  a  positive  reaction  to  tul)erculin  was 
obtained.  The  X-ray  is  often  of  value  in  dcmoastrating  the 
effects  of  disease,  and  in  certain  instances  it  may  indicate  its 
exact  locality  and  extent.  As  a  means  of  early  diagnosis  of 
joint  disease  in  young  subjects,  however,  it  is  of  little  importance 
as  compare<l  to  the  physical  signs,  because  of  the  uon-<leveloj»meDt 
of  the  Ixjuy  structure  of  the  epiphysis,  which  alone  appears  in 
the  negative. 

Treatment,      l-'rom  what  has  been  stated  of  the  causes  of  dis- 
ease it  follows  tlmt  the  general  treatment  should  include,  if  i>os$iblei 

■  Peraoual  communication  fmm  Dr.  David  Bovalrd. 
'  I'nlTenlty  Medical  Magasiue,  February,  1901. 
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a  chancre  in  the  hygienic  conditions,  relief  from  the  danger  of 
further  infection,  pure  iiir,  and  proper  food.  These  are  as  essen- 
finl  in  the  trcntment  of  tuberculosis  of  tlie  bones  a.s  of  other  parts. 

The  importance  of  the  conslitutioual  treatment  of  tuberculous 
disease,  more  particularly  the  proper  environment  in  which  the 
greater  part  of  tite  day  and  even  the  night  may  be  passed  in 
the  open  air,  can  harilly  be  exaggerated. 

Aa  far  as  the  cure  of  local  disease  is  concerned,  no  treatment 
can  Ix"  tis  effi-ctive  as  the  prompt  and  thorough  removal  of  the 
fociM  of  disease,  while  it  is  yet  limited  in  extent,  and  before  the 
joint  has  become  involved.  This  is  practicable,  however,  in  but 
a  small  proportion  of  the  cases  in  childhood,  because  it  is  usually 
impoaeible  to  hjcate  the  disease  accurately  and  impossible  to 
remove  it  without  satTificing  much  of  tlie  healthy  bone  upon 
rhieh  the  future  usefulness  of  the  part  depends.     At  one  time 

rly  operation,  even  complete  excision  of  the  joint,  was  justified 
on  the  plea  that  the  disease  might  thus  be  eradicateil.  Rut  now 
that  it  is  known  that  in  nearly  all  cases  otner  tuberculous  foci 
exist  in  tlie  ho<Iy,  and  as  the  functional  results  after  these  early 
ojK'rations  are  far  inferior  to  those  attained  under  conservative 
treatment,  early  excisions  are  limited  to  the  adolescent  or  adult 
caaes.  For  in  this  class  growth  has  been  attained  and  the 
eoonomic  conditions  re4[uire  that  the  iieriixl  of  disability  should 
be  as  short  as  possible.  In  this  class,  also,  ejirly  exploratory  opera- 
tions are  often  indieatetl,  sometimes  for  the  pur]X)se  of  establish- 
ing the  diagnosis,  and  if  the  disease  is  of  the  synovial  type 
the  removal  of  projecting  folds  of  hypertrophied  tissue  and  the 
direct  application  of  irritants,  for  example,  of  pure  carbolic  acid, 
may  be  of  ser\'ice.  Brace  treatment  is  conducted  with  the  aim  of 
reU«\'ing  the  {lart  of  fuuction — that  is  to  say,  from  strain  and 
injury.  Functional  use  of  a  diseased  joint  delays  natural  repair, 
MBce  it  oauses  pain  and  thus  reduces  the  reparative  force,  while  it 
aulates  the  disease  and  increases  its  destructive  action.  The 
details  of  treatment  will  be  described  in  the  consideration  of  dis- 
MM*  of  special  joints. 

Traatment  by  Drags.  The  administration  of  drugs  occupies  a 
Twy  subordinate  place  in  treatment,  since  it  is  not  bcUevetl  that 
drag  exercises  a  direct  action  upon  the  local  disease  in  the 

Cod-liver  oil,  the  hypophosphites,  the  various  preparations  of 
iron  or  other  tonics  may  lie  given  at  certain  times  witli  benefit, 
bat  th«  continuous  administration  of  medicine  during  the  yairs 
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that  are  r^iuired  to  complete  a  cure  is,  of  course,  out  of  the 
question. 

Local  Applications.  Iodoforsi.  Iodoform  is  .supiwset!  to 
exercise  a  (Iir«ict  germicidal  action  aud  also  to  stimulate  the 
formation  of  the  granulations  tliat  oast  off  or  absorb  the  tuber- 
culous products  and  then  become  transformed  into  iil)rous  tissue. 
At  one  time  direct  injt>ction  of  the  remedy  into  the  bones  was 
advocated,  but  this  has  now  been  abandoned,  and  its  u.se  is  prac- 
tically limited  to  the  treatment  of  tidterculous  aliscesses  aud 
certain  forms  (jf  synovial  tuberculosis.  Iodoform  is  ordinarily 
employed  in  an  emulsion  with  glycerin  or  oU,  10  c.o.  of  10  per 
cent,  mi.xture  beinj;;  injected  at  intervals  of  two  or  more  weeks. 
Several  deaths  from  iodoform  poisoning  have  beeu  reported,  but 
injections  of  this  quantitj'  of  the  drug  are  apparently  free  from 
danger. 

Cakboi.ii;  Acid,  Carbolic  acid  in  dilute  solutions  was  at  one 
time  injected  into  tuberculous  cavities,  but  its  use  has  been  gen- 
erally discontinued  because  of  the  danger  of  poisoning.  Recently 
Phelps  has  advocated  the  use  of  pure  carbolic  acid  in  the  treat- 
ment of  tiil)erculou8  abscesses  and  sinuses.  This  is  injected  into 
the  fistula;  or  into  the  abscess  cavity,  which  has  heeu  opened,  aud 
is  allowed  to  remain  for  about  a  minute,  when  it  is  neutnilized 
by  copious  iujeclions  of  alcohol,  after  which  the  part  is  thoroughly 
cleansed  by  salt  solution.  Carbolic  acid  doubtless  acts  as  a 
caustic,  destroying  the  infe(ited  gninulattons  and  stimulating  the 
reparative  processes.  ( )ther  remedies  of  this  class,  for  example, 
tincture  of  io<line,  chloride  of  zinc,  actual  cautery  and  the  like, 
are  also  use<l,  and  in  certain  cases  with  benefit.  In  the  treatment 
of  tuberculous  ulcerations  ichthyol,  balsiun  of  Peru,  and  iodoform 
are  among  the  drugs  employed.  Balsam  of  Peru  dissolved  in 
castor  oil  of  a  strength  of  about  10  per  cent.,  as  suggested  by 
Van  Arsdale,  is  a  very  satisfactory  application. 

X-ray  Treatment.  The  X-ray  as  a  local  treatment  appears 
to  act  as  a  stinuilant  of  the  reparative  processes.  It  is  of  espe- 
cial value  as  an  adjimct  in  the  cases  in  which  the  ti.s8ues  about 
the  joint  are  infiltrated  and  traversed  by  discharging  sinuses.  The 
exposure  of  the  diseasetl  tissues  to  the  direct  rays  of  the  sun  is 
certainly  a  harmless  treatmeut,  and  it  shouhl  be  applied  if  occa- 
sion offers. 
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ACTIVE  AND  PASSIVE   OONaESTION   IN  THE   TREATMENT 
OF  AFFECTIONS  OF  THE  JOINTS. 

Bier's  treatment  of  tuberculous  joint  disease  was  suggested  by 
the  observation  of  Rokitanski,  that  phthisis  was  uncommon  in 
individuals  suffering  from  disease  of  the  heart  when  the  mechan- 
ical obstruction  was  sufficient  to  cause  venous  congestion  of  the 
lungs. 

Passive  or  venous  congestion  of  a  joint  is  attained  by  con- 
stricting the  limb  with  several  circular  turns  of  a  rubber  bandage 
above  the  affected  joint  sufficiently  to  interfere  with  the  return  of 
the  venous  blood,  but  not  with  the  arterial  supply. 

The  congestion  is  localized  by  bandaging  the  limb  firmly  with 
flannel  or  other  somewhat  elastic  material  up  to  the  lower  margin 
of  the  joint.  When  properly  applied  the  joint  becomes  swollen 
and  dark  red  in  color.  The  local  temperature  is  raised.  This 
is  what  Bier  calls  hot  congestion,  as  distinct  from  oedema  (cold 
congestion)  that  would  result  if  the  rubber  bandage  were  applied 
80  tight  as  to  constrict  the  arteries.  Passive  congestion  should 
not  cause  or  increase  pain.  If  it  has  this  effect  it  is  improperly 
applied  or  is  unsuitable  for  the  case  (Fig.  160). 

The  action  of  the  venous  or  passive  congestion  is,  according 
to  Bier,  as  follows  : 

1.  It  increases  the  formation  of  fibrous  tissue  and  induces 
hypertrophy  of  the  bones. 

2.  It  has  a  bactericidal  action  in  infectious  joint  disease, 
notably  tuberculosis. 

3.  It  exercises  an  absorptive  effect  on  the  effused  products  of 
disease  and  on  new  formations  that  check  joint  motion. 

4.  It  relieves  pain  and  lessens  the  activity  of  progressive  joint 
disease. 

The  most  important  indication  for  passive  congestion  is  in  the 
treatment  of  tuberculous  disease. 

As  applied  for  the  purpose,  when  the  patient  has  become 
accustomed  to  its  use,  it  is  continued  during  the  day  and  discon- 
tinued at  night,  the  limb  being  elevated  to  allow  for  the  escape  of 
the  venous  blood.  If  applied  for  disease  of  the  wrist-joint  it  is 
unnecessary  to  bandage  the  fingers,  as  the  finger-joints  are  usually 
stiff  either  from  disuse  or  from  adhesions  about  the  tendons — a 
condition  for  which  treatment  by  venous  congestion  is  indicated. 

Passive  congestion  for  tuberculous  joint  disease  should  be  sub- 
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ordinated  to  protective  treatment,  although  this  is  not  the  opinion 
of  Bier,  who  favors  motion  rather  than  fixation  of  the  diseased 
joint.  It  may  be  continued  indefinitely  according  to  its  effect* 
As  a  rule,  pain  is  lessened  by  the  treatment  and  muscular  spasm 
decreases.  This  latter  effect  is  in  part,  at  least,  explained  by  tJie 
constriction  of  the  muscles  of  the  thigh. 


FlO.  160. 


Fio.  161. 


The  alcohol  lamp  and  cblmney .     Und 
for  active  congwtlon.    (Bier.) 

Abscess  formation  or  ap- 
pearance at  least  is  apparently 
favored  by  the  congestion. 
This  may  be  treated  by  aspira- 
tion or  incision,  and  by  the  in- 
jection of  the  iodoform  emul- 
sion if  desirable. 

Passive  congestion  is  em- 
ployed also  for  the  treatment 
of  chronic  disability  following 
injury,  for  chronic  disease, 
such  as  rheumatoid  arthritis  or  other  affection  attended  by 
infiltration  uf  the  tissues.  In  this  class  of  cases  the  local  ood- 
gestion  should  be  reduced  by  active  daily  massage  instead  of  by 
elevation  of  the  limb. 


The  application  of  paMlre  congestion.  A, 
the  alternate  point  for  tba  application  of  the 
liaDdage,  In  order  to  avcdd  atrophy  from  con- 
tinuous pressure.  B,  the  mbber  bandage. 
(Bier.) 
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The  treatment  of  acute  infections  pnxiesses  l)v  passive  conges- 
tioo  occupies  a  snhordinate  or  experimental  ix}sition. 

Active  Congestion.  Active  congestion  is  indaced  by  the  local 
use  of  heat,  onlinarily  hot  drj'  air. 

In  ite  simplest  form  the  ap|>aratus  consists  of  an  alcohol  lamp 
provided  with  a  long  metal  chimney  reaching  to  a  box  of  wood 
or  metal,  into  which  the  limb  is  inserted  through  openings  at 
cither  end.  The  lx)x  has  one  or  more  small  openings  for  the 
escape  of  air  and  moisture.  The  limb  is  usually  wrapped  in 
•beet  wadding,  and  is  particularly  well  protected  from  the  parts 
<rf  the  box  which  may  come  in  contact  with  the  skin.  The  heat 
h  then  applied,  usually  to  alwut  250°  or  300°  F.,  for  from 
thirty  minutes  to  an  hour  daily.     The  degree  of  heat  is  indicated 

Fio.  IS'2. 
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TbaapiiUeitlonof  the  ho(-*lr  box  for  Iniluolng  utiTeoongMtloD.  Tbe  box.  C,  tbe  tber- 
WHmtHm.  A.  k  mebU  pipe  prujectlOK  from  the  box,  into  wblcb  tbe  cUmoer  of  tbe  liunp  U 
pMMd.    B,  lamp  eblmnejr.    (Aftw  Bier.) 

Ky  ■  projecting  thermometer,  and  it  is  regulated  by  the  comfort 
of  tJ>e  patient  and  by  the  obser\'ation  of  its  effects. 

Bier  prefers  simple  boxes  of  wood  of  various  shapes  suitable 
for  tbe  different  (>arts  of  the  body,  lined  with  packing  cloth 
naked  in  a  solution  of  water  glass.  He  considers  these  as  effica- 
CJoas  aa  the  compiicat^^HJ  and  ex[)cn.sive  appliances,  and  at  the 
«aauittod  of  all  who  desire  to  employ  the  treatment  (Fig.  102), 

The  effect  of  the  halt  is  to  induce  arterial  instead  of  venous 
hjpeneaiia,  and  to  cause  profuse  local  and  general  [)er8pi ration. 
Aedv«  hypenmiia  is  not  suitable  for  the  treatment  of  active  or 
propvesive  joint  difleaae.  It  exercises  a  dissolving  and  absorb- 
iag  action  on  effused  material  and  on  the  tissues  of  new  forma- 
tfaui  oan»ing  limitation  of  motion  witliin  a  joint.     It  increases 
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local  nutrition  and  it  relieves  pain.  It  is  especially  indicated  in 
the  treatment  of  local  disability  after  injury,  chronic  effusions 
into  joints,  rheumatoid  arthritis,  chronic  rheumatism,  and  the 
like. 

As  a  rule,  the  application  of  local  heat  should  be  supplemented 
by  massage.  The  profuse  general  perspiration  that  is  induced 
by  it  is  a  contraindication  in  weak  individuals. 


CHAPTER  VI. 

NON-TUBERCULOUS  DISEASES  OF  THE  JOINTS. 

Syphilitic  Diseases  of  the  Joints. 

In  early  infancy  the  characteristic  syphilitic  disease  of  the 
bones  is  a  form  of  osteochondritis.  Painful,  sensitive  swellings 
appear  at  the  epiphyseal  junctions,  either  as  small,  hard  tumors, 
or  as  general  enlargements,  resembling  those  of  rhachitis  (Fig, 
163).  As  a  rule,  several  epiphyses  are  involved,  more  often 
those  at  the  distal  extremities  of  the  bones  of  the  lower  limbs, 
and  in  these  cases  the  pain  and  discomfort  may  induce  an  appear- 
ance of  helplessness  of  the  part  called  pseudoparalysis  (Parrot). 
In  osteochondritis  there  is  a  multiplication  and  irregularity  of 
the  cartilage  cells  of  the  ossifying  layer  and  premature  calcifica- 
tion. As  a  result,  the  circulation  is  insufficient  and  necrosis  of 
a  part  of  the  cartilage  may  follow,  which,  acting  as  a  foreign 
body,  sets  up  inflammatory  changes  in  the  adjoining  parts.  The 
process  is  shown  by  a  zone  of  hard,  dry,  yellow  substance  in  the 
ossifying  layer,  adjoining  which  is  an  inflammation  of  the  tissues 
of  the  newly  formed  bone  which  is  in  part  replaced  by  granu- 
lation tissue.  If  the  disease  is  progressive,  ulceration  and  sup- 
puration may  follow;  the  cartilage  may  be  destroyed,  and  the 
epiphysis  may  be  separated,  causing  deformity  and  cessation  of 
growth.  The  neighboring  joint  is  usually  involved  in  the  dis- 
ease. In  the  milder  cases  there  is  a  simple  sympathetic  synovitis  ; 
in  the  advanced  class  a  destructive  arthritis.  In  one  case  seen 
recently  the  symptoms  of  pain  on  motion  combined  with  slight 
effusion  into  several  joints  were  present  without  the  epiphyseal 
enlai^ment.  The  affection  may  be  distinguished  from  rhachitis 
by  the  accompanying  evidences  of  inherited  syphilis,  by  the 
irregularity  of  the  epiphyseal  involvements,  and  by  the  age  of  the 
patient  and  the  absence  of  the  other  symptoms  of  rhachitis. 

In  the  later  manifaitations  of  hereditary  syphilis,  in  which  the 
bones  in  the  neighborhood  of  the  joint  are  involved  in  syphilitic 
osteoperiostitis,  the  joint  may  be  sympathetically  affected  or  the 
disease  may  actually  perforate  the  joint.     In  this  form  of  disease 
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the  synovial  membrane  is  usually  hypertropbied  and  it  may 
interfere  with  the  function  of  the  joint  The  fluid  is  increased 
in  quantity  and  the  affection  may  resemble  synovial  tuberculosis. 
A  slow,  chronic,  infiltrating  gummatous  form  of  disease  appear- 
ing  in  later  childhood  may  simulate  very  closely  the  appearances 
of  so-called  white  swelling.  It  is  more  common  at  tiie  knee, 
but  other  joints  are  often  affected  as  well. 


Fio.  163. 


Suppantlve  syphilitic  eplphysitia  at  lower  enda  of  radtoa  and  tibia  in  an  Induit  aged 
one  month.  The  child  died  shortly  alter  the  drawings  were  made,  and  the  epiphyses  were 
(bund  lying  loose  in  purulent  cavities.    (Tubby.) 

In  the  secondai-y  stage  of  acquired  syphilis  pain  and  swelling 
of  the  joints,  resembling  rheumatism,  may  be  present,  and  in 
tertiary  syphilis  the  joint  may  be  involved  in  disease  of  the 
neighboring  bones,  or  the  joint  itself  may  be  primarily  implicated. 

In  most  instances  the  joint  affections  of  syphilis  are  explained 
by  the  history  and  by  the  other  signs  of  syphilitic  disease.  Spina 
ventosa  (Fig.  165),  which  is  classed  as  one  of  the  evidences  of 
syphilis,  is  far  more  commonly  of  tuberculous  origin,  as  is  illus- 
trated by  the  statistics  of  Karewski,"  of  157  cases,  in  which  but 
three  were  due  to  syphilis. 

Syj)hilitic  disease  of   the  joints  is  uncommon    in  orthopedic 

'  Cbir.  Krank.  des  Klndesalters. 
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clinics  aa  oomi>are<l  with  those  of  tuberculous  origin.  This  is  as 
might  he  expected,  for  not  only  is  tu))eroulosis  far  more  common 
than  syphilis,  but  a  verj-  large  proportion,  according  to  Fournier, 
77  per  cent.,  of  the  syphilitic  children  are  stillborn  or  die 
shortly  after  birth.  Even  in  those  that  survive,  disease  of  the 
Iwnes  or  joints  in  the  form  that  could  be  confoundcil  with  tuber- 
calosis,  is  uncommon  as  compared  with  its  other  manifestations. 


|.°|M(operta*UU<  of  tbc  tiMic  rwvintillnK  iinterlor  Inw-lrg.    ThIslaUie  nKMt 
clui<mclcrl>Ue  nMiilfeiUUoii  ol  bcredlikry  lyptilUi. 

Treatmeot.  Some  writers  consider  hereditary  s_\i>hilis  to  be  a 
ver\'  iinjHjrtant  pretlisposing  cause  of  tuberculous  disease,  and  he- 
lieve  that  many  oises  classe*!  as  tuberculous  are  in  reality  syphilitic, 
rvcn  if  no  hi*ti)n.-  or  confirmatory  signs  of  syphilis  are  present. 
TTwrre  i."»  no  reliable  evidence  to  sup|K)rt  this  view.  The  possibility 
of  the  syphilitic  taint,  remote  or  direct,  should  be  Iwrne  in  mind, 
in  doubt/id  isises  appropriate  reme«lies  should  be  employefl. 
[In    •'i-iiiT.il.    tin-    (rfafinriit  nf    the    joint   afff<'fi(tn   would    be 
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Oonorrhoeal  Arthritis. 

Synonym.     Gouorrhceal  rheumatism. 

So-oalltnl  gonorrhfeal  rheniuatisin  is  au  inflammation  of  a  joint 
caused  by  the  presence  of  gonococci.  It  is  said  to  complicate 
from  2  to  5  per  cent,  of  all  the  cases  of  gouorrhcea,  usually  ap- 
pearing in  the  later  stages  of  that  affection,  and  it  is  more  com- 
mon among  those  who  are  in  a  debilitatetl  condition. 

Distribution.     In   about  40  per  cent,  of  the  cases  it  is  mon- 

ticular  and  the  knee-joint  is  most  often  involved.  In  375 
i,ix>llected  by  Finger  the  distribution  was  as  follows  :' 

Caee  .  .       .       .    1S6  Sboulder 2« 

A-  59  Hip IS 

«  J»w H 

^iitK«rjoiiiu  ...      85  either  artlcolatloDa  .21 

Elbow 26  

376 

Bennecke'  has  tabulated  78  cases  recently  under  treatment. 
The  78  cases  occurretl  in  56  [patients,  of  whom  18  were  males, 
38  females.     The  distribution  was  as  follows  : 

KuM 31  Shouldar 4 

Blp       .        .  8  Elbow 10 

Ankle  .              .  9  Wrist (I 

Otlwr  Xiluu  of  fool    ...  6  PlDgen                            .1 

In  46  cases  recorded  by  Markheim'  one  joint  was  involve*!  in 
cases,  two  joints  in  12,  three  joints  or  more  in  18.     The  order 

freqaency  was  knee,  hip,  shoulder,  wrist,  aud  elbow, 

Sjnnptoms.  The  affection  is  usually  of  a  subacute  character. 
The  joint  biivunes  .swollen  and  there  is  discomfort,  and  particu- 
larly wwikiifs.*,  nn<l  stiffness  on  use.  If  the  infection  is  more 
severe  there  may  be  local  heat,  pain,  and  infiltration  of  the 
ttasaee  with  accomjMtimng  muscular  spasm. 

In  all  the  form.s  the  iuHltration  of  the  subsynovial  tissues  of 
tb*  eapstde  and  of  the  superficial  tissues  is  more  marked  than  the 
actual  effusit)!!  within  the  joint.  The  more  serious  cases  are  char- 
acteruted  by  a  [>eculiar  (edematous,  boggy  swelling  of  the  tissues, 
and  the  skin  is  hot,  sensitive,  and  glazed.  There  is  usually 
tntenae  pain  on  motion  of  the  limb  or  on  jar.  After  the  subsi- 
•leuee  of  the  acute  symptoms  the  thickening  persists,  and  practical 
anchylosis  niav  result. 


'  Taylor.    Vencrml  DlMun.  p.  3Bt. 

*  IN*  Ckai.  <•■  ndang  Da«b  beob..  <1er  Cblr.  DdIt.  Kiln.  In  d«r  K.  CliarlM  ra  Ber- 

Ba.   mneft*  •:  i  «N. 

•taamba.v  "-i  ,  iwtl.  rol.  IxUl.  p.  IM. 
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GoDorrhii^al  arthritis  has  been  divided  into  three  daaaes  aooord- 
ing  to  its  symptoms  aud  physical  characteristics  :  the  serous,  the 
serofibrinous,  the  purulent. 

The  serouji  jorm  is,  as  its  name  implies,  a  simple  effusion 
resembling  other  forms  of  suiiacute  synovitis,  although  it  is  of  a 
more  chronic  character. 

The  »ei-ofihrinoHH  variety  is  the  so-called  plastic  type  of  inHani- 
mation.  In  this  form  fibrin  i.s  deposittnl  upon  the  curtilage  and 
it  is  afterwanl  organized  liy  the  growth  of  vessels  into  it  from  the 
synovial  membrane,  a  proceas  which  erotics  the  cartilage  upon 
which  the  granulations  rest.  The  folds  of  the  synovial  membrane 
adhere  to  one  another,  the  capsule  is  thickened,  and  ligaments  and 
tendons  may  be  involved  in  the  adhesive  inflammation.  These 
changes  within  and  witliout  the  joint  may  seriously  impair  its 
function  after  the  cure  of  the  active  disease. 

The  purulenf  form  is  uncommon  ;  it  is  similar  in  its  charatter- 
istics  to  suppurative  arthriti.s  from  other  causes.  It  is  attended 
by  great  local  heat,  pain  and  swelling,  and  by  constitutional 
disturbance. 

In  ortiiopedic  clinics  goiiorrh<eal  arthritis  is  usually  seen  in 
its  later  stages  when  the  acute  symptoms  have  suljsided.  In 
these  cases  swelling  and  pain  persist  in  many  instances,  and  in 
the  more  severe  class  motion  is  limited  or  the  limb  may  be  fixed 
in  an  attitude  of  deformity.  An  obstinate,  monarticular,  painful 
swelling  of  a  joint  suggests  gonorrlnea,  and  its  presence  or  al>sence 
should  always  be  determine*!,  since  the  effective  treatment  of  the 
primary  cause  is  essential  to  the  cure  of  the  seconilary  affection 
of  the  joint.  The  same  stJitement  is  true  of  jmiuful,  persistent 
affections  of  burstc  and  tendon  sheaths,  and  of  obstinate  forms  of 
weak  foot 

Treatment.  The  treatment  of  the  early  stage  of  this  form  of 
arthritis  is  rest  and  compression,  t<igether  with  hot  or  cold  applica- 
tions, as  may  seem  to  be  indicated.  lehthyol  ointment  in  a  pro[)or- 
tion  of  about  40  per  cent,  apjiears  to  relieve  the  pain  and  to  stimu- 
late the  absorption  of  the  effusion.  If  the  symptoms  are  acute  and 
if  there  is  constitutional  disturbance,  the  joint  should  Ik!  aspirated, 
and  if  tlie  examination  shows  the  effusion  to  be  .seropurulent,  it 
should  be  treatwl  by  incision  and  drainage.  In  the  chronic 
form,  also,  when  the  capsule  is  distended  by  the  serofibrinous 
effusion,  incision  and  removal  of  the  contents  is  indicated. 

In  the  latter  stages  of  disease  of  the  ordinary  subacute  type, 
the  treatment  is  diret^ted  to  the  absorption  of  the  efftused  materia] 
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within  and  without  the  joint,  and  to  the  restoration  of  functional 
activity.  The  use  of  hot  air,  massage,  the  hot  and  cold  douche, 
static  electricity  and  the  like  are  of  service  in  stimulating  the 
circulation.  If  the  limb  has  become  deformed,  and  if  it  is  fixed 
by  adhesions  and  by  contractions,  the  distortion  may  be  corrected 
and  adhesions  may  be  ruptured  by  forcible  manipulation  under 
ansesthesia.  And  it  may  be  stated  that  in  this  class  of  cases 
restoration  of  function  to  a  greater  or  less  degree  is  often  accom- 
plished by  this  means. 

If,  however,  the  limb  is  fixed  in  the  proper  position  it  is  well 
to  postpone  forcible  measures  until  the  effect  of  the  massage  and 
gentle  passive  movements  have  been  observed. 

Functional  use  is  the  most  efltective  restorative  treatment  after 
the  acute  symptoms  have  subsided.  This  is  made  possible  by  the 
employment  of  apparatus  which  limits  motion  to  the  degree  the 
joint  permits  without  causing  discomfort. 

Puerperal  Arthritis.  This  is  so  similar  in  its  characteristics 
to  gonorrhceal  arthritis  that  a  detailed  description  is  unnecessary. 
It  may  be  stated,  however,  that  puei-peral  arthritis  is  usually  of 
a  more  severe  type  than  the  preceding  affection. 


Arthritis  Gomplicating  Infectious  Diseases. 

The  joints  may  be  involved  in  the  course  of  auy  infectious 
disease.  A  mild  form  of  arthritis,  often  involving  several  joints, 
is  common  after  diphtheria  or  scarUitina,  and  it  is  occasionally 
observed  as  a  sequel  of  pneumonia.'  This  is  usually  of  a  more 
severe  type  than  the  preceding  forms. 

Arthritis  following  typhoid  fecer  is  often  of  a  severe  and 
destructive  type.  Keen-  has  tabulated  84  cases.  In  43  per 
cent,  of  these  the  hip-joint  was  affected  and  in  40  per  cent, 
spontaneous  dislocation  occurretl.  In  a  case  treated  recently 
at  the  Hospital  for  Ruptured  and  Crippled  there  had  been  a 
destructive  arthritis  of  one  hip-joint,  spontaneous  displacement  of 
the  femur  on  the  other  side,  and  secondary  contractions  at  the 
knees  and  ankles,  so  that  the  patient  was  bedridden. 

Treatment.  The  treatment  in  all  forms  of  arthritis  compli- 
cating diseases  of  this  class  is  to  place  the  affected  joint  at  rest, 
to  apply  heat  or  cold  as  may  be  indicated  by  the  local  condition, 

>  Henlck.    AmerlcaQ  Journal  of  the  Medical  Sclenoea,  July,  1902. 
■  Surgical  CompllcaUona  and  Sequela  to  Typbold  Ferer. 
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and  to  prevent  the  secondary  distortions  that  lead  to  fixed 
deformities.  The  presence  of  pus  is,  of  course,  an  indication  for 
immediate  incision  and  efficient  drainage ;  thus,  in  all  donbtful 
cases  the  character  of  the  effusion  should  be  ascertJiined  bv 
aspiration. 

Spontaneous  dislocation,  which  is  comparatively  common  when 
the  hij>-joint  is  suddenly  distended  with  Huid,  is  not  likely  to 
occur  unless  the  limb  is  flexed  and  adducted.  This  attitude 
should  be  prevented  by  the  use  of  traction  or  supjiort. 

The  ufter-treatment  luis  been  indicatetl  already. 

Prognosis.  It  is  evident  that  the  immediate  reaction  to  bac- 
terial infection  and  the  final  results  will  v.ary  with  the  virulence 
of  the  infection,  the  uatural  resistance  of  the  individual  and  of 
the  part  involve<l.  According  to  I'oynton  and  Faine'  the  Itacteria 
reach  the  synovial  nienilirano  tlirough  the  capillaries  of  the 
areolar  tissue,  boneatli  tlie  endothelium,  which  if  uninjured  serves 
as  a  barrier  to  protect  the  joint  cavity.  If  the  joint  is  not 
actually  involved  the  restriction  to  motion  will  depend  upon 
thickening  of  the  tissues  of  the  joint  and  upon  disuse  of  the 
muscles.  In  such  cases  tlie  prognosis  is  good.  If,  however,  the 
interior  of  tlie  joint  is  invaded  by  a  jirocess  that  causes  adhesions, 
and  partial  destruction  of  the  cartilaginous  surfaces,  anchylosis  is 
likely  to  follow. 

Marsh*  divides  infectious  arthritis  into  four  classes  : 

1.  Simple  infiltration  of  the  subsynovial  tissues  and  slight 
synovitis. 

2.  Effusion  of  fluid  into  the  synovial  sac — synovitis. 

3.  Infiltration  of  the  jieriarticular  tissues — jtlastic  inflammadoo. 

4.  General  destructive  arthritis.  I  n  the  first  and  second  classes 
complete  recovery  may  be  anticipated.  In  the  thinl  class  a  vary- 
ing degree  of  functional  disability  is  to  l)e  expected     In  the  last 
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table. 


Acute  Arthritis  of  Infancy. 

A  form  of  acute  suppurative  arthritis  primarily  within  the 
joint  or  more  often  secondary  to  disease  of  the  neighl»oring 
epiphysis  is  not  uncommon  in  infancy. 

Etiolog^y.  The  disease  is  asually  caused  by  staphyloaK-ei, 
OC<^tsioiially  by  other  forms  of  infection.     In  the  early  weeks  of 


<  BriUiti  Mvdickl  JounuU.  NoTctober  1,  ItOZ. 
'  llrfd..  Dcotrobcr,  1902. 
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life  it  maj  follow  iofeotion  at  the  umbilicus  or  other  surface 
lesion.  It  may  be  secondary  to  one  of  the  exanthemata  or  to 
gonorrhoea,  but  in  many  instances  the  origin  is  not  apparent. 
Falls  or  blows  upon  the  part  appear  to  be  predisposing  causes. 

Townsend'  tabulated  73  cases  of  acute  arthritis,  18  of  which 
were  personal  observations.  To  these  I  am  able  to  add  12 
others,  making  a  total  of  85  cases.  In  64  of  these  the  infection 
was  monarticular ;  in  21  more  than  one  joint  was  involved.  The 
distribution  was  as  follows  : 

Hip-joint 43    =    63  per  cent. 

Knee-joint 32         37       " 

Other  ioluu 8    =    10      " 

The  sex  was  specified  in  61  cases:  males,  38;  females,  23. 
It  is  of  interest  to  note  that  in  all  rejwrted  cases  the  males  out- 
number the  females.  In  285  cases,  including  the  above  and 
others  reported  by  Gonser,  Demme,  Liicke,  Billroth,  Schede,  and 
MuUer,  the  proportion  was  nearly  3  to  1.' 

Symptoms.     If  the  infection  is  severe  there  is  immediate  local 
heat,  redness,  swelling  and  oedema,  great  pain,  and  correspond- 
ing constitutional  disturbance.     But  in  many  instances  the  local 
and  general  symptoms  are  less  marked,  the  child  is  fretful,  and 
the  evident  discomfort  caused  by  motion  at  the  affected  joint  is 
mistaken  for  result  of  injury  or  rheumatism.    In  this  class  of  cases 
the  patient  is  not,  as  a  rule,  seen  until  several  weeks  after  the 
onset  of  the  affection.     The  joint  is  then  somewhat  infiltrated 
and  enlarged,  motion  is  painful  and  restricted,  and  the  general 
appearances  are  very  similar  to  tuberculous  disease.     There  are 
also,   without  doubt,   even  milder  forms  of    synovial   infection 
from  which  recovery  is  rapid  and  practically  complete.     These 
cases  are  usually  classed  as  monarticular  rheumatism. 

Treatment.  The  treatment  of  the  sup])urative  form  is,  of 
course,  free  incision  and  efficient  drainage.  In  all  cases  the  joint 
xnust  be  fixed,  preferably  by  a  light  wire  splint,  during  the  active 
stage  of  the  disease.  An  apparatus  is  usually  required  to  prevent 
<3efonnity  or  to  support  the  weak  limb  when  the  patient  begins  to 
'yralk. 

Prognosis.  If  the  arthritis  is  a  primary  disease  within  the 
joint  complete  recovery  may  follow  evacuation  of  the  pus,  but, 
as  a  rule,  the  neighboring  epiphyseal  junction  is  diseased,  sup- 
puration is  prolonged,  and  a  part  of  the  epiphysis  is  destroyed 

>  American  Journal  of  the  Medical  Sciences,  January,  1890. 
t  GoDier.   Jabrbuch  f.  Kinderbelllc.,  July,  1902. 
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before  the  disease  comes  to  an  end ;  thus,  subluxation  or  dis- 
placement with  subsequent  deformity  and  loss  of  growth  are  the 
usual  results  of  this  form  of  disease.  At  the  hip-joint,  for 
example,  the  laxity  of  the  ligaments  and  the  upward  displacement 
of  the  femur  that  follow  destruction  of  the  head  of  the  bone 
cause  symptoms  that  in  later  life  are  often  mistaken  for  those  of 
congenital  dislocation. 

In  some  of  the  cases  there  is,  in  addition  to  the  arthritis,  an 
osteomyelitis  of  the  shafts  of  one  or  more  of  the  bones.  These 
cases  are  usually  fatal,  or,  if  the  patient  survives,  there  is  usually 
necrosis  of  the  affected  bones  and  consequently  extreme  deformity. 

In  the  cases  reported  by  Townsend  the  death-rate  was,  in  the 
monarticular  form,  18  per  cent. ;  in  the  multiple  form,  73  per 
cent. 

In  a  total  of  122  cases  of  all  varieties  tabulated  by  Hoffmann, 
the  death-rate  was  46  per  cent.  In  87  the  affection  was  confined 
to  one  joint ;  in  .the  remainder  from  two  to  five  joints  were 
involved.' 

Acute  Tuberculous  Arthritis.  In  early  infancy  forms  of 
acute  tuberculous  disease,  especially  at  the  knee-joint,  may  simu- 
late closely  infectious  arthritis.  The  joint  may  become  swollen, 
hot,  and  sensitive  to  pressure,  and  the  onset  may  be  sudden  and 
accompanied  by  constitutional  disturbance.  Such  cases  are  more 
often  observed  in  the  children  of  mothers  suffering  from  advanced 
disease  of  the  lungs. 

Acute  Osteomyelitis. 

Infectious  osteomyelitis  is  most  common  in  early  life,  and  the 
extremities  of  the  bones  in  the  neighborhood  of  the  epiphyseal 
cartilages  are  most  often  involved.  The  symptoms  are  local 
sensitiveness  of  the  bone,  pain,  and  constitutional  disturbance. 
The  neighboring  joint  is  usually  distended  by  a  sympathetic 
synovitis,  and  the  overlying  tissues  are  usually  infiltrated.  The 
treatment  consists  in  immediate  opening  of  the  bone  at  the  sus- 
picious point,  in  order  to  relieve  the  tension  and  to  establish 
drainage.  In  certain  instances  the  joint  itself  may  be  directly 
involved  in  the  disesise.  This  may  be  inferred  if  the  symptoms 
do  not  subside  after  the  bone  has  been  opened.  In  doubtful 
cases  the  joint  should  be  aspirated  for  the  purpose  of  bacteriolog- 

1  Medical  Bulletin,  Washington  Univenity,  September,  1W>2. 
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operative  removal  of  the  diseased  area,  which  is  indicated  by 
local  sensitiveness,  and  which  in  many  instances  may  be  demon- 
strated by  the  X-ray. 

Flo.  168. 


Loffi  of  growlhrullu»iiiK  (nicunoc'inr  <>i  lilt.-  Libia,  nccesHitnUDK  reiuuviil  xfpnrt  oftbefbaft. 

Osteoarthritis  and  Rheumatoid  Arthritis.     Arthritis 
Deformans.     Rheumatic  Gout. 

Under  these  titles  are  includeil  a  group  of  chronic  diseases  o? 
the  joints  whose  etiology  is  obscure.  At  the  present  time  these 
diseases  are  usually  classed  a-s  varying  manifestations  of  one 
pathological  process,  and  the  titles  are  usually  consi<leretl  as 
synouynious. 

("linitsilly,  however,  the  characteristic  types  differ  markedly 
from  one  another.  In  one  form  bone  destruction  is  combinetl 
witii  bone  formation,  and  the  tinal  result  is  an  irregular  solid 
enlargement  of  the  joint,  iLsually  combined  with  distortion  of  tlie 
limb. 

It  has  been  suggested  by  Goldthwait  that  the  term  osteo- 
arthritis should  be  applied  to  this  tyjw. 
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The  second  form  resembles  somewhat  rlieumatism  in  its  course 
and  distribution.  The  disease  is  primarily  of  the  soft  parts  of 
the  joint,  the  bone  is  only  secondarily  and  superficially  involved, 
and  the  final  result  is  limited  motion  or  anchylosis  without 
enlargement  of  the  joint.  This  form  is  sometimes  classed  as 
atrophic  to  distinguish  it  from  the  former  or  hypertrophic  variety 

FlQ.  169. 


OMiouibrltl*.  Tbe  by(vrtmpb}'  of  ibc  extremities  of  tbc  bones  of  tbe  tenniiinl  pbalaages 
<HtfberOen'fl  oodes)  is  aei'uni)i«nied  by  erosluu  of  tbe  cartlUige.  The  8e<H)ud  InterpbAlangeal 
Joint  of  the  second  flnger  shows  hyperlropfay,  combined  with  destruction  and  lateral  dis- 
lUsoement.     (See  Fig  170  ) 


of  arthritis  deformans,  but  the  term  rheumatoid  arthritis  seems 
to  be  preferable,  as  indicating  that  the  two  varieties  of  chronic 
joint  disease  are  distinct. 

Pathology  of  Osteoarthritis.  The  disease  ap[>ear8  to  begin  in 
the  cartilage,  which  becomes  fibri Hated  and  destroytnl  in  the  parts 
subjected  to  greatt«t  pressure,  while  it  is  thickened  and  heaped  up 
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into  irregular  layers  at  the  periphery,  as  if  uudcr  the  influeuce  of 
pressure  it  had  heen  s<|ueeJ!ed  out  from  the  interior  of  the  joint 
(Fig.  171).  The  process  is  supi)Osed  to  consist  in  a  multiplicntiou 
of  the  cartilage  cells  which  in  the  free  portion  of  the  cartilage 
escape  into  the  joint,  while  in  those  parts  covered  by  synovial  mem- 
brane they  are  retained.     When  the  cartilage  disappears  the  bone. 


Fio.  170. 


Bbeamduld  artbriUi.    SllKhl  iDperllclal  •mlona  of  Ibc  Uiui:«  urv  ;o  u 
ihe  Joints.    Oontnit  wltb  oiteovttirltlt. 
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deprived  of  its  natural  protection,  is  worn  away,  auil  under  the 
influence  of  pressure  and  friction  it  hetionies  increaeeil  in  density 
and  hanluess,  "  eburnatctl."'  Meanwhile  the  irregular  projections 
of  cartilage  at  the  periphery  become  in  part  ossifie<I,  and  this, 
together  with  a  fonimtive  j)eriostitis  of  tin-  adjoining  iKine,  causes 
the    irregular    bony  enlargement   characteristic   of   the   disease. 
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The  contour  of  the  bones  and  their  mutual  relation  to  one 
another  are  changed.  The  synovial  membrane  becomes  hyper- 
trophied  and  its  villi,  some  of  which  may  contain  cartilaginous 
nodules,  project  into  the  joint  in  shaggy  fringes.  These  may  be 
detached  from  time  to  time  and  may  form  loose  bodies  within  the 
capsule.  The  synovial  fluid  may  be  greatly  increased  in  quantity, 
distending  the  capsule,  or,  communicating  with  bursa,  it  may  form 
cysts,  as  is  sometimes  observed  at  the  knee-joint.  But  more  com- 
monly the  fluid  is  decreased  in  amount.  The  ligaments  are 
weakened  and  destroyed,  and  the  tendons  about  the  joint  become 
adherent  to  their  sheaths  and  to  the  neighboring  tissues.  The 
muscles  atrophy  and  become  contracted  and  structurally  shortened 
in  accommodation  to  the  deformity. 

Etiology  of  Osteoarthritis.  Little  that  is  positive  is  known 
of  the  etiol(^  of  osteoarthritis.  Two  factors  are  sufficiently 
evident.  These  are  age  and  injury  or  overstrain.  The  wearing 
oat  of  the  joint  is  suggested  by  the  appearances,  and,  as  is  well 
known,  similar  changes  in  slight  degree  are  not  uncommonly 
found  in  the  joints  of  laborers  of  middle  age.  So,  also,  similar 
changes  may  follow  injury,  particularly  fracture  at  the  hip-joint. 
Lessened  local  and  general  resistance  are,  of  course,  prcdisiwsiug 
causes.  In  locomotor  ataxia,  a  disease  accompanied  by  loss  of 
sensation  and  by  diminished  control  of  movement,  the  nutrition 
of  the  joint  is  lowered  and  its  natural  safeguards  against  injury 
and  overwork  are  removed.  Joint  disease  (Charcot's  disease)  of 
the  character  of  osteoarthritis  in  such  instances  is  undoubtedly 
an  indirect  effect  of  disease  of  the  ner\'ous  apparatus,  but  it  by 
no  means  follows  that  such  or  any  disease  of  the  nervous  system 
is  necessary  to  explain  the  lesions  of  the  ordinarj'  form.  It 
may  be  mentioned  in  this  connection  that  a  form  of  disease  of 
similar  character  is  very  common  among  domestic  animals  in  old 
age.  It  "has  been  suggested,  and  it  is  probably  true,  that  defective 
assimilation  may  be  a  causative  factor  in  both  man  and  animals. 

Symptoms.  In  its  typical  form  osteoarthritis  is  an  affection 
of  middle  life  and  of  old  age.  It  may  be  confined  to  a  single 
joint,  and  in  these  cases  one  of  the  lai^er  joints  of  the  lower 
extremity  is  more  often  affected,  jMirticularly  the  hip  or  knee. 
As  a  rule,  however,  several  joints  are  involved  to  a  greater  or 
less  degree.  Its  onset  is  usually  insidious,  and  the  progress  is 
slow,  accompanied  by  remission  of  the  symptoms. 

These  symptoms  are  usually  pain,  discomfort  in  changing  from 
one  position  to  another,  "  creaking "  sensations  in  the  affected 
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joints,  gnidually  increasing  local  enlargement,  limitation  of 
motion,  and  distortion  of  the  limb.  Typical  examples  are  found 
in  the  hip-joint  (malum  coxje  senile)  and  knee,  and  these  are 
described  eLscwhere. 

Heberden's  Nodosities.  Although  typical  osteoarthritis  may  be 
confined  to  one  or  more  of  the  larger  articulations,  it  is  often 
accompanied  by  enlargement  of  the  joints  of  the  fingers.  It 
should  be  stated,  also,  that  there  is  a  form  of  osteoarthritis  of 
comparatively  slight  im]>ortance  in  which  the  disease  is  oonfiuc<] 

Via.  171. 


Arthritis  defomant,  from  tbe  Miueum  of  tbe  (.'oUcge of  Physlclkoi  and  Suiceoos,  New  Turk. 


to  the  joints  of  the  fingers.  The  bases  of  one  or  more  of  the 
distal  phalanges  become  <'nlarge<l  (Iliberdeu's  no<Ioftitics),  and 
the  fingers  l»eoome  somewhat  !?tiff  and  painful.  Gradually  other 
phalangeal  joints  become  involved  until  the  fingers  become 
deformed  ami  function  is  somewhat  interfered  with.  The  dis- 
ease is  slowly  progressive,  pain  les-smiug  as  the  enlargement 
and  stiffness  become  more  apparent.  When  the  disease  begins 
in  this  manner  tlie  larger  joints  are  not  often  implicated.  It 
is  iutenstiug  to  note,  however,  that  this  form  of  disease  is  far 
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'  d<M  ootnmon  in  womeu  thau  iu  men,  and  it  may  be  accompanied 
by  cnlarjEi'ments  of  the  larger  joints  of  the  nature  of  rheumatoid 
arthritis  (Fig.  169). 

Treatment.  In  general,  this  should  be  directed  to  the  im- 
provement, if  possible,  of  the  condition  of  the  jmtient ;  the  daily 
routiue  should  conform  to  what  experience  shows  to  be  that  best 
a<lnpted  to  tlie  disability.  The  local  nutrition  may  be  maintained 
by  massaji^,  electricity,  and  the  like.  Deformity  may  be  pre- 
vented and  pain  may  l)e  relieved  by  regulating  the  strain  to  which 
the  weak  part  is  subjectetl.  In  certain  instances  operative 
rt-nioval  i>f  villous  proliferations  of  the  synovial  membrane  or  of 
sudid  projections  that  interfere  with  movement  may  be  of  service. 
(See  Spondylitis  Deformans  and  ( )steoarthritis  of  the  Hip  and 

[IcDce.) 

Rheumatoid  Arthritis. 

Rhi-iiniatoid  arthritis  differs  from  thf  prrccding  type  in  that 
it  is  ratlier  an  affection  of  childhocnl  and  of  early  adult  life  than 
of  old  age.  It  is  more  common  among  females  than  males.  It 
is  more  acute  in  its  onset,  nu>re  rapidly  progressive,  and  more 
general  in  its  distribution  than  osteoarthritis. 

In  typiad  osteoarthritis  the  cjirtilage  is  worn  away  at  the 
eentre  of  the  joint  and  heaped  up  at  the  periphery.  In  typical 
rheumatoid  arthritis  the  afiFection  is  primarily  of  the  fibrous  cov- 
erings and  of  tile  membranes  of  the  joint,  and  the  cnrtilage  is 
destroyed  in  the  later  stages  by  a  jwnnus-like  growth  from  the 
periphery.  There  is  erosion  of  the  cartilage  and  of  the  underlying 
bone  unaccompjinietl  by  the  hypertrophy  characteristic  of  the  pre- 
c«tling  disease.  In  rheumatoid  arthritis  a  spindle-shaped  enlarge- 
ment of  the  finger-joints  is  conmion,  but  the  X-ray  picture  will 
not  show  irregular  lione  formation  as  in  typical  osteoarthritis 
(Helx-nlen's  nodfjsities),  but  a  normal  contour  of  the  bones  or 
superficial  erosions  entering  into  the  formation  of  the  joint.  The 
seertnd  intiTphalangeal  joint.s  are  usually  involved  primarilv. 
There  is  usually  flexion,  contniction,  and  in  many  instances  general 
deviation  of  the  fingers  toward  the  ulnar  side.  In  younger 
mbjrcts,  particularly  in  the  class  of  cases  iu  which  the  onset  of 
tiw  disease  is  acute,  and  in  which  there  is  considerable  effusion, 
there  may  be  subluxation  or  acttml  luxation  of  the  phalanges, 
nore  often  at  the  metacarpal  articulations.  Iu  such  instances 
motion  is  preserved  in  the  affected  joints. 

In  typiml  cases  the  final  residt  in  any  joint  is  either  anchylosis 
or  limited  motion  nccompiuu'ed  by  flexion  deformity.     There  is, 
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of  course,  gejieral  atrophy  of  the  long  Ixjoes  iu  d^ree  corre- 
sponding to  the  functional  disability  that  is  present. 

The  onset  of  rlieumatoid  arthritis  may  be  acute,  resembling 
rheumatism,  many  joints  being  involved  simultaneously.  It  may 
lie  subacute  and  even  limited  primarily  to  a  single  joint. 

The  larger  joints  may  be  involved  before  those  of  the  hand*, 
or  rice  verm.  In  childhood  the  disease  often  begins  in  one  of 
the  larger  joints,  causing  stiffness,  deformity,  and  pain  on  motion. 
There  is  usually  some  local  heat  and  infiltration,  increasing  and 
diminishing  accortling  to  the  stmiu  or  injury  to  which  the  joint 
may  be  subjected.     In  cases  of  this  character  the  affection  is 


Fjo.  in 


Rbennwlold  artbrltli  In  •  child,  rbowlnn  tbe  cbanctertsUc  deformity.    Ncarlr  every  Joint 
In  tbe  body  Is  Involved. 

usually  mistaken  for  tulierculous  disease,  until  the  involvement 
of  other  joints  indicates  the  tnie  character  of  the  affection.  As 
a  nile,  the  affection  is  progressive  iu  character,  Ijoth  locally  and 
generally.  The  range  of  motion  iu  the  affected  joint  becomes 
more  and  more  restricted,  the  limb  l>ocomcs  flexed,  an<l,  tiually, 
there  is  practical  anchylosis,  usually  due  to  adhesions  ami  con- 
tractions within  au<l  without  the  joint.  In  those  cases  in  which 
the  cartilage  is  in  part  destroyetl  by  the  growth  of  granulation 
tissue  from  the  {Msripherj'  there  may  lie  actual  Iwny  union.  In 
many  iu.stances  the  spine  l^ecomes  rigid,  including  the  wvipito- 
axoid  articulations,  and  practically  every  joint  of  the  Ixxly  may  be 
finttlly  involvctl,  so  that  the  p-iticnt  is  betlridden  and  helpless. 
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panied  by  enlargement  of  the  lymphatic  glaucls  particularly  thnsv 
of  the  inguinal  region  and  axilla,  and  of  the  liver  and  spleea. 
There  is,  as  a  rule,  moderate  efftision  into  the  joints  and  thicken- 
ing of  the  ovirlying  tissues.  As  tin-  imiseular  atrophy  is  extreme, 
the  joints  appear  by  contrast  very  nmch  enlarge<l.  The  final 
outcome  of  the  disease  is  anchylosis  and  deformity,  as  in  the 
ordinary  form.     ()p<'asionally  complete  recovery  occurs. 

Etiology.  Of  the  etiology  of  rheumatoid  arthritis  little  is 
known.  Certain  aspects  of  the  disease  resemble  closely  thoee 
caused  by  infection  from  without.  This  is  particularly  noticeable 
in  those  cases  in  which  the  disease  begins  in  one  or  more  of 
the  larger  joints.  On  the  other  hand,  infectious  joint  disease  is 
not  slowly  progressive,  as  is  rheunuitoid  arthritis  in  its  typical 
form.  It  is  probable,  however,  that  certain  forms  of  infectious 
artliritis  of  a  mild  cliaracter  are  included  in  what  is  now  known 
as  rlieumatoid  arthritis.  Auto-infection,  due  to  defective  assimi- 
lation, is  proi)ably  a  predisposing  and  excitiug  cause,  as  it  is  well 
known  that  this  aggravates  the  symptoms  of  the  disease  when  it 
is  once  established. 

Other  causes  are  apparently  lack  of  vital  resistance  due,  it 
may  be,  to  overwork  or  strain,  mental  or  physical,  and  exposure 
to  cold  or  wet.  It  may  be  stated,  also,  that  some  obscure  affection 
of  the  nen'ous  system  has  been  assigned  by  certain  writers  as  a 
probable  cause. 

Treatment.  In  gcnend,  this  must  be  ilirecte<l  to  improving 
the  ci'iidition  of  tlie  patient  by  the;  regulation  of  the  diet,  which 
must  be  nourishing  and  easily  assimilated.  Ex|K>sure  to  oold 
and  wet  and  overexertion  must  be  avoided.  The  use  of  static 
electricity,  the  hi>t-air  and  the  electric-light  baths,  as  genend  and 
local  stimulants  are  of  service.  Ichthyol  ointment,  the  cautery, 
and  the  like  may  be  employed  locally.  If  the  joints  are  sensitive 
motion  should  be  restricted  to  the  painless  area  ijy  apparatus. 
Passive  motion  or  mas.sage  that  increases  the  pain  or  discomfort  is 
harmful,  but  motion  should  be  encoumged  when  the  discjise  is 
(luicscent.  Contraction  deformity  mav  be  overcome  bv  forcible 
manipulation,  and,  if  necejsssirj',  by  tenotomy  when  the  disease  is 
tpiiescent.  Excision  of  an  anchylosed  joint,  as  of  the  lower  jaw 
or  elbow,  may  re-establish  {uiinless  motion. 

It  may  Im?  notetl  as  of  interest  that  what  appears  to  be  ty]>ical 
rheumatoid  arthritis  in  childhood  may  be  induced  apparently  by 
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infectious  disease,  such  aa  diplitheria  for  example,  aud  that 
itnprovemeut,  or  even  disappearance  of  the  local  symptoms  may 
follow  intercurrent  attacks  of  scarlatina  or  measles.  It  is  possi- 
ble, tlierefore,  Uuit  serum-therapy  may  he  employed  in  the  future. 
Although,  as  has  beeu  indicated,  typical  coses  of  rheumatoid 
arthritic  differ  so  essentially  from  osteoarthritis  as  to  be  classed 
•s  distinct  <Iiseases,  yet  there  are  types  that  it  is  difticult  to  classify 
•8  the  one  or  the  other,  and  in  certain  instances  the  two  forms 
UMij  be  oombined  in  one  individual. 

Haemophilia — Hemarthrosis. 

Hemorrhage  into  a  joint  may  occur  in  a  so-called  "bleeder." 
In  tliis  class,  which  is  pratically  limited  to  the  male  sex,  the  knee- 
joint  is  most  often  involved.  As  a  rule,  it  is  the  result  of  injury, 
and  if  the  jieculiarity  of  the  patient  is  known  the  nature  of  the 
effusion — liemorrha^ic — is  hardly  doubtful,  particularly  as  there 
is  in  many  instances  discoloration  of  the  skin,  either  over  the  joint 
or  elsewhere.  In  some  instances  there  is  uo  histoiy  of  traumatism, 
and  the  swelling  may  l>e  accompanied  by  fever.  This  is  prolmbly 
the  effect  of  the  hemorrhage  rather  tliau  its  cause. 

The  peculiar  interest  in  the  affection,  aside  from  the  importance 
<rf  a  proj>er  diagnosis,  lies  in  the  fact  that  the  further  orgauiza- 
tiod  of  the  effused  blood  may  cause  symptoms  and  changes  al>out 
the  joint  tiiat  may  be  mistaken  for  those  of  tuberculous  disease. 
Tberc  may  l>e,  for  examjile,  persistent  swelling,  thickening  of  the 
ttMllri",  limitation  of  motion,  aud  deformity  oombined  with  more 
or  Ie»  weakness  and  discomfort.  These  symptoms  are  explained 
bjr  the  irritation  of  the  effuseil  blood  and  by  its  further  absorp- 
tion and  organization,  which  necessitates  the  formation  and  growth 
ol  new  bloodvessels ;  practicalh',  a  granulation  tissue  is  formed 
that  may  enxle  the  cartilage  upon  which  the  fibrinous  deposits 
rat,  These  secondary  changes  resemble  the  early  stage  of 
(Mieoartbritis. 

Treatment.  The  local  treatment  is  rest  and  protection  com- 
bined  with  stimulating  applications  to  hasten  the  absorption  of 
tbcefftisitl  blood.  Several  ileaths  have  been  rejiorted  from  hemor- 
ritage  after  operative  inter\-entiou  in  cases  in  which  the  affection 
had  been  roistjtken  for  tuberculous  disease. 


Hemarthrosis. 

Hanorrhage  into  a  joint  may  occur  in  normal  individuals,  and 
iti  pnacnoa  i»  not  always  indicateil  by  su{)erficial  discoloration. 
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The  swelling  is  more  resistant  than  is  the  ordinary  effusion,  and 
it  is  far  more  jiersistent.  This  suggests  tlie  advisal)ility  of  in- 
cision and  removal  of  the  bUxxI  clots  in  certain  instances  in  onler 
to  relieve  the  joint  of  hiinlen  of  their  organization  and  ul>sorption. 

Scorbutus — Scurvy. 

This  affection  is  sometimes  attended  with  hemorrhage  into  and 
about  tlie  joints.  It  will  i)e  consideretl  in  connection  with  in- 
fantile rhachitis. 

Charcot's  Disease. 

Charcot's  disease  is  a  form  of  destructive  arthritis  which  is 
secondary  to  locomotor  ataxia. 

Pathology.  It  resembles  somewhat  in  its  pathology  osteo- 
arthritis.     The  cartilage    degenerates,   and,  together    with   the 


Fio.  175. 


rlurcol'*  itlMBW  or  the  knee-joint. 


underlying  bone,  is  worn  away  by  the  movements  of  the  limb. 
Accompanying  the  destructive  process  there  is  an  exaggerated 
and  irregular  f(»rmatiou  of  cartilage  and  l)one  about  the  peripberj' 
of  the  joint.     The  synovial  membrane  is  hypertrophiwl.  and  may 
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be  covered  ia  places  with  calcareous  plates  ;  the  contents  of  the 
joint  is  usually  increased  in  ijunutit}'. 

The  joint  disease  usually  appears  early  in  the  course  of  loco- 
aotor  ataxia,  often  before  its  existence  is  suspected,  and  it  is 

aetimes  caused  by  injury. 

Charcot's  disease  is  said  to  affect  al)Out  o  per  cent,  of  the  ataxic 
patients ;  it  is  more  cumiuou  in  the  luwer  extremity,  and  one  or 
more  joints  may  be  involve<l.  In  the  cases  tabulated  by  Flatow 
the  4li;stribntion  was  as  follows  : 

Kaw  .       .  fiO;  In  13  cua  boUi  knees. 

Foot  .  SO:    ••     »     ■•        ••    feet. 

Hip »:   '•     9    "        "    bIpL 

SiMMiUler ...  .  27 :    "     6     "        "    sbooldera.i 

Chipaolc'  notes  the  distribution  in  217  cases,  as  follows  : 

Knc«  120 

Blp  .  97 

root.        ...  40 

Fifteen  cases  of  Charcot's  disease  involving  the  spine  have 
been  reported.' 

Symptoms.  The  sj'niptoms  are  the  swelling  due  to  the  effu- 
sion, laxity  of  the  ligaments,  and  deformity.  There  is  but  little 
pain,  and  the  |>atient's  chief  complaint  is  of  the  weakness  and 
distortion  of  the  limb.  In  certain  eases  the  progress  of  the  affec- 
tion is  ver>*  rapid,  and  the  destruction  of  bone  may  be  so  exten- 
sive that  there  is  an  actual  luxation  at  the  affecteti  joint. 

Dia^osis.  If  the  patient  is  known  to  have  locomotor  ataxia 
the  diagnosis  will  lie  evident,  and  in  any  event  the  peculiar 
enlargement,  and  thickening  of  the  tissues,  together  with  the 
exoewive  laxity  of  the  lig^iments,  characteristic  of  this  affection, 
which  has  l»een  called  a  cariiaiture  of  osteoarthritis,  should  cjill 
attention  to  the  disease  of  the  spinal  conl. 

Treatment.  The  treatment  of  the  local  disease  is  efficient 
to  prevent  progressive  distortion.  Excision  of  the  knee 
en  performed,  but  in  many  cases  tlie  boues  have  faile«l  to 
uoite,  and  on  this  account  the  operation  is  contraindicate<]. 

DlMMe  of  jointd  wroiulnry  to  other  j'oniiM  of  JineiiKe  of  the 
mtrwnu  nfMrm  may  occur.  It  is  most  common  as  a  complication 
of  fljrringomyelia,  in  which,  in  contnLst  to  locomotor  ataxia,  the 
juints  of  the  upper  extremity  are  far  more  often  involved  than 
o(  Um  lower. 

*  BMaMfttClllr..  IMM,  vol   I  t>  »  >  Le  Dentii  et  Uelbet,  TmlM  de  Cblr. 

*AfeaMk  XouT  Icon,  lie  l»$4lpf'tr1*rt,T.xUl..lM0.    Cornell,  JohntUopkloiiUocp.  Bull.. 
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In  Schlesiuger's  cases  the  distribution  was  as  follows :' 

Shoulder 29 

Elbow 2t 

Wrtat 18 

Hip 4 

Knee 7 

Foot 7 

Otber]olnU 8 

97 

In  all  forms  of  joint  disease  secondary  to  disease  of  the  nervous 
system  the  influence  of  injury  on  the  ill-nourished  or  ill-protected 
part  is  recognized  in  the  causation  and  in  the  progress  of  the 
disease. 

This  indicates  the  principles  of  local  treatment. 

Anchylosis. 

Anchylosis  implies  fixation  in  an  attitude  of  deformity,  and 
the  term  should  be  restricted  to  practical  fixation  caused  by  tissue 
changes  within  or  without  a  joint,  but  it  is  often  incorrectly 
applied  to  limitation  of  motion,  such  as  may  be  caused,  for 
example,  by  muscular  spasm. 

Etiology  and  Pathology.  Anchylosis  may  be  the  result  of 
actual  union  of  two  bones  whose  cartilages  have  been  destroyed, 
a  synostosis.  This  is  sometimes  called  true,  as  distinguished 
from  false  or  fibrous  anchylosis. 

It  may  be  caused  by  adhesions  between  the  folds  of  synovial 
membrane,  by  adhesions  and  contractions  of  the  capsular  and 
other  ligaments,  by  adhesions  between  the  tendons  and  their 
sheaths,  by  the  general  adhesions  and  contractions  caused  by 
buri'owing  abscesses,  and  by  the  retraction  and  structural  shorten- 
ing of  muscles  when  the  deformity  has  persisted  for  a  sufficient 
time.  It  may  be  caused,  also,  by  fractures  or  dislocations  or  by 
marginal  exostoses. 

Anchylosis  is  usually  secondary  to  an  inflammatory  affection 
of  the  joint  during  which  the  adhesions  have  formed  within  and 
without  the  capsule,  and  if  deformity  has  been  allowed  to  persist 
the  muscles  are  atrophied  and  structurally  shortened  on  the  con- 
tracted side. 

Prevention  and  Treatment.  The  danger  of  anchylosis  may 
be  lessened  by  the  proper  treatment  of  the  disease  of  which  it 
Ls  a  result.  In  tuberculous  disease,  for  example,  motion  may  be 
preserved  in  many  instances  by  efficient  protection,  by  which  the 

>  Die  SyrlDgomyelle,  Wien,  1895. 
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I  of  the  disease  \«  restricted  aud  its  destructive  effects  checked. 
In  this  class  of  cases  the  joiut  should  be  tixed  duriug  the  pro- 
gressive stage  of  the  disease,  in  the  attitude  in  which  anchylosis, 
if  tt  be  unavoi<lai)le,  will  least  inconvenience  tiie  patient,  and,  if 
poesiblc,  ethcient  traction  should  be  employed  with  the  aim  of 
•eparating  the  surfaces  of  the  adjoining  bones. 

Fio.  176. 


ill  bi*'v  ii>i  uettk  kiK.'v.  Ill  uhicii  Llic  r«iiKU"r  iii'jiluii  19  regulated  l>y  uimna 
01  «n  xtjiuuble  wheel.     iSliarter.i 

Fornirrly  it  was  believed  that  prolonged  tixation  of  a  diseased 
(joint  would  of  itself  induce  anchylosis,  but  now  that  it  is  known 
Fthat  Bnal  limitation  of  motion  is  dependent  u|)on  the  severity  an<I 
'  tbe  doratiou  of  tiie  disease,  prolonged  rest  is  believed  to  be  the 
oat  effivicmt  means  of  assuring  motion. 

In  tul»crruloiu  cjises,  when  the  <lisease  !■<  cured,  functional  use 
will  iirdinairily  restore  all  the  motion  of  which  the  part  is  capable. 
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joints,  gradually  increasing  local  enlargement,  limitation  of 
motion,  and  distortion  of  the  limb.  Tyjiical  examples  are  found 
in  the  hip-joint  (malum  eoxie  senile)  and  knee,  and  these  are 
described  elsewhere. 

Heberden's  Nodosities.  Although  typical  osteoarthritis  may  he 
confined  to  one  or  more  of  the  larger  articulations,  it  is  often 
accompanied  by  enlargement  of  the  joints  of  the  tiugers.  It 
should  be  stated,  also,  tliat  there  is  a  form  of  osteoarthritis  of 
comparatively  slight  importance  in  which  the  disease  is  coufiued 

Fia.  171. 


ArthrlUa  delbmiani,  from  llie  Muieumof  ibe  College  of  Pbyi-lcliiDs  aiirl  Siiiseons,  New  York. 


to  the  joints  of  the  fingers.  The  bases  of  one  or  more  of  the 
distill  phalanges  Itecoiuc  enlarged  (Hebertlen's  nodosities),  and 
the  lingers  become  somewhat  stiff  and  [>ainful.  finidually  other 
phalangeal  joints  become  involved  until  the  fingers  become 
deformed  an<l  function  is  soniewhat  interfered  with.  The  dis- 
ease is  slowly  progressive,  pain  lessening  as  the  enlargement 
and  stiffness  become  more  apparent.  When  the  disease  begins 
in  this  manner  the  larger  joints  arc  not  often  implicated.  It 
J8  interesting  to  note,  however,  that  ihis  form  of  tUsease  is  far 
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more  common  in  women  than  in  men,  and  it  may  be  accompanied 
by  enlargements  of  the  larger  joints  of  the  nature  of  rheumatoid 
arthritis  (Fig,  169). 

Treatment.  In  general,  this  should  be  directed  to  the  im- 
provement, if  possible,  of  the  condition  of  the  patient ;  the  daily 
routine  should  conform  to  what  experience  shows  to  be  that  best 
adapted  to  the  disability.  The  local  nutrition  may  be  maintained 
by  massage,  electricity,  and  the  like.  Deformity  may  be  pre- 
vented and  pain  may  be  relieved  by  regulating  the  strain  to  which 
the  weak  part  is  subjected.  In  certain  instances  operative 
removal  of  villous  proliferations  of  the  synovial  membrane  or  of 
solid  projections  that  interfere  with  movement  may  be  of  service. 
(See  Spondylitis  Deformans  and  Osteoarthritis  of  the  Hip  and 
knee.) 

Rheumatoid  Arthritis. 

Rheumatoid  arthritis  differs  from  tho  preceding  type  in  that 
it  is  rather  an  affection  of  childhood  and  of  early  adult  life  than 
of  old  age.  It  is  more  common  among  females  than  males.  It 
is  more  acute  in  its  onset,  more  rapidly  progressive,  and  more 
general  in  its  distribution  than  osteoarthritis. 

In  typical  osteoarthritis  the  cartilage  is  worn  away  at  the 
centre  of  the  joint  and  heaped  up  at  the  periphery.  In  typical 
rheumatoid  arthritis  the  affection  is  primarily  of  the  fibrous  cov- 
erings and  of  the  membranes  of  the  joint,  and  the  cartilage  is 
destroyed  in  the  later  stages  by  a  pannus-like  growth  from  the 
periphery.  There  is  erosion  of  the  cartilage  and  of  the  underlying 
bone  unaccompanied  by  the  hypertrophy  characteristic  of  the  pre- 
ceding disease.  In  rheumatoid  arthritis  a  spindle-shaped  enlarge- 
ment of  the  finger-joints  is  common,  but  the  X-ray  picture  will 
not  show  irregular  bone  formation  as  in  typical  osteoarthritis 
(Heberden's  nodosities),  but  a  normal  contour  of  the  bones  or 
superficial  erosions  entering  into  the  formation  of  the  joint.  The 
second  interphalangeal  joints  are  usually  involved  primarily. 
There  is  usually  flexion,  contraction,  and  in  many  instances  general 
deviation  of  the  fingers  toward  the  ulnar  side.  In  younger 
subjects,  particularly  in  the  class  of  cases  in  which  the  onset  of 
the  disease  is  acute,  and  in  which  there  is  considerable  effusion, 
there  may  be  subluxation  or  actual  luxation  of  the  phalanges, 
more  often  at  the  metacarpal  articulations.  In  such  instances 
motion  is  preserved  in  the  affected  joints. 

In  typical  cases  the  final  result  in  any  joint  is  either  anchylosis 
or  limited  motion  accompanied  by  flexion  deformity.     There  is. 
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of  course,  general  atrophy  of  the  long  hones  iu  degree  corre- 
sponding to  the  functional  disability  that  is  present. 

The  onset  of  rheumatoid  arthritis  may  be  acute,  reseinbling 
rheuiuatisiu,  many  joints  being  involvetl  simultaneously.  It  may 
Ik)  subacute  and  even  limited  primarily  to  a  single  joint. 

The  larger  joints  may  he  involved  before  those  of  the  hands, 
or  vioe  vermt.  In  childhood  tbe  disease  often  Iwgins  in  one  of 
the  larger  joints,  causing  stiffness,  deformity,  and  pain  on  motion. 
There  is  usually  some  IocaI  heat  and  infiltration,  increasing  and 
ditninishing  acconling  to  the  strain  or  injury  to  which  the  joint 
may  be  subjected.     In  cases  of  tliis  cliaracter  the  affection  is 


Fio.  172. 


RbeumaUjId  arthnti!'  inii  child,  i^bowniK  ih«  charaoterif^tli:  derormily. 
In  tue  Ixxly  Is  Involvol. 


Nearly  every  joint 


usually  mistaken  for  tuljercnlous  disease,  until  the  involvement 
of  other  joints  indicates  the  true  character  of  tho  affection.  As 
a  rule,  the  affection  is  progressive  in  character,  both  loeally  and 
generally.  The  range  of  motion  iu  the  affected  joint  becomes 
more  and  more  restricted,  the  liinl)  becomes  flexed,  an<l,  finally, 
there  is  practical  anchylosis,  usually  due  to  adhesions  and  con- 
tractions within  and  without  the  joint.  In  those  cases  in  which 
the  cartilage  is  in  part  destroyed  by  the  growth  of  granulation 
tissue  from  the  periphery  there  may  be  actual  Iwiiy  union.  In 
many  instances  the  spine  becomes  rigid,  including  the  occipito- 
axoid  articulations,  an<l  practically  every  joint  of  the  body  may  be 
finally  involved,  so  that  the  patient  is  l)edridden  and  helpless. 
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panied  by  enlargement  of  the  lymphatic  glands  particularly  those 
of  the  inguinal  region  and  axilla,  and  of  the  liver  ami  spleen. 
There  is,  as  a  rule,  moderate  effusion  into  the  joints  and  thicken- 
ing of  the  overlying  tissues.  As  tin/  nuiscuhir  atrophy  is  extreme, 
the  joints  appear  by  contrast  very  much  enlargeti.  The  final 
outcome  of  the  disease  is  anchylosis  and  deformity,  as  in  the 
ordinary  form.     Oocjisionally  complete  recover)'  occurs. 

Etiology.  Of  the  etiology  of  rheumatoid  arthritis  little  is 
known.  Certain  iis]>ects  of  the  disease  resemble  <-losely  those 
caused  by  infection  from  without.  This  is  particularly  noticeable 
in  those  cases  in  which  the  disease  begins  in  one  or  more  of 
the  larger  joints.  On  the  other  hand,  infectious  joint  disease  is 
not  slowly  progressive,  as  is  rheumatoid  arthritis  in  its  typical 
form.  It  is  probable,  however,  that  certain  forms  of  infectious 
arthritis  of  a  mihl  character  are  included  in  what  is  now  known 
as  rh<Mimatoid  arthritis.  Auto-infection,  due  to  defective  assimi- 
lation, is  probably  a  predisposing  and  exciting  cause,  as  it  is  well 
known  that  this  aggravates  the  symptoms  of  the  disease  when  it 
is  once  established. 

Other  causes  are  apparently  lack  of  vital  resistance  due,  it 
may  be,  to  overwork  or  strain,  mental  or  physical,  and  exposure 
\jO  cold  or  wet.  It  may  be  stated,  also,  that  some  obscure  affection 
of  the  nervous  system  has  been  a.^isigned  by  certain  writers  as  a 
proliable  cause. 

Treatment.  In  general,  this  must  be  directed  to  improving 
the  cdiidition  of  tiie  patient  by  the  regulation  of  the  diet,  which 
must  be  nourishing  and  easily  assimilated.  Exfxisure  to  cold 
and  wet  and  nvorexertion  must  b«!  avoided.  The  use  of  static 
electricity,  the  hot-air  and  the  electric-light  baths,  as  general  and 
local  stimulants  are  of  service.  Ichthyol  ointment,  the  cautery, 
and  the  like  may  be  employed  locally.  If  the  joints  are  sensitive 
motion  sJiould  be  restricted  to  the  painless  area  by  apparatus. 
Passive  motion  or  massage  that  increases  the  pain  or  discomfort  is 
harmful,  but  motinn  should  be  encouraged  when  the  disease  is 
i|uieseent.  Cnutniclion  deformity  may  be  overcome  by  forcible 
mauipulatioii,  and,  if  necessary,  by  tenotomy  when  the  disease  is 
tpiiescent.  Excisiou  of  an  auchylosed  joint,  as  of  the  lower  jaw 
or  elbow,  may  re-establish  painless  motion. 

It  may  be  noted  as  of  interest  that  what  appears  to  be  typical 
rheumatoid  arthritis  in  childhuod  uuiy  lie  induced  apparently  by 
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infectious  disease,  such  as  diphtheria  for  example,  and  that 
improvement,  or  even  disappearance  of  the  local  symptoms  may 
follow  intercurrent  attacks  of  scarlatina  or  measles.  It  is  possi- 
ble, therefore,  that  serum-therapy  may  be  employed  in  the  future. 
Although,  as  has  been  indicated,  typical  cases  of  rheumatoid 
arthritis  differ  so  essentially  from  osteoarthritis  as  to  be  classed 
as  distinct  diseases,  yet  there  are  types  that  it  is  difScult  to  classify 
as  the  one  or  the  other,  and  in  certain  instances  the  two  forms 
may  be  combined  in  one  individual. 

Hsemophilia— Hemarthrosis. 

Hemorrhage  into  a  joint  may  occur  in  a  so-called  "  bleeder." 
In  this  class,  which  is  pratically  limited  to  the  male  sex,  the  knee- 
joint  is  most  often  involved.  As  a  rule,  it  is  the  result  of  injury, 
and  if  the  peculiarity  of  the  patient  is  known  the  nature  of  the 
effusion — hemorrhagic — is  hardly  doubtful,  particularly  as  there 
is  in  many  instances  discoloration  of  the  skin,  eitlier  over  the  joint 
or  elsewliere.  lu  some  instances  there  is  no  histoiy  of  traumatism, 
and  the  swelling  may  be  accompanied  by  fever.  This  is  probably 
the  effect  of  the  hemorrhage  rather  than  its  cause. 

The  peculiar  interest  in  the  affection,  aside  from  the  importance 
of  a  proper  diagnosis,  lies  in  the  fact  that  the  further  organiza- 
tion of  the  effused  blood  may  cause  symptoms  and  changes  about 
the  joint  that  may  be  mistaken  for  those  of  tuberculous  disease. 
There  may  be,  for  example,  persistent  swelling,  thickening  of  the 
tissues,  limitation  of  motion,  and  deformity  combined  with  more 
or  less  weakness  and  discomfort.  These  symptoms  are  explained 
by  the  irritation  of  the  effused  blood  and  by  its  further  absorp- 
tion and  organization,  which  necessitates  the  formation  and  growth 
of  new  bloodvessels ;  practically,  a  granulation  tissue  is  formed 
that  may  erode  the  cartilage  upon  which  the  fibrinous  deposits 
rest.  These  secondary  changes  resemble  the  early  stage  of 
osteoarthritis. 

Treatment.  The  local  treatment  is  rest  and  protection  com- 
bined with  stimulating  applications  to  hasten  the  absorption  of 
the  effused  blood.  Several  deaths  have  been  reported  from  hemor- 
rhage after  operative  intervention  in  ca.ses  in  which  the  affection 
had  been  mistaken  for  tuberculous  disease. 

Hemarthrosis. 

Hemorrhage  into  a  joint  may  occur  in  normal  individuals,  and 
its  presence  is  not  always  indicated  by  superficial  discoloration. 
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The  swelliug  is  more  resistant  than  is  the  ordinary  effusion,  and 
it  is  far  more  persistent.  This  su^ests  the  advisability  of  in- 
cision and  removal  of  tlio  blood  clots  in  certain  instances  in  order 
to  relieve  the  joint  of  burden  of  their  organization  and  absorption. 

Scorbutus — Scurvy. 

Tills  afFci'tion  is  sometimes  attended  with  hemorrhage  into  and 
about  tlie  joints.  It  will  be  considered  in  connection  with  in- 
fantile rhachitis. 

Charcot's  Disease. 

Charcot's  disease  is  a  form  of  destructive  arthritis  which  is 
secondary  to  locomotor  ataxia. 

Pathology.  It  resembles  somewhat  in  its  pathology  osteo- 
arthritis.     The  cartilage    degenerates,   and,  together    with  the 

Fm.  175. 


Owrcol'i  diaeMe  of  tbe  knee-Jolnl. 


underlying  bone,  is  worn  away  by  the  movements  of  the  limb. 
Accompanying  the  destructive  process  there  is  an  exaggerated 

and  irregular  formation  of  «irtilageand  bone  about  the  periphery 
of  the  joint.     The  synovial  menibniue  is  hypertrophied,  and  may 
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be  covered  in  places  with  calcareous  plates  ;  the  contents  of  the 
joint  is  usually  increased  in  quantity. 

The  joint  disease  usually  appears  early  in  the  course  of  loco- 
motor ataxia,  often  before  its  existence  is  suspected,  and  it  is 
sometimes  caused  by  injury. 

Charcot's  disease  is  said  to  affect  about  5  per  cent,  of  the  ataxic 
patients ;  it  is  more  common  in  the  lower  extremity,  and  one  or 
more  joints  may  be  involved.  In  the  cases  tabulated  by  Flatow 
the  distribution  was  as  follows  : 

Knee 60 ;  In  13  case*  both  knees. 

Foot SO;   "     9     "        "    feet. 

Hip 38;   "     9     "        "    hip*. 

Shoulder 27:   '•     6     "        "    shoulden.i 

Chipault*  notes  the  distribution  in  217  cases,  as  follows  : 

Knee 120 

Hip 57 

Foot 40 

Fifteen  cases  of  Charcot's  disease  involving  the  spine  have 
been  reported.' 

Symptoms.  The  symptoms  are  the  swelliug  due  to  the  effu- 
sion, laxity  of  the  ligaments,  and  deformity.  There  is  but  little 
pain,  and  the  patient's  chief  complaint  is  of  the  weakness  and 
distortion  of  the  limb.  In  certain  cases  the  progress  of  the  affec- 
tion is  very  rapid,  and  the  destruction  of  bone  may  be  so  exten- 
sive that  there  is  an  actual  luxation  at  the  affected  joint. 

Diagnosis.  If  the  patient  is  known  to  have  locomotor  ataxia 
the  diagnosis  will  be  evident,  and  in  any  event  the  peculiar 
enlargement,  and  thickening  of  the  tissues,  together  with  the 
excessive  laxity  of  the  ligaments,  characteristic  of  this  affection, 
which  has  been  called  a  caricature  of  osteoarthritis,  should  call 
attention  to  the  disease  of  the  spinal  cord. 

Treatment.  The  treatment  of  the  local  disease  is  efficient 
support  to  prevent  progressive  distortion.  Excision  of  the  knee 
has  been  performed,  but  in  many  cases  the  bones  have  failed  to 
unite,  and  on  this  account  the  operation  is  contraindicated. 

Disease  of  joints  secondary  to  ot/ier  fomui  of  disease  of  the 
nervous  system  may  occur.  It  is  most  common  as  a  complication 
of  syringomyelia,  in  which,  in  contrast  to  locomotor  ataxia,  the 
joints  of  the  upper  extremity  are  far  more  often  involved  than 
of  the  lower. 

>  Deutiefae  Chir.,  1900,  vol.  1.  p.  28.  >  Le  Dentu  et  Delbet,  TnM  de  Cblr. 

'  Abadle.   Noav.  Icon,  de  la  Salp«trl»re,  T.  xiii.,  1900.    Cornell,  Johns  Hoplcins  Hosp.  Bull., 
October,  IWB. 
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In  Schlesinger's  cases  the  distribution  was  as  follows 


.1 


Shoulder 29 

Elbow 21 

Wrtat 18 

Hip 4 

Knee 7 

Foot 7 

Other  Joints 8 

«7 

In  all  forms  of  joint  disease  secondary  to  disease  of  the  nervous 
system  the  influence  of  injury  on  the  ill-nourished  or  ill-protected 
part  is  recognized  in  the  causation  and  in  the  progress  of  the 
disease. 

This  indicates  the  principles  of  local  treatment. 

Anchylosis. 

Anchylosis  implies  fixation  in  an  attitude  of  deformity,  and 
the  term  should  be  restricted  to  practical  fixation  caused  by  tissue 
changes  within  or  without  a  joint,  but  it  is  often  incorrectly 
applied  to  limitation  of  motion,  such  as  may  be  caused,  for 
example,  by  muscular  spasm. 

Etiology  and  Pathology.  Anchylosis  may  be  the  result  of 
actual  union  of  two  bones  whose  cartilages  have  been  destroyed, 
a  synostosis.  This  is  sometimes  called  true,  as  distinguished 
from  false  or  fibrous  anchylosis. 

It  may  be  caused  by  adhesions  between  the  folds  of  synovial 
membrane,  by  adhesions  and  contractions  of  the  capsular  and 
other  ligaments,  by  adhesions  between  the  tendons  and  their 
sheaths,  by  the  general  adhesions  and  contractions  caused  by 
bun-owing  abscesses,  and  by  the  retraction  and  structural  shorten- 
ing of  muscles  when  the  deformity  has  persisted  for  a  sufficient 
time.  It  may  be  caused,  also,  by  fractures  or  dislocations  or  by 
marginal  exostoses. 

Anchylosis  is  usually  secondary  to  an  inflammatory  affection 
of  the  joint  during  which  the  adhesions  have  formed  within  and 
without  the  capsule,  and  if  deformity  has  been  allowed  to  persist 
the  muscles  are  atrophied  and  structurally  shortened  on  the  con- 
tracted side. 

Prevention  and  Treatment.  The  danger  of  anchylosis  may 
be  lessened  by  the  proper  treatment  of  the  disease  of  which  it 
Ls  a  result.  In  tuberculous  disease,  for  example,  motion  may  be 
preserved  in  many  instances  by  efficient  protection,  by  which  the 

>  Die  SfriDgomyelie,  WieD,  1895. 
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area  of  the  disease  is  restricted  and  its  destructive  effects  checked. 
In  this  class  of  cases  the  joint  should  be  fixed  during  the  pro- 
gressive stage  of  the  disease,  iu  the  attitude  in  which  anchylosis, 
if  it  1)6  unavoidalde,  will  least  incouvLMjieiice  the  patient,  and,  if 
possible,  efficient  traction  should  l)e  employed  with  the  aim  of 
separating  the  surfaces  of  the  adjoining  bones. 

FIO.  17«. 


A  UMrfUl  form  of  bruce  lor  wuak  knee,  iu  wlilct.  Lut^  lutt^..  ol  uutlioii  is  regulAlcd  by  iDeans 
of  an  aiijustable  wheel.    (Shatter. i 

Formerly  it  was  believed  that  prolonged  fixation  of  a  diseased 
joint  wiinlfl  of  itself  induce  anchylosis,  but  now  that  it  is  known 
that  final  limitation  of  motion  is  dependent  u])on  the  severity  and 
tlie  duration  of  the  disease,  prolonged  rest  is  believe<l  to  Ix!  the 
most  efficient  means  of  assuring  motion. 

In  tuberculous  cases,  when  the  disease  i.s  cured,  functional  use 
will  ordinarily  restore  all  the  motion  of  which  the  part  is  capable. 
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Fio.  IT 


In  other  inflammatory  affections  of  the  joint  which  are  usually  of 
infecliouH  origin  the  violence  of  the  initial  process  may  be 
restrained  by  the  local  application  of  colil  or  heat,  or  by  the 
removal  of  the  contents  of  the  joint  if  tlie  infection  is  severe. 

In  all  (iii^cs  the  joint  should  be 
properly  supjM^rtcd  in  or<ler  to 
relieve  pain  aiul  to  prevent  de- 
formity. 

Passive  Motion,  When  the 
acute  symptoms  have  subsided 
the  absorption  of  the  plastic  ma- 
terial may  be  hastened  by  mass- 
age, the  hot-air  bath,  and  the  like, 
and  by  ciirefully  regulated  passive 
and  active  mivtinn.  Passive  con- 
gestion after  the  method  of  Bier 
may  be  of  service  in  certain  cases. 
It  is  highly  recommended  by 
Ble<'her.'  In  the  final  stage,  when 
there  is  no  longer  evidence  of  ac- 
tive disease,  passive  movements 
under  ana'sthesia  may  lie  of  ser- 
vice in  breaking  adhesions,  espe- 
cially if  these  are  without  the 
joint.  Passive  movements  that 
cause  pereisteut  discomfort  or 
pain,  which  are  often  employed  in 
the  treatment  of  stiff  joints,  even 
when  the  disease  is  active,  are 
absolutely  contraindicated.  If, 
however,  the  limb  during  the 
course  of  the  disease  has  become 
deformed,  it  should  be  restored 
to  its  proper  position  as  soon  as 
possible,  even  though  force  is  re- 
(juired.  This  treatment  is  indi- 
cated in  order  to  prevent  seconilary  retraction  of  tlie  muscles  and 
fasciie. 

Forcible  Correction.     The  class  of  cases  in  which  the  limb  has 
become  fi.xeil  in  deformity  is  the  most  favorable  one  in  which 


new  Uiiit.-.    I  i  iwiii  liiv  :.i.i^vMui  <ft 
lege  of  Pliynlcliini  and  Surgeoni.) 


>  Dcutube  Zelu.  r.  Cblr.,  Bd.  Ix.  p.  2S0. 
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to  perform  the  so-called  brisement  forc6,  because  the  rectification 
of  deformity  is  always  indicated,  and  in  accomplishing  this  there  is 
always  the  prospect  of  regaining  a  certain  degree  of  motion.  If, 
however,  there  is  no  deformity  the  advisability  of  forced  movement 
will  depend  on  the  character  of  the  preceding  disease  as  well  as 
upon  the  condition  of  the  joint.  It  is  rarely  advisable  to  disturb 
a  tuberculous  joint,  or  at  least  not  until  long  after  the  cure  of  the 
disease ;  but  if  the  anchylosis  has  followed  infectious  arthritis  of 
a  mild  form,  or  monarticular  "  rheumatism,"  forcible  manipula- 
tion may  be  attempted.  If  under  gentle  manipulation  the  adhe- 
sions give  way  suddenly,  allowing  free  motion,  the  prognosis  is 
good ;  but  if  there  be  a  peculiar,  elastic,  continuous  resistance,  as 
when  there  are  extensive  adhesions  within  the  joint,  there  is  little 
likelihood  of  attaining  motion  by  this  means.  If  but  slight  force 
has  been  exerted  there  is  usually  but  little  reaction,  and  massage 
and  passive  motion  may  be  employed  at  once ;  but  in  other 
instances  the  manipulation  is  followed  by  swelling  and  pain, 
and  until  these  symptoms  have  subsided  fixation  may  be  indi- 
cated. 

Afterward,  passive  movements  within  (he  range  that  is  practi- 
cally painless  may  be  carried  out  manually,  or  by  means  of  one  of 
the  so-called  pendulum  machines,  by  which  the  joint  is  moved  back 
and  forth  at  frequent  intervals  until  the  part  is  fatigued.  Func- 
tional use,  when  the  joint  is  protected  by  apparatus  that  limits  the 
range  of  motion  to  the  painless  area,  is  also  of  service. 

The  X-ray  may  be  of  value  in  demonstrating  the  condition  of  the 
joint  and  the  degree  of  atrophy  of  the  bones,  but  the  history,  which 
may  indicate  the  character  of  the  disease,  and  the  physical  exami- 
nation are  far  more  reliable  from  the  standpoint  of  prognosis.  In 
some  instaiH^es  operative  ea-plomtion  of  the  joint  may  be  indicated. 
This  permits  the  removal  of  exostoses  or  displaced  fragments  of 
bone  after  fracture  that  may  limit  motion  mechanically.  Recently 
the  attempt  has  been  made  to  prevent  reunion  of  the  surfaces  of 
the  adjoining  bones  by  the  insertion  of  thin  plates  of  magne- 
siimi  or  other  absorbable  substance,  as  one  prevents  union  in 
smaller  joints  by  interposing  nmscular  or  other  tissue  in  a  similar 
manner.     As  yet  the  method  is  in  the  experimental  stage. 

True  bony  anchylosis  in  the  lower  extremity  admits  of  no 
remedy  as  far  as  the  restoration  of  joint  function  is  concerned, 
although  the  symmetry'  of  the  limb,  if  it  be  deformed,  may  be 
restored  by  osteotomy. 

In  the  upper  extremity  motion   may  be  restored   by  excision 

19 


290  ORTHOPEDIC  SUBQEBY. 

of  the  joint,  and  in  some  instances  this  is  advisable,  particularly 
for  anchylosis  at  the  elbovr. 

It  may  be  mentioned  that  anchylosis  following  disease  is 
usually  accompanied  by  marked  atrophy  of  the  bones,  and  frac- 
ture may  occur  during  forcible  correction.  In  cases  of  this  char- 
acter the  rare  complication  of  fat  embolism  is  sometimes 
encountered. 


CHAPTER   VII. 

TUBERCULOUS  DISEASE  OF  THE  HIPJOINT. 

Syiiouyms.     Hip  disease,  morbus  coxic. 

Hi|>  disease  is  a  chronic  destructive  liiscase  that  results  in  loss 

of  fuDctioD  and  deformity.     At  one  time  a  number  of  patbol(^- 

ical   processes  and  even  simple  deformity   (coxa  vara)  were  in- 

iclude<l  underjihe  title,  but  it  is  now  limited  to  tulx;rculous  disease. 

Pathology.       Tuberculous    disease    of    the    hip-joint    usually 

icgins  in  several  minute  foci  in  the  neighborhood  of   the  epi- 

rto.  in. 


\ 

Jmi  of  Um  hl^jotnl  •!  the  age  of  eight  ]r»rs,  •bowing  the  cplphjriei  anil  the  relatloa  ol 

ipiDlt.      --' '    Ht.)    At  birth  the  entire  upper  extremity  of  the  femur  1>  cmrtllagl- 

Aoct'  n>kT.  nMiarstion  beglru  In  the  bend  of  the  feinurat  abont  the  tenth 

>;(••:  .     lt  major  at  from  the  fourth  In  tbeeighlh  year ;  in  the  trocbani«'r 

■  at  lh»cla?cuUi  jear.     OaUlcalloii  1*  complete  at  all  polntaat  about  the  elgbieentb 


pbyMal  cartilage  of  the  head  of  the  femur.  Here  the  circulation 
b  HKwt  active,  and  here  the  newly-formed  bone  is  least  resistant. 
■  Than  the  bncillt,  carried  by  the  blood,  are  more  often  deposited 
this  {Miint,  where,  under  favoring  conditions,  induced  it  may 
he  by  itlight  traumatisms,  the  disease  is  established.  These  foci 
vmieaee  and  an  area  of  infected  granulations  replaces  the  normal 
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Btructure.  If  thiv  local  resistance  is  sufficient  the  disease  may 
he  confined  to  the  interior  of  the  hone,  Init  in  most  instances  it 
gradnally  forcas  its  way  into  the  joint,  and  tJie  granulation  tissue, 
spreading  under  and  over  tlie  cartilage,  destroys  it  in  its  progress. 
The  lining  nietnhrane  of  the  joint  hee^jnies  involved  in  the  dis- 
ease, and,  finally,  the  adjoining  surface  of  the  acetahuhini  as  well. 
In   a  certiun    indeterminate  numljer    of    cases    the  tuherciiluus 

process  i)egins  about  the  epi- 
physeal junctions  of  the  ace- 
tabulum, antl  pritimry  disease 
of  the  synovial  membrane  may 
occur,  although  this  is  cer- 
tainly nncoramon  in  child- 
hood. 

From  the  clinical  stand- 
point, j)rirnary  disease  of  the 
acetabnliini  may  he  inferretl 
when  the  patient  is  particu- 
larly suscfptil)le  to  movements 
of  the  trunk,  or  when  lateral 
pressure  on  the  pelvis  causes 
pain  ;  or  when  a  Roentgen 
picture  shows  greater  erosion 
of  the  acetabulum  than  of  the 
head  of  the  femur  (Fig.  192). 
There  are  other  csises,  in 
which  the  symptoms  of  the 
disease  are  slight  and  in  which 
the  swelling  of  the  joint  is 
well  marked  ;  in  such  cases  it 
is  probable  that  disease  of  the 
synovial  membrane  is  pres- 
ent, without  marked  involve- 
ment of  the  head  of  the  femur  or  of  the  acetabulum. 

In  the  common  or  osteal  form  of  disease,  while  the  tuber- 
cidous  process  is  still  confined  within  the  head  of  the  femur, 
the  joint  shows  evidences  of  syn»|»uthctic  irritation  ;  the  synovial 
membrane  is  congested,  and  the  fluid  withiu  the  joint  is  increased 
in  quantltv.  These  changes  become  more  marked  as  the  disease 
progresses,  the  lining  membrane  becomes  thickened  and  granular, 
and  adhesions  between  its  folds  lessen  the  capacity  of  the  joint.  An 
amount  of  tuberculous  fluid,  large  enough  to  be  recognizttl  as  an 


"WanderiDgof  Iheacelubulum"  In  hipdlMMK. 
(Kmune.) 
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"  abscess,"  is  present  in  about  half  the  cases  at  some  time  dur- 
inj?  the  course  of  the  disease.  This  fluid  usually  finds  an  exit 
from  the  capsnle  into  the  tissues  of  the  thi^h,  but  iKNiisionally 
it  may  pass  through  the  acetabulum  into  the  pelvis.  In  rare 
instances  the  disease  may  not  ester  the  joint,  but  may  find  an 
opening  in  the  neck  outside  the  capsule.  In  hucIi  cases  the  joint 
is,  in  most  instances,  finally  involved  unless  the  disease  is  renrnved 
by  surgical  means.  There  are  cases,  also,  in  which  the  di.sease, 
confined  within  the  head  of  the  Iwne,  so  weakens  it  that  it 
becomes  distortetl  to  a  nuirkfd  degree. 


Fli^  ISii, 


Eracton  of  tlir  bvad  at  tlie  femur  k»d  of  tbe  upper  bor<ler  of  tbv  acvluljuluni.    Furmatloa 
of  u«w  bone  (<«t«opb7tea)  about  tbe  aceubulum. 

If  the  disease  iuvr)lves  the  neck  of  the  bone  it  may  sink  down- 
ward, a  form  of  i-owx  vara ;  or  the  head  of  the  Ixine  may  be 
separated  at  the  epiphyseal  junction,  with  consequent  upward 
displacement  of  the  simft. 

In  by  far  the  larger  number  of  cases  the  joint  is  perforated 
and  the  head  of  the  femur  and  the  acetabulum  are  eroded  to  a 
greater  or  less  degree.  In  such  instances  the  destructive  effects 
of  the  disease  are  increased  by  the  pressure  and  friction  of  the 
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softened  boue^  on  one  another,  aggravated  by  the  epasra  of  the 
siirroiinding  muscles.  Tdus  at  the  up}ier  margin  of  the  acetab- 
uhini  and  the  inner  and  upper  surface  of  the  femur  there  is 
greater  loss  of  substance  than  elsewhere  (Fig.  1><0). 

The  appearances  in  advanced  cases  of  this  type,  as  seen  at 
ojieration  or  autopsy,  may  be  summarize<l  somewhat  as  follows: 
The  head  of  the  femur  is  deeply  eroded,  its  cartilaginous  cover- 
ing has  practically  disappeared,  or  is  in  part  still  adherent  in 
necrotic  shreds.  It  lies  in  seropiirulent  fluid,  emlK?dde<l  iu  the 
gelatinous  necrotic  gninulatious  tl»at  line  the  capsule  and  partly 
fill  the  enlarged  acetabulum. 

Fro.  in. 


EkmIod  of  Uie  liead  uf  Itae  fctnur  and  of  Uie  upper  nuugtii  of  ibo  nceubulDiii.    A,  uiutior 
saperlor  aploe.    B,  antarlor  lurerlor  gplne. 


In  wrtain  instancies  the  disease  may  extend  over  the  adjoining 
surface  of  tlie  pelvis,  or  the  acetabulum  may  be  perfoniti-d  (Fig. 
1K2),  or  the  medullary  cavity  of  the  femur  may  be  implicated. 
Occasionally  the  disease  may  be  from  the  first  of  an  acute 
deutnictive  type,  whose  course  is  but  little  influenced  by  treat- 
ment, but  iu  the  majority  of  cases  the  progress  of  the  disease 
and  its  deatructive  eflFect<j  may  be  greatly  modified  by  efllicient 
protection  of  the  joint. 
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In  the  natural  cure  of  the  disease  the  focus  within  the  bone,  if 
it  be  small,  may  be  absorbed  and  replaced  by  scar-like  tissue ;  or 
the  products  of  the  disease  may  be  separated  from  the  healthy 
parts,  and  dischat^ed  by  abscess  formation.  In  other  instances 
a  part  in  which  the  disease  is  still  active  may  be  enclosed  within 
the  newly-formed  tissue.  Here  the  process  may  remain  quiescent 
or  it  may  cause  relapse,  many  years  after  the  apparent  cure. 
Or  portions  of  necrosed  bone,  enclosed  within  the  capsule,  may 
prolong  suppuration  after  the  tuberculous  disease  has  ceased  to 
progress. 

Etiology.  The  etiology  of  tuberculous  disease  is  discussed  in 
Chapter  V. 

Belative  Frequency.  Tuberculous  disease  of  the  hip-joint  is  the 
most  common  and  the  most  important  of  the  affections  of  the 
joints,  ranking  second  to .  Pott's  disease.  In  a  total  of  7845 
cases  of  tuberculous  disease  treated  in  the  out-patient  department 
of  the  Hospital  for  Ruptured  and  Crippled  during  a  period  of 
fifteen  years— 1885-1899— 3203  were  Pott's  disease,  2230  were 
hip  disease,  while  the  remaining  2408  cases  included  all  the 
other  joints. 

Age.  Hip  disease  is  essentially  a  disease  of  early  childhood, 
although  no  age  is  exempt.  In  a  series  of  1000  consecutive 
cases  of  hip  disease  tabulated  for  me  by  Dr.  D.  D.  Ashley,  formerly 
an  assistant  in  the  department,  88. 1  per  cent,  of  the  patients  were 
in  the  first  decade  of  life,  and  45.6  per  cent,  of  these  were  from 
three  to  five  years  of  age,  inclusive. 

Age  at  Incipiency. 


Leu  than  1  year 

.      9 

Between  16  and  17  years      . 

11 

Between  1  and  2  yean 

.    39 

17    "    18     " 

4 

2    '•     3     " 

.  107 

18    "    19     " 

5 

3    ■'     4      " 

.  155 

19    '•    20      " 

0 

4    "      5     •' 

.  158 

"       20    "    21      •' 

3 

5    "     8      " 

.  189 

•'       21    ■■    22      " 

3 

6    "      7      " 

.    90 

•'       22    "    23      " 

1 

7    '•      8      •• 

.    51 

23    "    24      " 

2 

8-9      •' 

.    51 

"       24    "    25      " 

3 

9    ..    JO      .. 

.    40 

"       25    "    26      " 

1 

10    "    11      " 

.    83 

"       26    '•    27      " 

1 
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14    "    15      " 

.      7 

"       83    "    86      •• 
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15    "    16      •' 

8 

Age  not  stated 

12 

1000 


Sex.     Sex   exercises   but    little    influence   in   predisposition, 
although   the   disease   is   slightly  more  common  among   males 
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than  amoag  females.  lu  the  KKyii  oases  referred  to,  o53  (55.3 
per  ceut.)  were  in  males,  447  were  in  females. 

In  3307  cases  treatetl  at  the  same  institution,  53  per  cent, 
were  in  males. 

Side  Affected.  In  disease  of  this  as  of  other  joints  tlie  right  is 
somewhat  more  often  affected  than  the  left.  In  the  1000  cases 
50(>  were  on  the  right  side,  4H;;  were  on  the  left,  and  in  1 1  cases 
both  joints  were  involved.  In  a  larger  number  of  cases  treated 
ill  the  department  53  per  cent,  were  of  the  right  joint. 

Symptoms.  Tuberculous  tlisease  of  ihe  liip-joiut  is  a  chronic, 
insidious  affeetion  characterized  by  occasional  exacerbations  of 

Fio.  18i 
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Erosion  of  Uie  bi'Htl  of  ilie  teiiiurniiil  ili^tructluii  iri  itit;  iicuUbuliira. 


more  acute  symptoms  that  arc  iudueed  by  overstrain  or  injurj-, 
by  a  more  rapid  advance  of  the  destructive  process,  or  by  infec- 
tion witli  pyogenic  germs.  In  the  early  st-ige  of  the  disease  the 
joint  is  simply  sensitive,  and  the  symptoms  vary  with  the  activity 
of  the  disease,  which  may  increase  the  tension  witliin  tlie  Iwne, 
the  .susceptibility  of  the  patient,  and  the  strain  to  which  the 
weakened  part  is  subjected.  This  sensitiveness  is  first  indicated 
by  the  invftlnntary  a<laplatiou  of  the  body  to  the  weakness  of  the 
alTectod  joint,  or,  as  popularly  expressed,  the  patient  favors  the 
leg. 

The  important  symptoms  of  disea.se  of  the  hip-joint,  in  the 
sense  of  attracting  attention  to  the  affection,  are  poiu  and  limp. 
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Of  the  two,  pain  is  much  the  less  sigDificant.  Hip  disease  is  by 
DO  means  a  painful  disease,  and  although  patients  are  often 
brought  for  treatment  because  of  pain,  it  is  usually  apparent, 
on  examination,  that  the  disease  must  have  existed  long  l^efore  the 
acute  exacerbation  called  attention  to  its  serious  character.  Even 
in  cases  in  which  the  disease  is  far  advanced,  one  may  be  assured 
that  the  patient  has  never  complained  of  pain. 

Pain.  The  characteristic  pain  of  hip  disease  is  "  pain  in  the 
knee,"  referred,  as  is  the  pain  of  Pott's  disease,  to  the  more  im- 
portant distribution  of  the  nerves,  whose  filaments  are  irritated 
by  the  local  process.  The  hip-joint  is  supplied  by  the  anterior 
crural,  the  sciatic,  and  the  obturator  nerves,  but  the  pain  is  more 
often  referred  to  the  distribution  of  the  last,  thus  to  the  inner 
side  of  the  knee.  Pain  so  persistently  referred  to  the  knee  is 
misleading,  and  patients  are  often  treated  for  obscure  affections  of 
this  joint  long  after  an  examination  of  the  hip  would  have  made 
the  diagnosis  evident. 

The  pain  of  hip  disease  is  induced  by  sudden  or  unguarded 
movements,  or  by  injury  ;  therefore,  in  many  instances,  it  is 
rather  an  occasional  than  a  constant  symptom.  Persistent  pain 
almost  always  indicates  the  increased  tension  either  within  the 
bone  or  within  the  joint  that  accompanies  abscess  formation. 

NiOHT  Cry.  Pain  at  night  is  of  importance,  as  it  more  often 
attracts  attention  than  the  occasional  complaint  of  discomfort 
during  the  day.  It  is  a  common  symptom  when  the  disease  is 
at  all  acute  in  character,  and  it  is  often  present  when  pain,  dur- 
ing the  periotl  of  activity,  is  apparently  absent.  It  may  be 
inferred,  as  an  explanation  of  this  symptom,  that  the  joint  grad- 
ually becomes  more  sensitive  under  the  strain  of  use  during  the 
day,  and  that  the  relaxation  of  the  voluntarj'  and  involuntary 
protection  of  the  muscles  allows  sudden  movements  that  excite 
spasmodic  muscular  contractions,  which  force  the  sensitive  parts 
against  one  another.  This  causes  a  shar])  cry.  If  the  disease 
is  acute,  the  child  is  usually  awakened  and  is  found  holding  the 
thigh  with  the  hands  or  pressing  upon  the  limb  with  the  other 
foot,  the  evidence  of  pain  being  unmistakable.  In  the  less  sen- 
sitive conditions  the  patient  does  not  wake  after  crying  out,  but 
simply  moans  or  is  restless  for  a  time.  If  awakened  it  makes  no 
complaint  of  pain  and  the  cry  is  supposed  to  be  caused  by  a  "  bad 
dream."  This  crj'  may  be  repeated  several  times,  more  often  in 
the  early  part  of  the  night. 

Direct  local  pain  and  sensitiveness  to  pressure  are  unusual 
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xaHtm  the  disease  is  acate  in  character,  or  onltss  the 
overlying  the  joint  are  implicated,  as  in  abscesa  fonnatioa. 

Limp.  The  limp  i^  the  most  important  of  what  may  be  i 
as  the  preliminary  signs  of  the  disease.  A  limp  is  a  change  io 
the  rhythm  of  the  gait,  a  long  step  alternating  with  a  shorti-r 
step.  It  is  evident  that  any  interference  wiih  the  fonction  of 
the  limb  will  cause  this  irregularity  which  can  be  concealed  or 
diminished  only  by  accommodating  the  normal  member  tu  its 
dUabIe<l  fellow.  Thu-r  an  inequality  in  length,  or  a  limitatioD  ot 
moiioD  in  the  joint,  or  distortion,  or  weakness  or  pain,  mar  cause 
an  arrhythmical  gait.  Several  of  tliese  factors  may  be  I'ombined 
in  the  caa^tion  of  the  final  disability  of  hip  disease,  but  in  the 
b^inning,  the  limp  is  due  rather  to  sensitiveness  than  to  any 
marked  restriction  of  function.  Thus  the  patient  favors  the 
joint  by  resting  on  the  limb  for  a  shorter  time  than  on  its  fellow, 
and  by  bearing  more  weight  upon  the  front  of  the  foot  than  upon 
the  heel.  If  the  joint  is  verj'  sensitive,  the  patient  may  l>ear 
practically  all  the  weight  upon  the  front  of  the  foot,  slight  plantar 
flexion  at  the  ankle  being  combined  with  slight  flexion  at  the 
knee  aud  hip;  thus  the  jar  of  <lirect  impac-t  of  the  heel  upon  an 
extended  leg  is  avoideil. 

The  limp  is  a  constant  symptom  of  hip  disease  that  is  more 
or  less  noticeable  according  to  the  character  of  the  disease  ;  it  is 
even  subject  to  daily  variations  in  the  same  patient,  being,  as  a 
rule,  more  apparent  in  the  morning  or  on  changing  from  an 
attitude  of  rest  than  during  activity.  The  limp  may  be  inter- 
mittent even,  although  it  is  prol>able  that  in  most  instances 
some  change  from  the  normal  gait  might  be  detected  by  a  prac< 
tised  eye. 

The  other  symptoms  of  disease  of  the  hip-joint  are  more  prop- 
erly physical  signs  that  become  evident  on  examination.  These 
are  :  ntiffneMi,  flwhiiiinn,  rhnuf/e  of  contour  of  the  hip,  titropbi/. 

StUbesa,  due  to  reflex  muscular  spasm,  is  by  far  tiie  ni<>st 
im|)ortant  sign  of  the  disease.  It  is  the  instinctive  expression  of 
the  inability  of  the  joint  to  j>erform  its  full  function  and  espe- 
cially to  allow  the  full  range  of  motion  which  puts  more  strain 
upon  the  bones  and  the  other  components  of  the  joint.  It  is  the 
first  aud  the  last  sign  of  disease  ;  it  probably  prece<le8  the  limp, 
aud  it  reinaius  long  after  pain  hiis  eease<I  to  Ije  a  symptom,  and 
until  repair  is  complete. 

Reflex  muscular  spasm  limits  motion  in  rrrri/  tllro'tifin  to  a 
jreatcr  or  less  degree.      .A.t  an  early  stage  of    the  di.sease    the 


Appareut  leniflheiiitiK-     Fixt^l  abtlticilonof  45^.    Wbeo  the  anterior  Kuperior  spmes  are  on 
the  •anie  plane,  w  In  the  lllustrelioD,  the  deformity  l«  ovident.    (See  Fig.  184.) 

body  follows  the  movement.  The  contraction  of  the  surrounding 
muscles,  inchiding  those  of  the  trunk  even,  may  l)e  appreciated 
by  the  eye  and  by  the  hand,  and  the  expression  of  the  patient's 
face  shows  discomfort  and  apprehension. 

Tlie  degree  of  u)uscuhir  spasra  corresponds  to  the  sensitiveness 
of  the  joint  rather  than  to  the  area  of  the  destructive  disease. 
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is  shown  by  the  fact  that  when  the  patient  is  antesthetized  the 
range  of  motion  becomes  practically  free.  As  the  destructive 
process  progresses  motion  is  still  further  restrained  by  adhesions 
and  contractions  within  and  without  the  joint. 
-  Distortion  of  the  Limb.  Persistent  reflex  muscular  spasm  is 
always  accompanied  by  a  certain  change  in  the  attitude  of  the 
limb,  slight  flexion  being  the  earliest  indication  of  distortion  in 
disease  of  the  hip,  as  at  every  other  joint.  With  this  flexion 
there  is  usually  abduction  and  slight  outward  rotation  of  the  limb. 

Flexion,  Abduction,  and  Outward  Rotation.  Appar- 
ent Lengthening.  This  is  the  passive  attitude  or  the  attitude 
of  rest  in  the  normal  condition,  and  in  disease  it  shows  the 
instinctive  adaptation  of  the  limb  to  a  sensitive  joint  which  is 
still  capable  of  a  certain  amount  of  work.  The  flexion  lessens 
the  direct  jar  and  the  abduction  throws  the  limb  aside,  as  it  were, 
from  the  active  attitude,  making  it  a  prop  and  adjunct  of  its 
fellow  instead  of  an  active  aid  in  the  propulsion  of  the  body. 
This  attitude  is  not  voluntarily  assumed  by  the  patient;  it  is 
involuntary  and  persistent.  The  limb  is  apparently  lengthened, 
because  it  is  held  away  from  the  axis  of  the  body,  and  in  order 
to  bring  it  into  the  middle  line  aud  parallel  to  its  fellow  the 
pelvis  must  be  tilted  downward  on  the  diseased  side  and  upward 
on  the  other.  The  sound  leg  is  drawn  upward  and  the  affected 
leg  is  lowered  according  to  the  degree  of  abduction  (Fig.  184). 
If,  however,  the  anterior  superior  spines  of  the  pelvis  be  placed 
upon  the  same  plane,  the  distortion  becomes  evident  (Fig.  183). 
Thus  the  deformity  of  the  limb  is  concealed  or  compensated  by  a 
tilting  of  the  pelvis  which  twists  the  lumbar  spine  into  a  lateral 
convexity  toward  the  lower  side. 

In  the  same  manner  persistent  flexion  of  the  leg  is  concealed 
by  a  tilting  of  the  pelvis  forward,  and  by  an  increased  hoUow- 
ness  or  lordosis  of  the  lumbar  region  (Fig.  185).  Normally,  in 
childhood  at  least,  the  lumbar  spine  and  the  jwpliteal  surface  of 
the  knee  should  touch  the  table  when  the  patient  lies  upon  the 
back,  but  if  the  thigh  is  fixed  in  flexion  the  lumbar  region  must 
be  arched  and  raised  from  the  table  when  the  leg  rests  upon  it. 
Thus,  in  order  to  make  the  flexion  apparent,  the  lumbar  spine 
must  be  forced  to  touch  the  table,  and  this  is  possible  only  when 
the  limb  is  raised  to  a  degree  corresponding  to  the  deformity 
(Fig.  186).  If  the  spine  were  rigid,  as  in  spondylitis  deformans, 
this  compensation  would  be  impossible,  and  if  the  patient  were 
placed  upon  his  back  the  leg  could  not  be  brought  down  to  the 
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tabic ;  or  if  both  limbs  were  <listorted,  as  is  sonietinies  the  case 
when  both  hip-joints  are  diseased,  the  limbs  would  remain  widely 
separated  or  crossed  over  one  another,  according  to  the  character 
of  tiie  deformity. 

Flexion,  Adbcction,  and  Inward  Rotation.  Apparent 
Shdrtexixg.  If  the  disease  is  of  a  more  acute  type,  and  if 
locomotion  be  permitted,  the  attitude  usually  changes  to  one  of 
increased  flexion,  and  adduction  and  inward  rotation  replace 
abduction  and  outward  rotation.  This  attitude  is  an  indication 
tiiat  the  joint  is  so  disabled  as  to  be  of  little  use,  thus  the  limb 
is  instinctively  drawn  into  a  more  protected  attitude  where  it 
may  be  used  as  little  as  possible.  If  the  patient  is  confined  to 
the  betl,  or  does  not  walk,  as  in  hij)  disease  in  infancy,  tlie  atti- 

Tia.  IH. 
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tude  of  abduction  may  persist,  although  the  muscular  spasm  may 
be  intense.  Thus  it  would  appear  that  locomotion  has  a  distuict 
iriHut'Uce  on  the  character  of  the  distortion. 

Adduction  causes  apparent  or  practical  shortening ;  for  in 
order  to  bring  the  adducted  linil)  to  the  middle  line  of  the  body 
and  |>arallel  with  its  fellow,  the  pelvis  must  be  tilted  upward  on 
the  affected  side  and  downwartl  on  the  other,  the  lumbar  spine 
bending  with  the  convexity  toward  the  lower  side  (Figs.  188  and 
IDl).  If  the  level  of  the  jielvis  Im*  restored,  the  adducted  limb 
will  be  crossed  over  its  fellow,  and  the  deformity  is  made  evident 
(Fig.  187). 

As  has  been  stated,  the  attitude  of  flexion,  adduction,  and 
inward  rotation,  if  it  appears  early  in  the  disease,  is  usually  nn 
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Fig.  189. 


later  course  of  tite  disease,  because  its  causes  are  in  great  <legree 
niechanicjil. 

Tliis  is  illustnitcd  by  Kocnig's  statistics  of  499  cases  of  bip 
disease. 

In  267  cases  the  limb  was  abducte<l,  ;iim1   in  31  per  cent,  of 
these  there  was  actual  shorteuing. 

In  232  cases  adduction  wao  pres- 
ent, and  in  70  per  cent,  the  limb  was 
shorter  than  its  fellow.' 

The  mechanics  of  the  distortion 
will  be  made  dearer  if  it  In?  com- 
pare<l  to  the  deformity  symptomatic 
of  dorwil  dislocation  of  the  hip.  In  i 
thi.s  displacement  the  femur,  forcedj 
upward  aud  backward  upon  the  pel- 
vis, is  fixed  in  an  attitude  of  extreme 
flexion,  adduction,  aud  inward  rota- 
tion. Each  of  the  destructive  changes  | 
of  liij)  disease,  the  enlarpement  of 
the  acetabulum,  the  depression  of 
the  neck  of  the  femur,  aud  the  ero- 
sion of  the  hea<l  of  the  Iwne,  is  ac- 
companied by  au  elevation  of  the 
fetimr  upon  the  pelvis  or  «u  approxi- 
mation to  a  dorsal  displacement  (Fig. 
190).  If  this  ilisplacement  occurs 
suddenly,  a»  in  certain  cases  of  acute 
disease  attended  by  effusion  and 
rupture  of  the  capsule,  the  limb  im- 
mciliately  assumes  an  attitude  typical 
of  dorsal  dislocation ;  but  in  the  or- 
dinary form  of  di.sease  the  chanjires 
are  very  gradual ;  the  pelvis  and 
the  femur,  l>eing  in  most  instances 
undeveloped,  more  ea.sily  accommo- 
(late  tliemselves  to  the  chanjre<l  con- 
ditions, so  that  the  actual  distortion 
is  less  marked  thnn  in  a  similar  sub- 
luxation of  traumatic  origin  in  the  a<hilt,  but  the  simile  will 
serve  to  illustrate  the  mechanical  cau.ses  of  distortion,  and  why 
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KucQlK-    Du  Uoenstlenk,  Berlin.  1902. 
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have  received  mecbaaical  or  operative  treatment  than  in  those 
in  which  the  disease  has  pursued  its  natural  course. 

As  has  been  stated,  the  distortions  of  the  early  oourse  of  hip 
disease  are  causetl  almost  entirely  by  muscular  contraction  whicli 
relaxes  under  the  influence  of  an  anesthetic,  but  after  a  time  the 
attitude  is  still  further  assured  by  accommodative  changes  in  the 
muscles  and  fascite,  and  by  contractions  and  adhesions  about  the 
capsule.  Thus  an  attitude  that  was  originally  a  symptom  may 
persist  after  the  cure  of  the  disease. 

One  may  couclude  then  that  flexion  is  practically  an  invari- 
able symptom  in  hip  disease  because  complete  extension,  tlie 
attitude  that  puts  most  strain  upon  the  joint,  is  first  restricted. 
Flexion  in  the  milder  or  in  the  earlier  cla.ss  of  cases  is  usually 
combined  with  abduction  and  outwani  rotation,  the  attitude  of 
inactivity.  Increased  flexion,  accompanied  by  adduction  and 
inward  rotation  in  the  early  stage,  is  an  indication  of  a  more 
acute  phase  of  the  disease.  If  the  attitude  is  retained  for  a  time 
it  becomes  fixed  by  accommodative  changes  in  the  tissues;  tlius 
the  distortion  is  not  unusual  in  cases  in  which  the  damage  to  the 
joint  may  be  ver}-  slight,  as,  for  example,  when  it  follows  rheu- 
matism or  some  form  of  infectious  arthritis.  But  in  most  in- 
stances the  attitude  is  Indicative  of  more  advancetl  disease  and  of 
destructive  changes  within  the  joiut. 

Changes  in  the  Contour  of  the  Hip.  I  n  the  early  stage  of  the 
disease  the  changes  in  contour  are  caused  in  great  part  by  the 
attitude  of  the  limb.  If,  as  is  usual,  it  is  flexed,  abducted,  and 
rotate<l  outward,  the  buttock  appears  somewhat  Hatter  and  broader 
than  its  fellow.  The  gluteofemoral  fob!  is  lower  btn^ause  of  the 
tilting  downwanl  of  the  pelvis  and  it  is  shallower  because  of  the 
flexion.  If  the  thigh  is  adducted,  the  gluteal  fold  will  be  ele- 
vated and  shortened.  On  the  anterior  asiiect,  the  inguinofemoral 
fold  is  deepened  and  lengthened  by  flexion  and  adduction,  while 
abduction  makes  it  less  uoticealde.  Hoffman  has  called  attention 
to  tlie  fact  that  the  genitals  and  the  intergluteal  fold  point  toward 
the  adducted  and  away  from  the  abducted  thigh.  Adduction 
makes  the  trochanter  more  prominent,  and  alxluctiou  makes  it 
less  prominent. 

To  these  primary  changes  in  the  appearances  must  l>e  adde<l 
the  effect  of  atrophy  or  of  inrtltnition  and  swelling,  due  directly 
to  the  disease.  A  certain  amount  of  swelling  indicating  effusion 
into  the  joint  is  often  apparent  in  the  inguinofemoral  region,  and 
infiltration  of  the  deeper  tissues  is  sometimes  evident  ou  palpation. 
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In  such  cases  there  is  usually  a  certain  sensitiveness  to  deep  pressure 
behind  or  in  front  of  the  trochanter.  Palpable  or  evident  abscess 
is  unusual  in  the  early  stage  of  the  disease. 

Atrophy.  Atrophy  is  an  important  sign  of  joint  disease.  It  is 
often  appreciable  to  the  eye  and  to  the  hand,  and  it  is  always 
demonstrable  by  measurement.  It  is  an  important  symptom, 
because,  if  well  marked,  it  shows  that  the  disease  must  have 
existed  for  some  time,  whatever  may  be  the  statement  of  the 
patient's  relatives. 

The  atrophy  affects  the  muscles  of  tlie  entire  limb,  although  it 
is  somewhat  more  marked  in  the  muscles  of  the  thigh  than  in 
the  calf.  In  the  ordinary  case  of  hip  disease  in  childhood,  when 
the  patient  is  first  brought  for  treatment,  it  averages  from  one- 
half  to  one  inch  in  the  thigh  and  somewhat  less  in  the  calf.  As 
has  been  stated  elsewhere,  atrophy  of  muscles  is  usually  accom- 
panied by  a  corresponding  atrophy  of  bone  as  well. 

The  Causes  of  Atrophy.  The  causes  of  the  atrophy 
secondary  to  joint  disease  have  been  the  subject  of  much  discus- 
sion. As  it  is  associated  with  an  increase  of  the  reflex  excita- 
bility of  the  muscles,  and  as  it  often  progresses  with  great  rapidity, 
the  prevailing  theory  has  been  that  of  Vulpian  and  Charcot,  that 
it  is  of  nervous  or  reflex  origin.  According  to  this  hypothesis 
the  atrophy  is  the  result  of  a  change  in  the  trophic  centres  of  the 
spinal  cord,  "  an  inertia,"  due  to  irritation  of  the  articular  fila- 
ments of  the  ner\'es. 

Another  theory  has  been  advanced  by  Saborin.  As  branches 
of  the  same  nerves  are  distributed  to  the  joint  and  to  the  sur- 
rounding muscles,  he  suggests  that  the  atropliy  may  be  caused  by 
a  direct  implication  of  the  nerves  whose  filaments  are  involved  in 
the  disease  of  the  joint — a  form  of  molecular  neuritis. 

Admitting  that  the  secondary  causes  of  atrophy  are  somewhat 
obscure,  one  cause,  and  by  far  the  most  important,  is  very  evi- 
dent. This  is  physiological  disuse,  and  thus  diminished  nutrition 
of  the  limb  which  has  become  incompetent  to  carry  out  its  full 
function.  Atrophy  is  a  constant  symptom  of  simple  disuse  in 
the  absence  of  disease.  If  a  bone  has  been  broken,  atrophy  of 
the  surrounding  muscles  is  observed.  If  anchylosis  of  a  joint 
occurs  from  any  cause,  whether  it  be  from  injury  or  disease, 
atrophy  of  the  muscles,  whose  function  has  been  abolished,  fol- 
lows. Even  the  atrophy  caused  by  disease  of  the  hip-joint  is 
greater  when  the  limb  has  been  fixed  in  apparatus  than  when 
none  has  been  applied,  although  the  treatment  has  allayed  the 
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pain  juiil  has  checkwl  the  progress  of  the  disease.  This  point  is 
illustrated  by  the  observations  of  Brackett,'  who  contraste*!  the 
atrophy  of  hip  disease  in  two  jrroups  of  patients,  in  one  of  which 
motion  had  been  permitte<l,  while  in  the  other  fixation,  as  com- 
plete as  possible,  had  been  emplovetl.  In  the  first  group  the 
average  of  atrophy  was  but  1  per  cent,  of  the  volume  of  the 
thigh  and  0.8!»  per  cent,  of  that  of  the  leg,  as  contrasted  with 
2.'{  per  cent,  and  17  per  cent,  io  tlie  second  class. 

It  has  .been  state<I  in  objection  to  this  theory,  by  those  who 
understand  disuse  as  meaning  only  relief  fmm  motion  an«l 
weight  bearing,  that  atrophy  is  observed  even  though  the  |iutient 
be  confined  to  the  bed,  but  under  these  conditions  there  vrouhl 
lie  relative  disuse  of  a  limb  if  motion  caused  puiu  or  iliscomfort, 
in  degret;  [)roportionate  to  the  intensity  of  the  local  disease. 
Meanwhile  a  lesser  atrophy  might  be  demonstrated  in  the  sound 
limb  that  had  iK-en  deprived  of  its  normal  stimulus,  just  as 
relative  hypertrophy  of  a  limli  whidi  has  to  |vrf(>nii  dnulili- 
function  is  often  observwl. 

The  atrophy  «iuse«l  l)y  physiologiail  disuse  nntl  dimiuir»lM-«l 
nutrition  affects  all  the  components  of  tlie  limb.  The  skin 
l»ecomes  thinner,  the  muscles  lose  in  volume,  the  contractile  sub- 
stance is  replaceil  in  part  by  fat  and  by  fibrous  tissue,  and  the 
medullar^'  canals  of  the  bones  enlai^e  at  the  expense  of  the 
cortical  substance. 

In  childhooil,  the  perio<l  of  rapid  development,  disuse  often 
causes  a  retanbition  in  growth  of  the  entire  extremity.  This 
nmy  be  apparent  in  tlie  foot  when  it  is  placed  l»y  the  siile  of  its 
fellow,  while  the  diminished  g^wth  in  the  length  of  the  limb 
may  be  demonstrated  In*  measurement.  Brackett,  in  a  series  of 
cases,  fouud  this  shorteuiug  to  1^  <listribute<l  us  follows  :  average 
loss  of  the  femur  6.6  per  cent,  and  of  tlie  tibia  5.4  per  cent,  of 
the  normal  length. 

This  atrophy,  the  direct  result  of  the  disease  and  of  the  long- 
oontinued  disuse  during  the  period  of  repair,  becomes  less  notii-c- 
able  after  function  is  resiuuwl,  the  degree  of  final  ine<(uality 
depending  upon  the  severity  of  the  disease,  the  duration  of  the 
treatment,  and  upon  the  impairment  of  function.  But  even 
when  free  motion  in  the  joint  is  retained,  a  certain  amount  of 
atrophy  always  persists  and  the  loss  in  growth  is  never  replaced. 
If  motion  is  completely  abolished  the  muscles  about  tho  joint  lose 
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relatively  unimportant  compared  with  that  at  the  lower  extremity 
of  the  femur.  From  these  two  causes,  the  atrophy  of  disuse  and 
the  effect  of  the  disease  upon  the  epiphysis,  relative  shortening 
of  the  limb  may  increase  after  the  disease  is  cured. 

Erosion  of  the  head  of  the  femur  and  of  the  upper  border  of 
the  acetabulum  are  usually  combined  in  those  cases  in  which  the 
shortening  is  in  part  dependent  on  upward  displacement  of  the 
trochanter  (Fig.  1 80).  Depression  of  the  neck  of  the  femur  to 
an  appreciable  degree  is  less  common.  Elevation  of  the  trochan- 
ter, due  to  one  or  more  of  these  causes,  a  form  of  subluxation, 
is  very  common,  particularly  so  in  those  cases  in  which  the  pro- 
tective treatment  has  been  inefficient.  Greater  displacement 
follows  fracture  of  the  weakened  neck  and  complete  absorption 
of  the  head,  and  occasionally  a  fairly  normal  femur  may  be 
actually  dislocated  as  a  result  of  sudden  effusion  into  the  joint 
with  rupture  of  the  capsule — a  form  of  pathological  dislocation. 

Retabdation  of  Growth.  As  has  been  stated,  all  the  com- 
ponents of  the  limb  are  affected  by  the  retardation  of  the  growth. 
Brackett's  observations  on  this  point  have  l)een  mentioned,  and 
the  accompanying  table,  showing  the  relative  measures  of  the 
bones  in  cases  under  treatment  by  DoUinger,"  of  Butlapest,  presents 
the  subject  in  a  convenient  form  : 
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A  similar  investigation  of  thirty-three  cases  under  treatment 
at  the  Hospital  for  B.upture<I  and  Crippled,  New  York,  has  been 
made  recently  by  Taylor.     In  these  cases  the  shortening  of  the 
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\irjw»  was  foood  to  be  more  gcnenl j  distzibated  than  in  those 
reported  hv  Dollinger,  as  U  illastnted  br  the  foDowing  table : 
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—  Meuurements  e<iukl.  z  Mamremenli  not  taken. 

Meeauremenlji  of  the  femur  from  the  apex  of  the  great  trochanter  to  the  knee-joint.  Patella 
meaiiured  traniiveraeljr.  The  eaia  are  grouped  according  to  the  doiatlon  of  dUean  and  the 
averaga  are  given  aeparately  for  each  group. 

Dr.  Taylor  measure]  also  ten  cases  of  unilateral  poliomyelitis, 
in  iMitic'ubi  of  an  average  age  of  thirteen  years,  with  an  average 
duration  of  disability  of  ten  years.  The  average  shortening  in 
th<«e  cases  was  one  and  three-fourths  inches,  and  in  no  case  was 
it  jirciiter  tlian  two  and  one-half  inches.  It  will  be  noted  that 
th«!  retardation  of  growth  in  this  group  corresponds  closely  with 
thiit  of  the  third  gniup  of  cji-ses  of  hip  disease,  in  which  the  disa- 
bility wa.'i  of  about  the  same  duration.     Taylor  concludes  that 


TUBERCULOUS  DISEASE  OF  THE  HIP-JOINT.         313 

the  retaixlation  of  growth  from  unilateral  hip  disease  in  childhood 
is  dependent  in  great  degree  upon  the  duration  of  the  disability 
and  upon  the  corresponding  restraint  of  function.  Similar 
observations  on  fifty  cases  of  hip  disease  have  been  recorded  by 
Hibbs.'  In  eleven  of  these  cases  the  femur  was  found  to  be 
slightly  longer  on  the  diseased  side. 

Actual  lengthening  of  the  limb  as  the  result  of  disease  is 
occasionally  observed  during  the  active  stage  of  the  disease, 
caused  it  may  be  inferred  by  granulations  within  the  acetabulum 
that  press  the  femur  outward  and  downward.  Actual  lengthen- 
ing of  the  femur  is  uncommon,  but  it  does  occur,  induced,  it  may 
be,  by  stimulation  of  the  growth  of  the  epiphysis  of  the  head ; 
but  the  most  extreme  instances  are  those  in  which  the  upper  por- 
tion of  the  shaft  of  the  femur  is  involved,  the  lengthening  being 
the  effect  of  an  irritative  hypertrophy.  This  is  more  commonly 
the  result  of  extra-articular  disease. 

General  Sjrmptoms  of  the  Disease.  Debility.  If  the  disease 
is  sufficiently  painful  to  cause  loss  of  sleep  and  to  affect  the 
appetite,  pallor  and  loss  of  flesh  and  strength  may  be  expected. 
It  must  be  borne  in  mind,  however,  that  the  patient  may  have 
been  "delicate"  long  before  the  local  tuberculous  disease  was 
acquired.  At  all  events,  from  the  diagnostic  standpoint  at  least, 
the  local  disease  has  no  characteristic  influence  upon  the  general 
condition,  and  the  appearance  of  perfect  health  is  not  at  all 
unusual  among  patients  with  hip  disease. 

Fever.  It  is  probable  that  a  sliglit  elevation  of  temperature 
might  be  detected  in  a  large  proportion  of  the  patients,  and  in 
such  cases  actual  appreciable  fever  often  follows  overexertion  or 
injury.  Fever,  as  a  symptom  of  infected  abscess  in  the  later 
course  of  the  disease,  is,  of  course,  of  importance,  but  in  the  early 
stages  of  the  disease  the  record  of  the  temperature  would  be  of 
but  little  diagnostic  value. 

The  History  and  the  Method  of  Examination.  In  consider- 
ing the  differential  diagnosis  of  tuberculous  disease  of  the  hip- 
joint  one  should  keep  its  characteristics  in  mind.  It  is  a  chronic 
disease,  in  that  the  symptoms  may  have  been  present  for  weeks 
or  months  or  even  years  before  the  patient  is  brought  for  treat- 
ment. It  is  a  disease  confined  to  a  single  joint,  thus  differing 
from  rheumatism  and  similar  affections  in  which  several  joints 
are  involved.  It  does  not  get  well ;  thus  it  may  be  differentiated 
from  injury  and  from  the  minor  affections  that  simulate  some  of 
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iU  symptoms.  It  causes  a  limp.  It  is  accompanied  by  reflex 
miLBCular  spasm,  usually  by  a  certain  amount  of  deformity  and 
by  general  atrophy  of  the  muscles  of  the  limb. 

The  im{)ortance  of  the  inheritance  and  of  the  |itirsonal  history 
of  the  patient  has  been  mentionerl  already  in  the  consideration 
of  Pott's  disease.  In  recording  the  history  in  this  as  in  all 
other  chronic  diseases  of  childhood  one  attempts  to  ascertain  tJie 
approximate  duration  of  the  pathological  process  rather  than  the 
duration  of  the  more  acute  symptoms  for  which  the  patient  has 
been  brought  for  treatment.  One  asks,  therefore,  when  the  child 
was  last  perfectly  well,  and,  bearing  in  mind  the  remission  of 
symptoms,  one  asks  if  limp  or  pain  had  been  noticed  at  any  time 
before  the  more  acute  symptoms.  In  the  historj*  there  is  almost 
invariably  mention  of  a  fall,  and  one  must  ascertain  whether  the 
fall  had  any  influence  in  the  causation  of  the  symptoms,  remem- 
bering liiat  the  weakness  and  interference  with  function  <lue  to 
joint  disease  more  often  cause  falls  than  falls  cause  joint  disease. 

Physical  Examination.  (Jne  begins  the  physical  examination  by 
the  observation  of  the  general  condition  of  the  patient,  and  note;; 
the  attitudes,  and  the  character  of  the  limp.  The  patient's  cloth- 
ing is  then  entirely  remove«l,  that  one  may  ol>serve  the  contour 
of  the  part  aud  the  general  influence  of  the  affection  upon  the 
m<>chanism  of  the  body.  The  patient  is  then  placed  on  his  back 
upon  a  table,  with  the  limbs  parallel  to  one  another,  so  that 
their  relative  length  and  size  may  lie  observetl.  If  tlie  pelvis  is 
level  when  the  limbs  are  (>arallel,  there  can  be  no  persistent 
alxluction  or  adduction,  for  when  the  two  anterior  superior  spines 
are  on  the  same  plane  such  distortion  is  always  evident.  If  the 
lumbar  spine  and  the  popliteal  surfaces  of  the  knees  rest  on 
tlie  table  simultaneously  it  shows,  too,  that  persistent  flexion  is 
absent.  One  next  tests  the  functions  of  the  hip-joints,  always 
banning  with  the  sound  side  for  the  purpose  of  comparison, 
and  in  order  that  the  patient  may  become  accustomed  to  the 
manipulation  l)efore  the  one  suspectetl  of  disease  is  tested.  Dis- 
ease within  a  joint  is  accompanied  Ivy  muscular  spasm  that  limits 
motion  in  every  direction,  thus  differing  from  other  affections 
outside  the  joint  that  may  limit  its  motion  in  one  or  more  bat 
not  in  all  directions. 

One  compares  the  flexion,  alxluction,  adduction,  and  rotation 
of  the  limbs  while  the  child  lies  upon  its  back  ;  it  is  then  tunieii 
Uj>on  it.*  face  to  test  for  extension  by  holding  the  {>elvis  flat  upon 
the  table  with  one  hand  while  the  thigh  is  gently  elevateil  with 
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the  other  (Fig.  16).  The  normal  range  of  extension  in  child- 
hood is  at  least  ten  degrees  backward  from  the  line  of  the  body, 
and  limitation  of  this  range  is  the  earliest  sign  of  approaching 
deformity  of  hip  disease.  It  may  precede  the  restriction  of  the 
extremes  of  motion  in  other  directions,  although  this  is  unusual, 
and  if  this  motion  is  unrestricted  disease  of  the  joint  may  be, 
practically  speaking,  excluded.  The  character  of  the  reflex 
spasm  that  limits  motion  and  the  indications  of  discomfort  when 
the  limit  has  been  reached  have  been  described. 

Measurements.  The  measurements  of  the  limbs  are  then  made. 
One  first  ascertains  the  actual  length  of  the  limbs  by  measur- 
ing from  the  anterior  superior  spines  of  the  pelvis  to  the  extrem- 
ities of  the  internal  malleoli,  actual  shortening  being,  of  course, 
absent  in  the  early  stage  of  the  disease.  The  second  measure- 
ment is  from  the  umbilicus  to  show  the  amount  of  apparent 
shortening  or  lengthening  that  may  be  present  if  the  limb  is  dis- 
torted. The  actual  length  of  the  limbs,  as  measured  from  the 
anterior  superior  spines,  is  not  changed  by  tilting  of  the  pelvis, 
but  as  the  umbilicus  is  in  the  middle  line  of  the  body  above  the 
pelvis,  measurement  from  this  point  simply  shows  the  actual  dis- 
tance to  the  malleoli.  Persistent  adduction  causes  compensatory 
obliquity  of  the  pelvis ;  consequently  the  malleolus  on  the  affected 
side  is  drawn  upward  or  nearer  to  the  umbilicus,  while  the  other 
is  carried  downward  to  a  corresjwnding  distance  (Fig.  191).  If, 
then,  the  measurements  from  the  umbilicus  to  the  malleoli  do  not 
correspond  relatively  with  those  from  the  anterior  superior  spines, 
when  the  limbs  are  parallel  and  in  the  median  line,  it  shows 
distortion  ;  adduction,  if  the  limb  is  relatively  shorter,  abduction, 
if  it  is  relatively  longer  than  is  shown  by  the  measurement  from 
the  anterior  superior  spine.  It  has  been  stated  that  the  meas- 
urement from  the  anterior  superior  spine  is  not  changed  by  dis- 
tortion. It  is,  however,  shortened  slightly  by  outward  rotation, 
and  more  appreciably  by  abduction,  and  it  is  lengthened  some- 
what by  adduction.  This  is  explained  as  follows :  When  the 
limb  is  in  the  line  of  the  body  the  trochanter  is  below  the  anterior 
superior  spine  from  which  the  measurement  is  made.  Abduction 
of  the  limb  raises  the  trochanter  toward  the  plane  of  the  anterior 
superior  spine,  and  consequently  lessens  the  distance  from  this 
point  to  the  extremity  of  the  limb.  Adduction,  on  the  contrary, 
lowers  the  trochanter  and  increases  the  distance  between  these 
two  points.  lu  ordinary  cases  the  variation  from  this  source 
does  not  exceed  half  an  inch.    Flexion  of  one  thigh  causes  a  tilt- 
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ing  forward  of  the  pelvis  that  lessens  the  distance  between  the 
anterior  superior  spine  and  the  malleolus  on  both  sides,  although 
not  to  an  equal  degree.  It  is  custoniarv,  therefore,  if  the  flexion  is 
considerable,  to  raise  the  uuufTeftetl  limb  to  the  line  of  its  fellow 
in  making  the  comparative  measurements,  stating  in  the  record 
that  the  limbs  have  been  measuretl  at  the  angle  of  the  deformity. 
MfrrjroD  of  Kstimatixc;  thk  Deokke  of  I )i.>iToRTiox  of 
THE  Limb.  As  has  been  stated,  when  the  pelvis  is  level,  distor- 
tion of  the  limb  is  apjiarent,  and  the  degree  of  distortion  can  be 
measured  by  the  goniometer  (Fig.  \^~);  but  it  may  be  more 
easily  ascertained  by  "  Lovett's  table."'  This  method  is  described 
by  its  author  as  follows  : 

Table  I.— Distance  betwebk  Anterior  Sdpbbiob  Spinbs  in  iKcan. 
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"  To  measure  by  this  method  the  patient  is  made  to  lie  straight 
with  the  legs  [mrallel.  Real  shortening  is  measured  with  the 
ordinary  tape  measure,  and  apparent  shortening  is  obtained  in 
the  same  way.  It  may  be  repeated  that  real  or  bony  shortening 
is  measured  from  the  anterior  superior  iliac  spines  to  each  tiuil- 
leolus,  and  that  practical  shortening  is  found  by  a  measurement 
taken  fmni  the  umbilicus  to  each  malleolus.  The  difference  in 
inches  between  the  two  kinds  of  sliortening  is  seen  at  a  glance. 
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The  only  additional  measurement  necessary  is  the  distance 
between  the  anterior  superior  spines,  which  is  taken  with  the 
tape.  Turning  now  to  the  table :  if  the  line  which  represents 
the  amount  of  difference  in  inches  between  the  real  and  apparent 
shortening  is  followed  until  it  intersects  the  line  which  represents 
the  pelvic  breadth,  the  angle  of  deformity  will  be  found  in 
degrees  where  they  meet.  If  the  practical  shortening  is  greater 
than  the  real  shortening,  the  diseased  leg  is  adducted ;  if  less  than 
real  shortening,  it  is  abducted.  Take  an  example :  Length 
(from  anterior  superior  spine)  of  right  leg,  23  ;  left  leg,  22J  ; 
length  (from  umbilicus)  of  right  leg,  25 ;  left  leg,  23 ;  real 
shortening,  i  inch  ;  apparent  shortening,  2  inches ;  difference 
between  real  and  practical  shortening,  IJ  inches;  pelvic  meas- 
urement, 7  inches.     If  we  follow  the  line  for  1  h  inches  until  it 


FlO.  194. 


A  C 

Kingsley's  method  of  eatimating  flexion. 


intersects  the  line  for  pelvic  breadth  of  7  inches,  we  find  12°  to 
be  the  angular  deformity,  as  the  practical  shortening  is  greater 
than  the  real,  it  is  12°  of  adduction  of  the  left  leg.  If  apparent 
lengthening  is  present  its  amount  should  be  added  to  the  amount 
of  actual  shortening." 

If  flexion  is  present  the  degree  may  be  ascertained  by  raising 
the  flexed  limb  until  the  lumbar  spine  touches  the  table,  when  the 
angle  formed  by  the  thigh  with  the  body  may  be  measured  with 
the  goniometer  (Fig.  186),  or  its  degree  may  be  ascertained  by 
Kingsley's  table. 

"  The  patient  lies  upon  a  table  flat  on  his  back  and  the  surgeon 
flexes  the  disease<l  leg,  raising  it  by  the  foot  until  the  lumbar 
vertebrae  touch  the  table,  showing  that  the  pelvis  is  in  the  correct 
position.     The  leg  is  then  held  for  a  minute  at  that  angle,  the 
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knee  being  extended,  while  the  surgeon  measures  off  two  feet  on 
the  outside  of  the  leg  with  a  tape  measure,  one  end  of  which  is 
held  on  the  table  (so  that  the  tape  measure  follows  the  line  of 
the  leg)  {A  B).  Krom  thi.s  jx)int  ou  the  leg  {B)  where  the  two 
feet  reaches  by  the  tape  measure  one  measures  perj)en<ncularly 
to  the  table  {B  C),  and  the  n«mil)or  of  inches  in  the  line  li  C  am 
be  read  as  degrees  of  Hexion  of  the  thigh  by  consulting  Table  II. 
For  instance,  if  the  distance  between  the  pjint  on  the  leg  and  tlje 
table  is  12J  inches  it  represents  31°  of  flexion  deformity  of  the 
thigh. 

Table  II.' 


OlSIIHSlMI. 

1" 

fl.51neh«i. 

18<> 

llSlnchea. 

81° 

I8.5iOelML 

•W  J 

1.0      " 

7.0      ■• 

17 

18.0      •■ 

S3 

19.0      •• 

M 

1.8     •• 

7.5      •• 

19 

18. 6      •• 

84 

19.5      •• 

M 

zo    " 

H.0      " 

20 

14.0      •• 

S« 

20.0      •• 

M 

16      •• 

8.5     •• 

21 

14.5      '• 

87 

».5      '• 

W 

8.0      " 

9.0      " 

22 

15.0      " 

39 

21.0      •• 

m 

8.6      " 

9.5      •• 

24 

15.5      " 

40 

21.5      ■■ 

9 

4.0      •• 

10.0     •• 

2-. 

i«.o    ■• 

43 

22.0     •• 

4.S      •• 

10.6      •■ 

27 

1(1.5      " 

43 

82.6      " 

ID 

6.0      ■• 

Jl.O     •• 

2S 

17.0      ■• 

45 

28.0      •• 

n 

t.6     " 

11.6      •• 

29 

17.5      " 

47 

28.5      •• 

m 

0.0     ■• 

12.0      •■ 

80 

18.0      " 

48 

24.0     •■ 

" 

"  If  the  leg  19  .90  short  that  it  is  impracticable  to  measure  off 
twenty-four  inches  one  can  measure  twelve  inches ;  ascertain 
from  here  the  distance  to  the  surface  on  which  the  patient  is 
lying  in  a  perpendicular  line  in  the  same  way,  then  doubling  this 
distance  and  Itxiking  in  the  table  as  before  the  amount  of  Hexion 
is  found." 

Atrophy.  The  circumference  itf  the  thighs,  the  knees,  and 
the  calves  is  tlien  ineasuriHl  at  corresponding  jioints  to  test  for 
atrophy  or  for  otlier  irregularities  that  may  require  explanation. 
The  atrophy  of  joint  disease  affects  the  entire  limb,  and  it  is  an 
unfailing  symptom  except  in  the  earliest  stage  of  the  disease.  It 
might  l>e  concealed  in  the  thigh  by  a  deep  abscess,  but  it  would 
still  appear  in  the  ciilf. 

Local  Signs  of  Disease.  The  hip-joint  is  so  concealed  by  the 
overlying  tissues  that  the  local  sensitiveness  and  swelling  which 
n-tuully  acconijmiiy  similar  disea^ic  at  the  knee  and  ankle  are  often 
alwent.  Firm  pressure,  before  or  behind  the  trochanter,  or  over 
the  head  of  the  femur  usually  causes  some  discomfort,  however. 
In  many  instouecs  a  peculiar  resistance  of  the  deeper  parts,  causwl 
i>y  infiltration  of  the  tissues  that  cover  the  joint,  is  evitlmt  on 
pai(>atiou ;    and  swelling  aliout  the  joint  and  thigh,  caused  by 
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effusion  or  by  deep  abscess,  is  not  unusual  when  patients  are  first 
brought  for  treatment.  Sensitiveness  of  the  skin  and  local  eleva- 
tion of  the  temperature  may  be  present  if  the  disease  is  acute, 
particularly  if  an  abscess  is  on  the  point  of  breaking  through  the 
skin. 

The  diagnosis  of  tuberculous  disease  of  the  hip,  except,  per- 
haps, in  the  stage  of  inception,  is  in  most  instances  evident 
on  a  systematic  examination,  such  as  has  been  outlined,  and 
it  is  probable  that  errors  are  due  rather  to  a  neglect  of  such 
examination  than  to  any  particular  obscurity  that  the  ordinary 
case  may  offer. 

Diagnosis.  Local  Irritation.  Strains  of  the  muscles  of  the 
thigh,  enlarged  glands  in  the  groin,  irritation  or  disease  of  the 
genitals  may,  in  infancy  or  early  childhood,  cause  persistent 
flexion  of  the  thigh  and  pain  on  motion.  Simple  muscular 
strains  quickly  recover,  while  the  inflamed  glands  and  other 
causes  of  local  irritation  are  usually  apparent  on  inspection. 

"  Orowing  Pains."  So-called  growing  pain  is  probably  due  in 
many  instances  to  strain  of  the  muscles  or  to  injury  about  the 
hip ;  in  other  cases  it  may  be  explained  by  rheumatism. 

Local  Injury.  It  would  appear  that  injury,  often  of  a  trivial 
character,  may  cause  congestion  in  the  neighborhood  of  the 
epiphyseal  cartilage  of  the  head  of  the  femur  and  that  injury  of 
this  character  in  delicate  children  may  be  the  predisposing  cause 
of  tuberculous  disease.  Such  a  sensitive  condition  causes  a 
limp,  pain,  or  discomfort  on  overuse  and  restriction  of  motion. 
These  symptoms  may  last  a  few  days  or  a  few  weeks ;  they 
may  disappear  and  recur  from  time  to  time,  and  they  can  only 
be  distinguished  from  those  of  incipient  disease  by  continued 
observation. 

Synovitis.  In  certain  cases  of  injury  synovial  effusion  may  be 
present,  although  this  is  unusual. 

In  the  cases  in  which  the  functional  disturbance  is  caused  by 
local  irritation  or  by  slight  strain  the  symptoms  are  of  sudden 
onset  and  are  evidently  of  trivial  importance,  but  if  there  is  any 
doubt  as  to  the  diagnosis  the  hip  should  be  bandaged  and  the 
patient  should  remain  in  bed  or  at  rest  until  the  complete  subsid- 
ence of  the  symptoms  or  their  persistence  makes  the  diagnosis  clear. 

Anterior  Poliomyelitis.  Occasioually  anterior  poliomyelitis  may 
be  accompanied  by  pain  on  motion  in  the  affected  limb  before 
paralysis  is  apparent,  but  in  a  few  days  at  most  the  diagnosis  is 
evident. 
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Rheumatism.  Rlieumatism  is  usually  of  sudden  onset.  It  is 
almost  always  migratory  in  character  and  it  is  accompanied  by 
fever.  If  it  were  eonfiiied  to  a  single  joint,  as  is  sometimes  the 
case  in  young  I'liildreii,  and  if  tlie  liistory  were  ohsciire,  the  diag- 
nosis might  be  uncertain  for  a  time.  In  snch  cases  appropriate 
remedies  slioiild,  of  wxirse,  be  employed. 

Scurvy.  This  is  also  an  affection  whose  symptoms  are  general 
in  character.  It  is,  therefore,  more  likely  to  be  confounded  with 
rheumattsiu  tlian  with  a  local  disease.  In  rare  instances  one 
joint  only  appears  to  be  involved,  but  this  is,  as  a  rule,  the  knee 
rather  than  the  hip.  I'ain  on  motion  of  the  limbs,  in  an  infant 
artiliciaUy  fed,  always  suggests  scurvy. 

Infectious  Arthritis  and  Epiphysitis.  Mild  forms  of  infectious 
arthritis  may  follow  scarlet  fever,  diphtheria,  pneumonia,  and,  in 
a  more  severe  and  destructive  form,  ty]>hoid  fever.  As  a  rule, 
however,  several  joints  are  involved,  and,  although  the  affection 
might  be  mistaken  fur  rheumatism,  it  could  hardly  be  confounded 
with  local  tuberculous  disease. 

Infectious  arthritis  or  epiphysitis  of  the  hip-joint  is  not  un- 
common in  ejirly  iufancy.  It  is  of  sudden  onset,  accompanie<l  by 
high  fever  and  by  constitutiona  disturbance.  These  symptoms, 
together  with  the  local  heat  and  swelling,  causetl  by  the  rapid 
formation  of  j)us,  show  the  character  of  the  affection  and  indicate 
tlie  nwessity  for  prompt  surgical  intervention. 

Oonorrhrnal  arthritis  is  a  form  of  joint  infection  that  in  adult 
age  may  resemble  somewhat  the  subacute  form  of  tuberculous  dis- 
ease. As  a  rule,  however,  it  is  of  sudden  onset  and  is  evidently 
;issociated  with  the  local  disease. 

Extra-articular  Disease.  Disease  in  the  QeighlK)rhoo<l  of  the 
joint,  as  of  the  trochanter  or  of  the  tuberosity  of  the  ischiiun, 
may  cause  a  limp  and  pain  ;  in  most  instances  the  IcH-al  sen- 
sitiveness and  local  swelling  indi«ite  the  seat  of  the  disease,  while 
motion  of  the  joint  is  limited  only  in  the  directions  that  cause 
tension  on  tlx'  sensitive  jiarts. 

Osteoarthritis  of  the  Hip.  <)stec)artliritis  at  the  hip-joint  may  be 
mistaken  for  tuberctduus  disease,  and  at  times  the  diagnosis  noay  be 
obscure.  This  is,  however,  a  disease  of  adult  life,  aud  it  is  In  most 
instjmces  accompanitnl  by  other  evidences  of  a  geuend  affliction. 
The  general  form  of  rheumatoid  arthritis  in  chi!dhiM)d  nuty  begin 
in  a  single  joint.  The  pain  may  be  severe,  and  there  may  be 
mtLscular  spa.sm  and  distortion  of  the  limb.  The  diagnosis  is 
usually  made  clear  by  the  successive  involvement  of  other  joints. 
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Pott's  Disease.  Disease  of  the  lumbar  region  of  the  spine  before 
the  stage  of  deformity,  when  the  pain  is  referred  to  the  lower 
extremities,  and  in  which  unilateral  psoas  contraction  causes 
a  limp,  is  often  mistaken  for  hip  disease,  although  the  dis- 
tinction between  them  is  very  clear.  Psoas  contraction  limits 
extension  only ;  all  the  other  movements  of  the  limb  are  unre- 
strained. The  muscular  spasm,  of  which  the  psoas  contrac- 
tion is  a  part,  is  a  spasm  of  the  muscles  of  the  spine  about  the 
seat  of  disease,  as  is  evident  on  examination.  Other  causes  of 
psoas  contraction  have  been  mentioned  in  the  consideration  of 
Pott's  disease.  In  exceptional  cases  active  disease  of  the  lower 
region  of  the  spine  in  young  children  may  set  up  spasm  of  the 
muscles  about  the  hip,  and  vice  versa,  so  that  it  may  be  impossible 
to  decide  at  the  first  examination  whether  the  irritation  is  in  the 
hip  or  in  the  spine  or  in  both. 

Sacro-iliac  Disease.  Disease  of  the  sacro-iliac  junction  is  very 
uncommon  in  childhood.  The  symptoms  and  the  attitude 
resemble  sciatica  rather  than  hip  disease.  There  is  local  pain  at 
the  seat  of  disease  ujwn  lateral  pressure  on  the  pelvis,  and  if  the 
pelvis  be  fixed  the  motion  at  the  hip-joint  will  be  found  to  be 
free  and  painless. 

Disease  of  the  Burss  about  the  Joint.  Inflammation  of  the 
bursse  about  the  hip  may  cause  local  swelling  and  sensitiveness, 
a  limp  and  limitation  of  motion  in  certain  directions,  but  the 
characteristic  muscular  spasm  of  hi])  disease  is  absent.  Iliopsoas 
bursitis  forms  a  fluctuating  swelling  in  Scarpa's  space,  gluteal 
bursitis  a  localized  swelling  of  the  buttock. 

Coxa  Vara.  Depression  of  the  neck  of  the  femur  is  a  simple 
deformity  in  which  disease  is  absent.  It  causes  a  limp  and  more 
or  less  discomfort,  but  the  character  of  the  deformity,  shown  by 
the  actual  shortening  and  by  the  elevation  and  prominence  of 
the  trochanter  distinguishes  it  from  hip  disease,  in  which  these 
are  late  symptoms.  In  coxa  vara  there  is  unequal  limitation  of 
motion,  abduction,  flexion,  and  inward  rotation  being  somewhat 
restricteil,  while  extension,  the  first  motion  limited  in  hip  disease, 
is  as  a  rule  not  affected. 

Fracture  of  the  Neck  of  the  Femur  in  Childhood  or  Traumatic 
Coxa  Vara.  Fracture  of  the  neck  of  the  femur  in  childhood  is 
often  of  what  may  be  termed  the  green-stick  variety,  a  depression 
of  the  neck  of  the  femur  without  actual  separation  of  the  frag- 
ments ;  and  in  many  instances  the  patients  are  able  to  walk  about 
within  a  short  time  after  the  accident.     In  such  cases  the  limp 
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and  discomfort,  attended  during  the  stage  of  repair  by  a  certain 
degree  of  muscular  spasm,  are  often  mistaken  for  the  symptoms 
of  disease.  The  history  of  the  accident  followed  by  immediate 
disability,  the  shortening  and  the  elevation  of  the  trochanter 
are  usually  sufficient  to  exclude  disease.  In  doubtful  cases  the 
X-ray  may  be  required  to  establish  the  diagnosis. 

Congenital  Dislocation  of  the  Hip.  Congenital  dislocation  of 
the  hip  causes  a  limp,  but  it  is  a  limp  that  has  existed  since  the 
child  began  to  walk  and  that  is  unaccompanied  by  the  symptoms 
of  disease.  The  nature  of  the  disability  should  be  apparent  on 
examination. 

Hysterical  Joint.  In  hysterical  subjects  a  limp,  apparent  pain, 
and  distortion  of  the  limb,  often  following  slight  injury,  may 
simulate  disease.  Hysteria  is  very  uncommon  at  the  period  of 
life  in  which  tuberculous  disease  is  most  frequent.  Patients 
suffering  from  hysterical  joints  usually  present  other  symptoms 
of  hysteria ;  the  characteristic  signs  of  disease,  muscular  spasm 
and  atrophy,  are  absent,  while  the  apparent  discomfort  and  the 
voluntary  distortion  are  quite  out  of  proportion  to  the  physical 
evidences  of  injury. 

The  X-ray  in  Diagnosis.  Roefntgen  pictures  are  of  far  more 
value  in  demonstrating  deformity  than  in  establishing  early  diag- 
nosis of  disease,  especially  at  the  hip  in  early  childhood,  when  so 
large  a  part  of  the  extremity  of  the  femur  is  cartilaginous.  The 
pictures  are  of  value,  however,  in  showing  the  destructive  effect 
of  the  disease  on  the  head  of  the  femur  or  acetabulum,  and  thus 
giving  one  a  clearer  conception  of  the  actual  condition  of  the  joint 
than  would  be  possible  otherwise  (Fig.  192).  In  older  subjects - 
it  may  be  possible  to  demonstrate  the  presence  of  disease  in  the 
interior  of  the  bone  by  this  means,  but  in  any  event  Roentgen 
pictures  are  of  value  only  when  interpreted  by  knowledge  of  the 
physical  signs. 

Method  of  Recording  a  Gase.  The  record  should  contain 
the  general  history  of  the  patient  together  with  an  account  of  the 
more  important  symptoms,  and  of  the  treatment  that  may  have 
been  employed.  The  physical  examination  should  include  the 
weight  and  height  for  comparison  with  the  normal  standard,  and 
as  a  basis  on  which  to  judge  the  future  progress  of  the  case. 
Then  follows  a  brief  description  of  the  gait  and  attitude,  of  the 
character  of  the  distortion,  if  it  be  present,  and  of  the  changes 
from  the  normal  contour.  If  restriction  of  motion  is  present, 
its  causes  are  stated  if  possible ;  whether,  for  example,  it  is  due 
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to  simple  muscular  spasm  or  in  part  to  adhesions  and  contrac- 
tions. 

The  presence  or  absence  of  heat  and  swelling,  of  abscesses, 
sinuses,  and  the  like  is  indicated.  If  there  is  actual  shortening 
of  the  limb  its  causes  and  distribution  should  be  stated ;  whether 
it  is  the  result  of  simple  retardation  of  gro^'th  or  of  elevation  of 
the  trochanter,  as  may  be  ascertained  by  N6laton's  line  and  by 
Bryant's  triangle. 

If  the  elevation  is  due  in  great  part  to  the  enlargement  of 
the  acetabulum,  while  the  upper  extremity  of  the  femur  remains 
fairly  normal  in  shape,  the  projection  of  the  trochanter  is 
more  noticeable,  and  the  distortion  of  the  limb  in  adduction  is 
greater,  than  when  the  elevation  is  the  result  of  destruction 
of  the  head  of  the  bone.  In  this  class  of  cases  Roentgen 
pictures  are  of  service  in  showing  the  actual  condition  of  the 
joint  (Fig.  103). 

A  condensed  account  of  the  more  important  points  in  the 
physical  examination  may  be  presented  by  the  formula  used  at 
the  Hospital  for  Ruptured  and  Crii)pled,  as  follows :  R.A. — 
R.U.— R.T.— R.K.— R.C.— A.G.E.— A.G.F.— A.S.P.— L.A. 
— L.U.— L.  T.— L.K.— L.C. 

"  A  "  indicates  the  distance  from  the  anterior  superior  spines 
to  the  internal  malleoli. 

"  U,"  from  the  umbilicus  to  the  same  points. 

"  T,"  "  K,"  and  "  C,"  the  circumferences  of  the  limb  at  the 
thighs,  knees,  and  calves. 

"  A.G.E."  indicates  the  angle  of  greatest  extension. 

"  A.G.F.,"  the  angle  of  greatest  flexion.  Thus  the  restriction 
of  the  range  of  anteroposterior  motion  at  the  hip  is  shown  by 
these  measurements. 

"  A.S.P."  is  the  transverse  diameter  of  the  pelvis  between  the 
anterior  superior  spines,  the  measurement  required  in  Lovett's 
table  for  ascertaining  the  degree  of  lateral  distortion. 

If,  for  example,  the  record  read  : 

R.A.  18i— R.U.  20  — R.T.11  — R.K.  8}— R.C.  TJ— A.G.E.  150— A.S.P.  7 
L.A.  18J— L.U.  21}— L.T.10i— L.K.  81— L.C.  7i— A.G.F.    90 

it  would  show  at  a  glance  that  there  was  no  real  shortening, 
that  the  limb  was  abducted  because  there  is  one  and  a  quarter 
inches  of  apparent  lengthening,  according  to  the  table,  the  equiv- 
alent of  10  degrees  of  abduction.  It  would  show  that  there  was 
permanent  flexion  of  30  degrees  and  a  range  of  motion  between 
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the  limits  of  flexion  and  extension  of  60  decrees,  as  compared 
with  the  normal  of  about  130  degrees. 

The  following  details  of  the  one  thousand  cases  of  hip  disease 
investigated  for  me  by  Ashley  are  of  interest  as  illustrating  the 
character  of  the  cases  treated  at  the  Hospital  for  Ruptured  and 
Crippled : 


The  Duration  of  Disease  when  Tbeatment  was  Begun. 


Thrae  montbi  or  len 
Three  to  six  months 
Six  month!  to  one  year 
One  year 
Two  years  . 
Three  years 


no 

80 
124 
75 
29 


Four  yean 21 

FlTO  years 17 

From  five  to  ten  years  85 

From  ten  to  forty  yean  .  lA 

Notstated 87 

1000 


The  Degree  of  Deformity  Present  on  First  Examination. 


No  deformity     . 

.    130 

55  degrees  of  flexion 

10 

5  degrees  of  fiexlon 

.      44 

60       . 

26 

10      . 

.      8» 

65       

8 

15       '      . 

.      69 

70       

22 

20       "       "       "      . 

.    118 

75       • 

2 

25       . 

.      82 

80       

U 

80       . 

.    135 

85       

1 

35       . 

.      56 

90       "        " 

12 

40       

70 

More  than  90     . 

1 

45       '      . 

.      41 

NotsUted  . 

55 

50       . 

.      68 

1000 


Restriction  of  Motion  at  First  Examination. 


" 

90 

" 

76 

•• 

60 

•' 

45 

:: 

SO 
15 
5 

No  motion    . 

Normal  motion SO 

A  range  of  motion  through  105  degrees 14 

«5 

49 

96 

87 

lU 

96 

157 

147 

Not  steted 169 

im 

Attitude  of  the  Limb  at  Fibot  Examination. 

Flexion  to  a  greater  or  less  degree 814 

So  Uexlon 180 

Not  stated M 

1000 

Other  Distortions  Recorded. 

Abd<ictlon »4 

Adduction IW 

External  rotation 168 

Internal        "              S* 
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Actual  Shobtekiko  when  Treatment  was  Begun. 

2^  Incha 6 


129 

2« 

143 

2'i 

22 

2K 

M 

3 

9 

«K 

1«' 

as 

r. 

»M 

21 

416 

abocWDlnc  ■baeni  or  not  itkted  in S84 

AbMMi  wu  pnnCDt  lu 106 

Treatment.  The  principles  that  should  govern  the  treatment 
of  a  disease  are  best  indicated  by  the  study  of  cases  that  have 
received  no  treatment,  and  that  show,  therefore,  the  natural  his- 
torj'  of  the  affection. 

A  characteristic  case  of  tuberculous  disease  of  the  hip-joint 
l>ejrins  insidiously.  It  causes  a  slight  limp  and  at  times  discom- 
fort and  pain.  In  the  early  stage  of  tiie  disease  there  is  slight 
Hexion  of  the  limb,  usually  combined  with  abduction,  the  instinc- 
tive aasumptiou  of  the  attitude  of  rest.  As  the  disease  progresses 
the  limb  Ijecomes  less  capable  of  performing  its  proper  function  ; 
the  range  of  painless  motion  becomes  more  and  more  restricted, 
and  the  attitude  changes  to  one  of  increased  flexion  and  adduction, 
the  attitude  in  which  the  limb  is  best  protectetl  from  injun*  and 
in  which  it  is  least  capable  of  performing  its  share  of  normal 
work.  Pain  is  more  constant,  abscess  is  often  present,  and  the 
constitutional  effects  of  a  depressing  disease  may  be  apparent. 
This  progression  of  symptoms  and  attitudes  is  so  fairly  constant 
that  hip  disease  ^vas  in  former  times  often  divided  into  stages  corre- 
sponding to  these  early  and  later  manifestations  of  its  effect*.  When 
the  limb  has  reached  the  jiosition  of  greatest  protection,  when  mo- 
don  which  at  first  was  limited  only  by  the  in  voluntary'  s{>asm  of 
the  muscles  that  are  now  atrophied,  is  restricte<l  by  adhesions  and 
eontractious,  paiu  often  ceases  to  be  a  troublesome  symptom,  the 
gMMral  health  improves,  and  effective  repair  Itegins.  Dnring 
the  progressive  stage  erosion  of  the  opposing  surfaces  of  the  joint 
has  a<lvanced,  always  more  rapidly  at  the  points  of  mutual 
pressure  and  friction,  the  upper  and  inner  surface  of  the  head  of 
tlie  femur  and  the  upper  margin  of  the  acetabulum,  and  here  the 
diwaM  remains  active  while  repair  progresses  at  the  points  which 
I  been  relieved  from  irritation.  Thus  in  many  instances  the 
tipper  margin  of  the  acetabulum  is  destroyed  and  a  subluxation 
of  the  femur  takes  place  (Fig.  \M),  a  displacement  favored  by 
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the  attitude  of  flexion  and  adduction,  and  induced  by  muscular 
spasm  and  by  pressure  upon  the  limb.  In  some  instances  there 
is  complete  displacement,  and  when  the  diseased  parts  are  thus 
separated  from  one  another  by  this  form  of  pathological  dislo- 
cation relief  of  symptoms  and  practical  recovery  may  quickly 
follow,  although  sinuses  leading  to  areas  of  local  disease  or  to 
fragments  of  necrosed  bone  may  persist  for  many  years. 

Nature's  cure  of  hip  disease  implies  recovery  with  a  shortened 
and  distorted  limb,  a  final  result  which  is  common  enough  even 
when  treatment  has  been  employed  to  explain  the  popular  con- 
ception of  what  hip  disease  entails  (Fig.  190). 

As  has  been  stated,  it  was  customary  in  former  years,  when 
treatment  was  neglected  or  less  efficient  than  at  the  present  time, 
to  speak  of  a  first,  second,  and  third  stage  of  hip  disease,  corre- 
sponding to  the  character  of  the  deformity,  but  early  or  later 
stage  as  used  by  the  writer  refers  to  the  inception  and  progression 
of  the  local  pathological  process,  not  to  the  distortion  of  the  limb. 

There  are  many  cases  of  hip  disease  in  which  the  primary  focus 
in  the  head  of  the  bone  is  so  limited  in  extent  that  perfect  func- 
tional cure  may  result  under  any  form  of  treatment,  or  non-treat- 
ment even.  And  there  are  others  in  which  the  disease  is  of  such 
a  destructive  character  that  the  result  must  be  disastrous  in  spite 
of  treatment.  But  there  can  be  no  doubt  that  by  early  diagnosis 
and  by  efficient  protection  a  vast  amount  of  suffering  may  be 
prevented,  that  useful  function  may  be  preserved,  which  would 
otherwise  have  been  lost. 

The  object  of  treatment  is  to  prevent  the  symptoms  and  the 
effects  of  the  disease  that  have  been  outlined  as  characteristic  of 
the  untreated  cases.  To  relieve  the  pain  that  depresses  the 
vitality  of  the  patient.  To  relieve  the  muscular  spasm  that 
induces  distortion  of  the  limb,  and  that  stimulates  the  activity 
of  the  destructive  process  by  increasing  the  pressure  and  friction 
of  the  diseased  surfaces  of  the  opposing  bones.  To  correct  and 
to  prevent  deformity  and  to  prevent,  as  far  as  may  be  by  lessen- 
ing the  pressure  and  by  restraining  motion,  the  upward  displace- 
ment of  the  femur  that  causes  irremediable  distortion. 

There  are  cases  in  which  radical  removal  of  the  diseased  parts 
may  be  indicated,  and  there  are  times  when  acute  symptoms  may 
require  absolute  rest  of  the  patient.  But  in  the  managenieut  of 
a  chronic  tuberculous  disease,  throughout  the  period  of  years  that 
may  elapse  before  cure  is  accomplished,  the  primary  require- 
ments of  the  treatment  that  have  been  indicated  must  be  met,  as 
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far  as  may  be,  by  appliances  that  allow  exercise  in  the  open 
air. 

Mechanical  Treatment.  The  most  effective  treatment  of  a  dis- 
eased joint  is  that  which  assures  it  the  most  perfect  rest  and  pro- 
tection. If  the  disease  is  in  the  earliest  stage  and  confined  to 
the  interior  of  the  bone,  rest  offers  the  moat  favorable  condition 
for  repair  and  for  preservation  of  the  joint.  If  the  disease  is 
further  advanced,  complete  relief  of  function  affords  an  oppor- 
tunity for  nature  to  check  its  progress  and  to  preserve,  it  may 
be,  a  part  of  the  joint  from  invasion.  If  the  joint  is  already 
involved,  rest  offers  the  best  opportunity  for  repair  by  preventing 
friction  that  stimulates  the  progress  of  the  disease  and  increases 
its  destructive  effects.  Whatever  checks  or  retards  the  progress 
of  the  disease  correspondingly  relieves  its  symptoms  and  prevents 
constitutional  depression  and  thus  preserves  the  vital  resist- 
ance, both  local  and  general,  upon  which  the  cure  of  the  disease 
ultimately  depends.  Kest  of  a  diseased  joint  of  the  lower  ex- 
tremity necessitates  splinting,  stilting,  and  traction. 

Splinting  naturally  signifies  the  fixation  that  may  be  attained 
by  the  application  of  a  splint,  extending  a  sufficient  distance  on 
either  side  of  the  part  to  be  fixed. 

Stiltinc; — the  elevation  of  the  foot  from  the  ground  so  that 
jar  and  pressure  on  the  diseased  articulation  may  be  removed. 

Traction — a  sufficient  force  exerted  upon  the  limb  to  over- 
come and  to  control  the  spasmodic  action  of  the  muscles. 

The  knee-joint,  the  junction  of  two  levers  of  similar  size  and 
function,  may  be  easily  controlled  or  placed  at  rest  by  means  of 
apparatus.  But  the  hip-joint  is  a  ball-and-socket  joint  which 
allows  free  motion  in  many  directions,  and,  being  the  junction  of 
the  body  and  the  limb,  two  segments  of  different  size  and  func- 
tion, it  is  especially  difficult  to  control.  For  this  reason  as 
much  as  any  other,  perhaps,  the  treatment  of  hip  disease  has 
been  the  subject  of  controversy  for  many  years.  And  even  at 
the  present  time  one  can  hardly  describe  the  treatment  of  hip 
disease  adequately  without  contrasting  the  methods  of  treatment 
that  are  in  common  use. 

Such  an  exposition  should  begin  naturally  with  a  description 
of  what  has  long  been  known  as  the  American  treatment,  in 
which  traction  has  always  occupied  the  most  important  place. 

The  Traction  Hip  Splint.  The  traction  hip  splint  consists  of  a 
pelvic  band  and  an  upright.  The  pelvic  band  is  made  of  sheet 
steel  about  an  eighth  of  an  inch  in  thickness  and  one  and  one- 
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eighth  inches  in  width,  sufficiently  strong  to  support  the  weight 
of  the  body  without  yielding,  bent  into  a  U-shape  to  conform  to 
the  pelvis,  but  wide  enough  to  cause  no  anteroposterior  pressure. 
As  Taylor  puts  it,  there  should  be  room  enough  for  the  pelvis  to 
move  freely  in  it.  This  band  embraces  about  three-quarters  of 
the  pelvis  at  a  point  just  above  the  trochanter.  It  is  covered 
with  leather,  and  is  provided  with  a  strap  to  complete  the  cir- 
cumference. Upon  the  pelvic  band  four  buckles  are  placed  for 
the  attachment  of  the  perineal  bands.     The  two  buckles  on  the 


Fio.  196. 


FIO.  196. 


Pio.  197. 


The  traction  blp  spUnt,  wtth  overUpping  upright  and  windlass,  iised  at  the  Boeton 
Children's  Hospital.    (Bradford  and  Lovett.) 

front  band  are  placed  directly  above  the  attachments  of  th« 
adductor  muscles,  on  either  side  of  the  genitals.  Behind,  the 
buckles  are  placed  much  farther  apart,  somewhat  to  the  outer 
side  of  each  ischial  tuberosity,  upon  which,  in  great  part,  the 
weight  of  the  body  is  to  be  supported.  The  pelvic  band  is 
bolted  firmly  to  the  upright  at  a  slight  inclination,  correspond- 
ing to  the  incliuatiou  of  the  pelvis.  The  upright  extends  from 
the  top  of  the  trochanter  to  two  or  more  inches  below  the  sole  of 
the  foot.     It  may  be  made  in  one  piece  or  in  two  sections  over- 
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lapped  and  attached  to  one  another  by  screws,  to  allow  for 
adjustment  (Fig.  196).  It  is  turned  inward  at  a  right  angle 
below  the  foot  and  is  shod  with  leather  or  rubber.  The  foot- 
piece  may  be  provided  with  a  windlass  (Fig.  195),  or  the  traction 
may  be  made  by  simple  straps  attached  on  either  side  (Fig.  201). 
At  about  tlie  middle  of  the  upright  is  placed  a  support  of  light 
steel,  which  is  provided  with  a  broad  leather  strap  for  the  pur- 
pose of  fixing  the  thigh  to  the  brace  and  supporting  the  knee.  In 
some  braces  a  second  similar  support  is  placed  at  the  upper  part 
of  the  stem ;  in  others  the  knee  is  supported  only  by  a  broad 
leather  pad  which  covers  its  inner  surface  and  is  attached  to  a 
cross-piece  on  the  upright  by  straps,  as  in  the  Taylor  brace.  In 
the  Taylor  brace,  which  has  served  as  a  model  for  all  similar 
appliances,  the  upright  is  a  steel  tube  into  which  slides  a  rod, 
supporting  the  foot  part  of  the  brace,  the  two  parts  being  joined 
with  a  rack-and-pinion  attachment  and  lock,  so  that  the  brace 
may  be  lengthened  or  shortened  by  means  of  a  key  (Fig.  200). 

Traction  Straps.  Traction  upon  the  limb  is  made  by  adhesive 
plaster,  preferably  that  known  as  moleskin  (yellow)  plaster,  which 
is  far  less  irritating  to  the  skin  than  rubber  plaster. 

These  plasters  should  be  cut  into  a  shape  corresponding  to  the 
lateral  aspect  of  the  thigh  and  leg,  thus  :  wide  above  and  narrow 
below,  reaching  from  the  trochanter  on  the  outer,  and  from  the 
pubes  on  the  inner  side,  to  the  malleoli  (Fig.  221).  The  lower 
ends  are  reinforced  by  a  second  layer  of  plaster  and  to  them 
buckles  are  attached.  The  plasters  are  then  applied  to  the  limb 
and  are  held  in  place  by  a  bandage  which  is  smoothly  applied 
and  then  sewed,  to  prevent  disarrangement.  The  object  of  the 
bandage  is  primarily  to  assure  the  adhesion  of  the  plaster  and 
secondarily  to  keep  it  clean.  It  can  be  replaced  by  a  properly 
fitted  covering  of  stockinette  or  by  a  stocking  leg. 

Another  method  of  applying  the  plaster,  designed  to  obtain 
a  better  hold  upon  the  limb,  is  that  devised  by  Taylor,  and 
described  by  him  as  follows  :  "  The  first  important  object  is  to 
seize  the  leg  in  such  a  manner  as  to  exert  against  it  an  unyield- 
ing force.  This  should  be  done  in  such  a  manner  as  will  not 
interfere  with  the  circulation,  nor  injure  the  knee,  by  unequal 
strain  either  below  or  above  it.  In  other  words,  the  whole  leg 
should  be  grasped  in  such  a  manner  that  the  knee  will  be 
supported.  It  may  be  done  as  follows :  A  strip  of  adhesive 
plaster,  long  enough  to  reach  from  the  waist  to  the  foot,  and 
from  three  to  five  inches  wide  at  the  upper  and  about  one-third 
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that  width  at  the  lower  end,  is  taken  and  cut  into  five  tails,  as 
shown  in  the  accompanying  illustration  (Fig.  19H).  A  piece 
from  four  to  six  inches  long  is  cut  from  the  centre  tail  and  added 
to  the  lower  end  to  strengthen  it ;  and,  if  the  patient  be  strong, 
one  or  two  more  pieces  are  laid  on  the  same  place,  where  a  buckle 
is  attached.  Two  similar  straps  are  prepared,  one  for  the  inside 
and  one  for  the  outside  of  the  leg,  and  laid  against  the  lateral 


FIO.  198. 


Fio.  199. 


C.  F.  Taylor's  method  of  applying  adhesive  plaster. 


aspects  of  the  leg,  the  ends  with  the  buckles  beginning  about  two 
inches  above  the  internal  and  external  malleoli,  and  the  centre 
tails  reaching  the  entire  length  of  the  leg  and  thigh,  to  the  peri- 
neum inside  and  the  trochanter  on  the  outside.  The  lower  strips 
or  tails  are  then  wound  spirally  around  the  leg  to  the  pelvis  and 
afterwanl  the  other  two  pairs  of  tail.s,  which  are  cut  down  to  just 
above  the  knee,  are  also  wound  about  the  thigh  in  the  same 
manner.     When  completed  the  thigh  Is  involved  in  a  network  of 
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Fio.  200. 


strips  of  adhesive  plaster,  which  act  equally  and  without  pressure 
on  the  whole  surface.  The  leg  has  about  one-fourth  of  the 
attachments,  and  the  thigh  three-fourths,  which  is  found  to  be  the 
right  proportion  to  protect  the  knee  equally  from  compression  or 
strain.  A  few  turns  of  the  roller  bandage  are  then  made  around 
the  ankle  just  under  the  lower  ends  of  the  straps,  which  serves 
as  a  protection  to  the  flesh  under  the 
buckles,  and  then  it  is  continued  over 
the  straps  on  the  whole  leg.  Thus 
prepared,  the  patient  is  ready  for  the 
splint"  (Fig.  199). 

At  the  Boston  Children's  Hospital 
the  lower  ends  of  the  adhesive  straps 
terminate  in  tapes  that  extend  be- 
low the  foot  for  attachment  to  the 
windlass,  wliich  is  used  with  the 
cheaper  form  of  brace. 

Perineal  Bands.  Perineal  bands 
are  made  by  covering  a  firm,  wide, 
unyielding  band  of  webbing  with 
several  folds  of  blanket  or  similar 
material  and  then  binding  it  smoothly 
with  canton  flannel.  These  are 
made  in  different  lengths  and  sizes, 
as  may  be  required. 

The  "ffigh  Shoe."  The  best  and 
lightest  material  for  raising  the  shoe 
worn  on  the  sound  foot  to  corre- 
spond with  the  brace  is  cork,  and 
the  ordinary  thickness  is  two  and 
a  half  inches.  A  good  and  cheap 
substitute  may  be  made  of  light 
wood  provided  with  a  leather  sole,  and  in  certain  cases  a  patten 
of  metal  may  be  used. 

The  Application  of  the  Traction  Hip  Splint.  The  traction  brace 
is  applicil  in  the  following  manner  : 

The  patient  lying  upon  his  back,  the  pelvic  band  is  first 
adjusted  and  is  strapped  about  the  body.  The  perineal  supports 
are  then  drawn  firmly  into  place  so  that  pressure  on  the  upright 
does  not  move  the  pelvic  band  from  its  proper  position  just 
above  the  trochanter.  The  brace  is  then  pushed  upward  against 
the  resistance  of  the  perineal  bands,  while  the  limb  is  at  the  same 


The  origiual  traction  hip  bmce  pro- 
vided with  an  abduction  screw  and 
a  strap  to  regulate  the  inclination  of 
the  pelvic  band  on  tho  upright. 
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time  drawn  downward  and  is  fixed  by  attaching  the  straps  to  the 
buckles  at  the  ends  of  the  adhesive  plasters.  If  the  brace  is 
provided  with  a  windlass  or  ratchet,  further  traction  is  applied 
to  the  point  of  tolerance  by  means  of  the  key,  care  being  taken 
in  adjusting  the  brace  that  it  does  not  project  so  far  below  the 
foot  as  to  more  than  equal  the  extra  length  provided  by  the  high 


A 


The  Judion  brace.    This  bas  but  one  perineal  band,  and  tbe  upright  to  bolted  flimly  to 

the  pelvic  band. 


shoe  on  the  sound  side.  The  knee  band  is  then  adjusted  and  in 
many  instances  a  strap  is  placed  about  the  ankle  and  the  brace 
to  assure  greater  security.  The  shoe  is  then  put  on,  the  leg 
clothing  is  drawn  over  the  brace,  and  the  patient  is  allowed  to 
stand.  If  in  walking  the  patient  is  inclined  to  tilt  the  foot  down- 
ward and  to  bear  the  weight  on  the  toe,  a  strap  is  attached  to  the 
middle  of  the  foot-piece  and  fastened  to  a  buckle  on  the  heel  of 
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the  shoe  with  sufficient  tension  to  hold  the  foot  in  the  horizontal 
position. 

By  means  of  this  brace  the  weight  is  borne  entirely  upon  the 
perineal  Imnds  ;  thus  the  joint  is  relieved  from  pressure  and  from 
jar.  The  perineal  bands  should  be  accurately  adjusted  to  pass 
upward  in  front,  parallel  to  one  another  on  either  side  of  the 
genitals,  in  order  to  avoid  pressure  on  the  inner  borders  of  the 
thighs  ;  while  behind  they  turn  diagonally  outward  in  order  to 
pass  over  the  tuberosities,  which  are  best  adapted  for  weight 
bearing. 

In  the  original  Taylor  hip  brace  the  pelvic  band  is  bolted  to 
the  upright  in  a  manner  to  allow  anteroposterior  motion,  and  the 
inclination  of  the  pelvic  band  is  regulated  by  a  strap  attached 
to  the  upright  for  better  adjustment  (Fig.  200),  when  the  limb 

Fio.  202. 


Tbe  reduction  of  flexion  by  means  of  the  traction  hip  splint.    (C.  F.  Taylor.) 

is  flexed  to  a  marked  degree.  This  brace  has  been  modified  by 
Taylor  by  shortening  and  changing  the  shape  of  the  pelvic  band 
for  the  use  of  but  one  perineal  support  (Fig.  231) ;  and  a  similar 
form  of  brace  is  used  by  Judson.  The  shortened  pelvic  band 
lessens  the  restraint  of  the  brace  upon  the  motion  of  the  limb, 
and  seems  to  oflfer  little  compensating  advantage. 

Before  the  traction  brace  is  used  in  ambulatory  treatment,  dis- 
tortion of  the  limb,  if  it  l>e  present,  should  be  reduced  ;  or  if  the 
disease  be  particularly  acute  preliminary  rest  in  bed  until  the 
subsidence  of  the  symptoms  is  advisable. 

The  Redaction  of  Deformity  by  Means  of  the  Traction  Brace. 
The  patient  lies  in  bed  upon  a  firm  mattress ;  the  distorted  limb 
is  then  raised  to  slightly  more  than  a  sufficient  angle  to  relax  the 
contracted  muscles  and  to  straighten  the  lumbar  lordosis ;  it  is 
then  abducted  or  adducted  if  necessary  until  the  level  of  the 
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fgrouDd  the  joiut  is  subjectwl  to  the  trnctiou  that  the  brace 
exerts,  plus  its  weight,  a.s  coutrasted   with  cessation  of  tractiou 
kand  the  relief  from  the  weight  wheu  the  brace  supports  the  i)iidy 
the  alteruato  step.     Thus  the  critics  of  the  brace  assert,  in 
ewhat   exaggerateil   language,   that    it  exercises  a  pumping 
FRotiou  on  the  joint.     As  a  matter  of  fact,  the  observation  of 
rpatients  under  treatment  by  this  method  will  show  that  little 
{■ctaal  traction  is  cxertc<l  in  the  ordinary  cjises  ;  that  the  so-called 
Itmction  really  ser\e3  principally  for  the  adjustment  of  the  brace, 
I  which  by  its  weight  exercises  a  certain  iiitt'rnutlent  traction  dur- 
I  ing  locomotion.     The  hold  of  tiie  encircling  band  upon  the  jadvis 
\  a  considerable  restriction  of  motion,  but  whatever  splint- 
ing action   It   may  have  dcpcncis  \\\>on   the   degree  of    tractiou, 
which   is  never  effective  enough,  however,  to  prevent  a  certain 


Fin.  -JMI. 


\^ 


■  1  or  roluclng   flexion   in   bcp  illsenit:-    The  br»cc  i«  «i)]iislcJ  lo  Ihc  angle  of 
ami  ID  uMltliin  to  Ilie  diKci  iracUon  of  tlie  tppcnilus  uelgbu  are  altacbed  lu 
<ii<U     In  tbe  llliulrailon  couDler-irmcUoo,  by  m«uuor  ixsrlueal  buidt  &tuclieil 
bj  liie  bead  or  tbe  bed.  ts  i>bowD. 

unotmt  of  motion.     This  point  is  illnstratc<l  by  the  exjwriments 
of  Lovett,'  which  are  described  by  hiiu  a.-;  follows  : 

"  In  these  experiments  a  long  traction  splint  was  fitted  witli  a 
self-registering  jiencil  by  means  of  which  motion  at  the  hiji-joint 
«u  reoonle<l  u|)on  the  skin  over  the  ilium.  This  was  done 
dinply  by  carrj-ing  the  shaft  up  so  that  it  held  the  pencil  jR>r|>cn- 
dicularly  to  the  akin.  A  splint  fitted  with  this  register  was 
applied  to  a  boy  with  normal  hip-joints,  and  traction  was  maile 
up  to  the  usual  {Htint,  beitig  about  tlircc  {>ounds  and  a  half,  as 
n*gi«lcred  by  a  spring  balan<%  inserted  in  the  extension  stra|>s. 
With  this  splint  on  the  Ixiy  was  allowed  to  walk,  ami  it  was 
friund  that  the  hip  described  an  arc  of  iliiriv-fivt»  degrees  of  joiut 


■  B.  W.  LoTMI.    Vow  Tork  Medlol  Journal,  JMigutt  »,  IN9I. 


334 


ORTHOPEDIC  SURGERY. 


pelvis  is  restored.  The  pelvic  band  is  made  to  conform  to  this 
greater  relative  inclination  of  the  pelvis  by  lengtiicuin^  tlie  jws- 
tc-rior  stnip ;  tlif  bnice  is  then  applie<l,  the  liml)  l>einp  held  in 
the  attitude  of  deformity  by  a  sling  or  support  (Fig.  202),  and 
as  mucli  traction  as  the  patient  can  tolerate  is  exerted  by  length- 
ening the  upright.  The  direct  traction  exerted  ijy  the  brace  may 
Ije  reinforcc<l  by  means  of  a  cord  running  over  a  pulley  at  the 
foot  of  the  bed,  in  the  line  of  the  brace,  to  which  a  weight  of  ten 
or  more  pounds  (Fig.  203)  is  attached.  Thus  the  prcssun'  of 
the  perineal  bands  is  somewhat  lessened.  Ktficient  traction  will 
quickly  reduce  recent  deformity  caused  by  muscular  contraction, 
and  as  this  is  lessened  the  position  of  the  limb  is  correspondingly 
ciianged  until  it  lies  extended  and  parnllel  with  its  fellow.  If 
adduction  be  oombineil  with  flexion  the  perineal  band  on  the 
side  opposite  to  the  disease  is  tightened  from  time  to  time,  or  a 
direct  push  against  the  opposite  adductor  region  is  exerted  by 
means  of  a  l)ar  attached  to  the  brace  opposite  the  knee  (Fig. 
227).  In  ordinary  cases  the  deformity  may  be  reduced  by  tliu 
means  in  from  two  to  six  weeks. 

The  brace  should  Ik;  worn  day  and  night.  The  perineal  bands 
may  be  loosened  at  times  to  allow  for  bathing  tl)e  skin  with 
alcohol  and  for  powdering,  in  onler  that  the  skin  may  be  kept 
dry ;  but  at  such  times,  if  the  disense  be  acute,  manual  tnu-tinn 
should  be  made  until  the  brace  has  been  readjusted.  The  adhe- 
sive plasters,  if  of  moleskin,  may  often  remain  m  jtucition  for 
tliree  mouths  or  longer.  When  they  are  removed  the  limb  Is 
gently  liathcd  with  alcohol.  Excoriations  are  unusual  unless 
rubber  plaster  is  used.  If  the  skin  is  abraded  the  part  should  be 
powdered  with  boracic  acid  and  protected  from  (lie  plaster  by  a 
layer  of  gauze. 

ThK  HkLATIVE  EFKlCIENrv  OK  THE  THA<  TIoX  Hll'  SPM.NT. 

In  analyzing  tlie  action  of  this  brace  it  is  evident  at  once  that  it 
is  thoroughly  effective  as  a  stilt.  It  is  effective  as  a  trad  ion 
appliance,  in  the  sense  of  relieving  muscular  tension,  in  direct 
projwrtion  to  tiie  care  that  is  exercise^l  in  its  adjustment.  Trac- 
tion by  this  appliance  may  be  made  constant  and  effective,  even 
to  the  point  of  practical  tixation  while  the  patient  is  in  Ik"*!,  or 
when  cnitches  arc  used,  in  ambulatory  treatment.  But  wIk-h  the 
apparatus  is  used  as  a  walking  brace,  as  was  designed  by  its 
inventor,  constant  traction  is  not  exerted,  for  the  traction  stni|ts 
alternately  relax  and  tighten  when  the  weight  of  the  body  falls 
ui>on  and  l«ives  the  brace  in  walking,     ^\'heu  the  brace  ia  off 
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the  groiiu<l  the  joint  is  subjectwl  to  the  traction  tliat  the  l)race 
exerts,  phis  its  weight,  as  contrasted  with  cessation  of  traction 
and  tlie  relief  from  the  \veit;ht  when  tlie  brace  supports  the  body 
at  the  alternate  step.  Thns  the  critics  of  the  brace  assert,  in 
somewhat  exaggerated  language,  that  it  exercises  a  jiumping 
actiou  on  the  joint.  As  a  matter  of  fact,  the  observation  of 
patients  under  treatment  by  this  method  will  show  that  little 
actual  tractinn  is  exerted  in  tlie  ordinary  cases  ;  that  the  so-called 
traction  really  ser^'es  principally  for  the  adjustment  of  the  brace, 
which  by  iU  weight  exercises  a  cei"tain  iiit(  rmittcut  traction  dur- 
ing locomotion.  The  hold  of  the  encircling  band  upon  the  pelvis 
assures  a  considerable  restriction  of  motion,  but  whatever  splint- 
ing action  it  may  have  depends  upon  the  degree  of  traction, 
which  is  never  eflFective  enough,  however,  to  preveut  a  certain 


Fin.  mt. 


II 


J 


A.  method  of  rt'dudng  Uexiun  In  biji  dliiauic.  The  brace  Is  adjusted  to  tlie  angle  of 
derormity,  and  in  addition  to  tbc  direct  traction  of  the  apiaratus  weights  an:  attached  to 
tb«  brace  llself.  In  the  Illustration  counter-traction,  by  means  uf  perineal  bands  attaclied 
to  the  bead  of  the  bed,  1>  abown. 

amount  of  motion.     This  jviiut  is  illustrated  by  the  experiments 
of  Lovett,'  which  are  described  by  iiiiu  as  follows : 

"  In  these  experiments  a  long  traction  splint  was  fitted  with  a 
self-registering  pencil  by  means  of  which  motion  at  the  hip-joint 
was  recorded  ujkju  the  skin  over  the  ilium.  This  was  done 
simply  by  carrying  the  shaft  up  so  that  it  held  the  pencil  perpen- 
dicularly to  the  skin.  A  splint  fitted  witli  this  register  was 
applied  to  a  boy  witli  normal  hiji-juiiits,  and  traction  was  made 
up  to  the  usual  point,  being  al>out  ihrcc  pounds  aud  a  half,  as 
registered  by  a  spring  balance  inserted  in  the  extension  straps. 
With  (his  splint  on  the  bi>y  was  allowed  to  walk,  and  it  was 
found  that  the  hip  described  an  arc  of  thirty-five  degrees  of  joint 


>  R.  \V.  Lorelt.    New  York  Medical  Journal,  Augatt  8,  IWI. 
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motion.  In  sitting  down  and  rising  an  arc  of  similar  extent  waa 
described.  In  another  case  with  normal  hip-joints  the  motion 
was  found  greater,  and  the  register  showed  ii  motion  of  forty 
degrees.  \\'ith  a  very  severe  amount  of  traction — s-o  much  my 
that  it  was  almost  unendurable — motii>u  of  fifteen  ilcgrees  was 
reconled.  This  apparatus  was  first  tested  by  being  ajiplied  to  a 
patient  with  aneiiylosis  of  the  hip,  when  it  was  found  that  no 
motion  was  recordetl,  the  register  marking  by  a  dot.  These 
experiments  certainly  seem  to  show  that  to  a  healthy  hip-joint 
the  long  traction  splint  affords  ven.'  imperfect  fi.xation,  and  it 
may  be  inferred  that  to  a  diseased  joint  eipially  poor  suppirt  is 
affordeil." 

The  fact  must  be  borne  in  mind  that  the  traction  hip  splint 
was  not  intended  to  l3e  a  fixation  or  splinting  appliance.  On  the 
coutrar>-,  Davis,  its  inventor ;  Taylor,  who  changed  it  into  a 
practical)le  form,  and  Sayre,  who  further  modified  it,  each 
believed  that  motion,  except  when  the  joint  was  fixc«l  by  mus- 
cular spasm,  was  desirable. 

"  The  first  splint,  as  well  as  all  ray  modifications,  admits  of 
free  motion  of  the  diseased  joint,  but  rigidly  excludes  all  friction 
of  the  diseased  surfaces  upon  one  another.'"     (Davis.) 

*>  Motion  without  friction  is  not  only  not  injurious,  but  it  is 
highly  beneficial.""     (Taylor.) 

"  For  the  ligaments  around  a  joint  will  become  fibrocartilag- 
inous or  even  osseous,  if  motion  is  denied  them,  particularly  if  a 
chronic  inHammation  is  going  on  within  the  joint  with  which 
they  are  connected. 

•'  As  Dr.  Davis  is,  I  believe,  the  first  person  who  ctinstructed 
an  instrument  embracing  these  important  advantages,  extension 
with  motion,  I  have  given  him  full  credit  for  tlie  same,"  etc' 
(Sayre.) 

Motion  without  friction  in  this  sense  would  seem  to  imply  tlie 
actual  sei»aratiou  of  the  femur  from  the  acetabulum,  or  distrac- 
tion as  distinct  from  traction. 

That  actutd  distraction  is  jwssible  at  the  hip-joint  Iwth  in 
health  and  disease  is  proveil  by  the  experiments  of  Brackett*  and 
by  those  of  Bradfonl  and  Ijovett.  Tiiese  experiments  show  that 
a  traction  force  from  ten  to  twenty  pounds  is  retjuired  to  cause 


'  DftvU.    ContenratlTe  Sursery,  1967.  p.  ill. 

<  Tarlor-    Tlie  Mecbuilcal  Treadnenl  of  ttlaeaiie  of  Uie  Hlp-JoInt,  UTS,  p.  U. 
•  S»yrc     Lcclurejon  Ortho|ieillc  Siirgery, !«»,  p.  aoo. 

<  Bmrk«tl     Tmriatciion*  Amcrlrari  Onbopedle  AatocladOD.  vol.  U.    Bndtod  utd  Lcmtl. 
Sew  York  Medical  Joarual,  .iugiul  4.  ISM. 
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OD^-ei|fhth  to  oneHjunrter  of  an  inch  of  actual  lengthening  of  the 
limb,  even  in  cliil<llioo<l.  It  is,  therefore,  to  say  the  least, 
unlikely  that  the  feeble  and  intermittent  traction  exerted  by  a 
hip  splint,  when  used  as  an  ambulatory  support,  can  he  sufficient 
to  separate  the  bones  from  one  another  and  thus  to  allow  motion 
witljout  friction  as  was  originally  claimwl  for  this  apparatus.  In 
fact,  it  would  appear  that  the  claim  that  motion  was  of  positive 
benefit  to  the  diseised  joint  Wiis  afterward  modified  by  the  up- 
holders of  this  method  of  treatment  to  a  negative  assertion  of  its 
hunnlessness,  for  example : 

"  If  the  disease  permits  a  certain  amount  of  motion  at  the 
aflfe<^te<1  articulation,  motion  within  the  limits  set  by  nature  is 
not  harmful.'"     (ShnfTer. ) 

This  statement  would  seem  to  imply  that  the  motion  per- 
mitted by  the  appanitus  might  be  varied  in  accordance  with  the 
degree  of  restriction  that  a  particular  case  presented,  provided  that 
this  motion  were  restricted  to  the  limit  set  by  nature.  In  actual 
practice,  however,  the  same  form  of  brace  is  applied,  and  with 
the  same  adjustment,  in  every  case  ;  or  as  it  is  stated  in  a  paper  on 
the  final  results  of  the  mechanical  treatment  by  this  apjwratus  in 
'lispensary  practice,  under  Shaffer's  rlirection  :  "  In  each  case 
reporte<l  a  Taylor  traction  splint  was  applietl  soon  after  the  first 
examination.  .  .  .  The  patient,  imless  recumbency  was 
Moeanrr  to  overcome  a  malposition  of  the  limb  or  unless  the 
tiymptoms  were  so  acute  as  to  demand  rest,  was  allowed  almost 
unlimited  exercise  in  the  open  air."*  Yet  it  may  be  inferred 
from  the  rejjort  of  the  final  results  in  these  cases  that  in  spite  of 
the  protection,  which,  in  many  instances,  must  have  restricted 
motion  within  the  limits  present  at  the  first  examination,  the 
range  of  motion  became  more  and  more  restricted,  for  in  16  of  35 
caaes  reported  anchylosis  resulteti,  and  in  7  others  the  motion  was 
lew  than  ten  degrees.  Thus  in  74  per  cent,  of  the  cases  practical 
ftxatioD  of  the  joint  was  found  on  the  final  examination. 

In  criticising  these  statistics  it  must  be  borne  in  mind  that  the 
patients  were  treate«l  under  all  the  disadvantages  of  disjiensary 
practice,  and  that  the  final  usefulness  of  a  limb  is  by  no  means 
in  proportion  to  the  frce<lom  of  motion  that  may  be  preserved; 
•till  with  these  n*scrvations  it  can  hardly  be  claimed  that  the 
proportion  of  absolute  or  partial   anchylosis  would   have  been 


'  WMOIrr.    TT»M*ctlonji  American  f»rUinpcdlc  AMnciatlon,  ml.  (I  p.  ISO. 
'  HtaSMAnd  LoTcti.    Od  Ui«  I'ltlDWt*  Knuica  o(  ib«  Mcchanlml  TPMtmaDt  of  Bl^Jolat 
!ilHa»    Htm  fork  Medical  Journal,  May  31.  I^~. 
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greater  than  this  had  any  other  system  of  treatment  Ijcen  cm- 
ployed. 

At  the  present  time  the  theory  that  motion  of  a  disc-ase<l  joint 
is  of  beneHt,  or  even  that  it  is  harmless,  has  few  supporters  even 
among  those  who  use  the  traction  brace  exclusively.  Ou  the 
contrary,  the  motion  that  cannot  he  prevented  is  excused  because 
of  the  practical  etticiency  of  the  brace  and  because  it  is  l)elie\"ed 
that  no  mure  cITective  protection  can  be  attained  by  any  other 
method  of  ambulatory  treatment. 

In  all  acute  cases  a  period  of  rest  in  bed  with  traction  to  the 
point  of  actual  distraction  is  advised.  When  aml>ulutiou  is 
resumed  the  brace<]  limb  is  made  pendent  by  means  of  the  high 
shoe  and  crutches,  so  that  unintcrniptetl  traction  may  still  be 
exerteil,  and  the  brace  is  only  used  jis  a  supporting  appliuniw 
when  the  symptoms  indicate  that  the  disease  is  quiescent. 

Although  this  modification  of  treatment  was  not  followed  by 
Taylor,  still  in  his  later  writings  he  states  that  motion  is  of 
advantage  only  in  the  stage  of  recovery.  And  it  is  evident  that 
his  success  was  due  to  tlie  extreme  care  which  he  exercis^-d  in  the 
supervision  of  the  patients,  and  in  adapting  treatment  to  the  var>-- 
ing  phases  of  the  disease  rather  than  to  any  theory  that  he  may 
have  advocated.' 

As  has  been  stated,  treatment  by  the  long  traction  brace,  by 
means  of  which  motion  without  friction  was  at  one  time  clainietl 
to  be  po6sii)le,  and  in  which  traction  is  the  distinctive  feature,  is 
sometimes  called  "The  American  Treatment  of  Hip  Hiseasc." 
In  this  sense  the  direct  splinting  of  the  joint  without  tnictioii,  by 
means  of  the  Thomas  brace,  migiit  be  cidlcd  in  distinction  "The 
English  Treatment." 

The  Thomas  Treatment  of  Hip  Disease.  II,  < ).  Tiiomas,'  of 
LiverjxH>l,  writing  at  a  time  when  in  America  it  was  generally 
believed  that  motion  was  essential  to  the  well-being  of  n  diseiiS4-d 
joint,  and  when  fixation  was  supposed  to  predispose  to,  or  to 
actually  induce,  anchylosis,  states  "  that  continuity  of  extension 
per  Me  is  not  a  remedy  in  hip-joint  disease ;  in  its  application  it 
involves  unavoi<lably  a  fractional  degree  of  fixation  which  is  suffi- 
cient to  mask  the  evil  of  this  ridiculous  malpractice." 

The  i-onclusions  on  which  his  treatment  is  founded  are  these  : 
"  The  main  obstacle  to  the  cure  of  on  inHametl  joint  is  t)>e  friction 


■  BoMon  ModloU  and  Sui^oal  Jonrnal,  Marth  «,  1«79. 

•  Uaaua  uf  llio  til|>,  Kiicc,  *n<]  AnklovIoInU,  TmMd  bjr  «  New  and  Kdcrtlrt  Mctlxid, 
ISift,  p.  1U. 
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and  pressure  of  its  surfaces  ;  consequently  the  attainment  of  rest, 
that  is  of  immobility  of  the  articulation,  ought  to  be  the  principle 
which  should  guide  the  treatment.  Pressure  and  concussion  are 
less  to  be  feared  than  friction.  Effectual  rest  can  only  be  ob- 
tained by  mechanical  treatment,  and  for  this  purpose  the  appli- 
ances which  I  here  recommend  are  effectual.  The  more  an 
inflamed  joint  is  moved  the  stiffer  does  it  become ;  while  the 
more  effectually  it  is  fixed,  the  sooner  and  the  more  completely 
is  its  capability  of  movement  restored.  To  insure  permanency  of 
cure  the  control  should  be  maintained  for  a  period  beyond  the 
time  when  resolution  has  taken  place.     This  prolonged  arrest  of 


Fia.  204. 


Fig.  205. 


tte 


Tbe  Thomas  hip  splint,  covered  and  Hiteil  with  shoulder  straps. 
(Ridlou  and  Jones.) 


a  joint'.s  movements,  for  even  an  unnece&sarily 
loug  period,  I  have  never  found  to  do  harm." 

The  splint  used  by  Mr.  Thomas  to  carry  out 
these  principles  effectively  is  described  by  him 
substantially  as  follows : 

A  flat  piece  of  malleable  iron,  three-quarters 
of  an  inch  wide  and  three-sixteenths  of  an  inch 
thick  for  children,  and  one  inch  by  one-quarter 
inch  for  adults,  long  enough  to  extend  from  the 
lower  angle  of  the  scapula  to  the  middle  of  the  calf,  forms  the 
upright.  This  is  fitted  to  the  body  of  the  patient,  passing  from 
the  lower  angle  of  the  scapula,  in  a  perpendicular  line,  down- 
ward, over  the  lumbar  region,  across  the  pelvis,  slightly  external, 
but  close  to  tiie  posterior  spinous  jjrocess  of  the  ilium  and  the 
prominence  of  tlie  buttock,  along  the  course  of  the  sciatic  nerve 
to  a  point  slightly  external  to  the  calf  of  the  leg.  It  must  be 
carefully  modelled  to  this  track.     The  lumbar  portion  of  the 


The  splint  in  its  sim 
plest  form,  not  yet  pud 
ded  or  covered.  (Rid 
Ion.) 
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upright  inudt  be  invariably  almost  a  plane  surface,  but  it  must 
l>e  twisted  slightly  on  its  long  axis  at  the  junction  of  the  upper 
and  middle  third,  so  that  the  anterior  surface  of  the  lower  part 
may  look  slightly  outward  to  correspond  to  the  contour  of  the 
buttock  and  thigh.  A  second  and  double  bt'nd  is  made  in  the 
upright  at  the  point  where  it  passes  the  buttock,  so  that  the 
thigh  part  lies  ou  a  slightly  higher  plane  than  the  body  part,  l)ut 
parallel  witJi  it.  The  upright  is  then  provided  with  chest,  thigh, 
and  leg  bands  (Fig.  "204). 

The  chest  band  is  of  hoop  iron  one  and  a  half  inches  in  width 
by  one-eighth  of  an  inch  in  thickness.  This  is  bent  into  an  oval 
to  correspond  with  the  shape  of  the  chest,  being  four  inches  less 
than  the  circumference  at  this  point  if  the  patient  is  an  adult, 
and  of  a  corresponding  size  for  a  child.  It  is  riveted  to  the 
upper  extremity  of  the  brace,  so  that  oue-third  of  its  length  shall 
be  ou  the  side  corresponding  to  the  diseased  joint  and  two- 
thirds  on  the  other.  The  thigh  band  and  leg  band  are  of 
similar  material,  three-i|Uarters  by  one-eighth  of  an  inch  in 
si/e.  The  thigh  band,  in  length  eipial  to  two-thirds  of  the 
circumference  of  the  thigh,  is  fastened  to  the  upright  at  a 
jHjiut  one  to  two  inches  below  the  buttock,  and  the  calf  band, 
equal  in  length  to  half  the  circumference  of  the  leg  at  the  calf, 
is  riveted  to  the  lower  extremity  of  the  brace.  Both  the  thigh 
and  leg  bands  are  attached  to  the  brace  at  points  slightly  to  the 
inner  side  of  the  centre,  so  that  the  outer  arm  of  eacli  band  is 
somewhat  longer  than  the  inner.  The  Imire  is  padded  with  thiu 
l)oiler  felt  and  is  covered  smoothly  with  basil  leather.  In  fitting 
the  brace  to  the  patient  the  long  part  of  the  chest  baud  should  be 
made  to  bug  the  body  closely,  while  the  short  arm  should  be 
somewhat  away  from  it.  The  anterior  surface  of  the  thigh  part 
of  the  upright  shotdd  have  a  perceptible  outward  twist  and 
should  be  stmiewhat  on  the  inner  side  of  the  popliteal  space. 
Thus  the  instrument  is  prevented  from  rotating  outward  and 
l>ecoming  a  side  splint.  The  chest  band  is  closed  with  a  strap 
and  buckle  ;  it  is  suspended  by  shoulder  straps,  and  the  leg  between 
the  two  bands  is  attached  to  the  brace  by  means  of  a  flannel 
l^andage.  Kidkni  states  that  in  practice  this  bandage  is  usually 
replaced  by  a  strip  of  basil  leather  passetl  across  the  front  of  tlie 
limb  close  do\vn  to  the  upper  border  of  the  patella,  thence  back- 
ward and  downward  to  the  stem  of  the  splint  and  pinned  to  the 
covering,  so  that  the  resistance  to  the  dowuwanl  working  of  the 
brace  is  borne  by  the  quadriceps  femoris  muscle.     The  ordinary 
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shoulder  straps  may  be  replaced  by  a  single  bandage  looped  about 
the  upper  part  of  the  stem  (Fig.  206).  This  bandage  is  twisted 
for  a  length  of  about  six  inches,  then  separated,  the  ends  being 
carried  over  the  shoulders,  are  passed  through  holes  in  the  corre- 
sponding ends  of  the  chest  band,  where  they  are  knotted,  and 
finally  the  two  ends  are  tied  to  one  another,  completing  the  cir- 
cumference of  the  chest  band. 

This  brace  is  fitted  by  the  surgeon  directly  to  the  patient's 
body  as  he  stands  erect.  If  the  limb  be  already  flexed  the  foot 
is  raised  by  blocks  until  the  lumbar  lordosis  is  straightened ;  the 


Fig.  206. 


Nfetbod  of  changing  tbe  line  of  prenure  on  the  skin  ttora  the  Thomas  hip  splint  by 
drawing  the  tissues  to  one  side.    (Rldlon  and  Jonee.) 


brace  is  then  bent  to  fit  the  angle  of  deformity  and  is  applied  in 
the  usual  manner. 

Tbe  brace  is  made  of  iron  because  it  is  less  elastic  than  steel, 
and  because  it  can  be  more  easily  tvdsted  by  wrenches.  It  must 
be  heavy  and  strong  in  order  to  splint  the  part  effectively,  and 
it  can  only  be  an  effective  splint  when  it  is  fixed  in  its  proper 
position  and  exercises  direct  pressure  upon  the  hip-joint.  In 
cases  in  which  the  brace  has  been  properly  employed  a  deep  fur- 
row should  appear  in  the  buttock  directly  over  the  neck  of  the 
femur.    Once  fitted  to  the  patient  it  is  changed  only  at  infrequent 
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inbH-taLi  and  alwaj§  b;r  tlK  sasv^auu  «i»  if  partkniaTJv  cauvfnl 
noc  to  iik:>v»  the  limb  daria^  db«  »::tiv<e'  jtige  of  tik*  4i$«K<te. 

The  'ioaklr  Tbomas  iiip  splint  is  maAt  bv^  }c«iiiiKff  tw  sii^le 
splints.  Tbrese  ar&  rivi^ced  to  the  dbest  baii>l  afcov«-  and  art  cod- 
necced  ai  the  I>>ver  ^i>i>  bj  a  crosebor.  anks^  the  brace  i$  to  be 
oseil  in  the  r<e<iiKC»:4i  -i  •kf>>niiitv.     Care  most  be  taken  that 

tbe  aprizfat?  pss  to  the  tioter 
*i»ie  and  ».<  directly  ov«-  the 
|>«ter>.>r  >apen<:>r  sfHDes  <rf  the 
ilium. 

Tke  Scteetiaa  of  DeAmity  ^ 
tk  Tkiaas  Metkod.  Preferably 
in  the  treatment  of  childi^i  the 
•k>able  braiv  i>  applied,  the  sound 
limb  beiotf  fixed  in  the  extended 
p<>iti>>ii  while  the  flexed  limb  is 
<upp>rteil  by  the  other  arm  fsi 
the  braiv.  bent  to  the  angle  vS. 
«lef<>rmity.  The  patient  i«  ocm- 
fineil  to  the  bed  and,  as  the  miu- 
cnlar  <pa«m  relaxes  under  the 
influentv  of  enforced  rest,  the 
bracv  i-  straightened  slightly  by 
wreuohe?  from  time  to  time,  at  a 
jtoint  Mpp>?ite  the  joint,  to  con- 
form to  the  improved  position 
until  #ymmetr>-  is  restored.  In 
rcsisfcmt  csisos  this  gradual  re- 
laxation is  liostened  by  straight- 
eninjr  the  braoo  somewhat  at  in- 
tervals, to  which  the  attadied 
limb  nmst  conform — a  gradiml  forcible  reduction  of  deformity. 
According  to  Kidlon  and  Jones,  the  flexe<l  limb  is  often  forced 
to  conform  to  the  straight  brace  by  a  temporar}'  exaggeration  of 
the  lumbar  lordosis,  which  lessens  as  the  spasm  subsides  under 
treatment. 

The  tnsitinent  is  divided  by  Mr.  Tiionuus  into  stages : 

1.  A  pntiiininary  stage  of  rest  in  botl  for  the  reduction  of 
d«!forniity  and  to  allow  for  subsidence  of  acute  symptoms. 

2.  Tlie  patient  is  tli(?n  allowed  to  go  about  on  cnitches  wearing 
ati  iron  patten  at  ie:f<t  four  inches  in  heigiit  under  the  sound  foot 
(Fig.  207). 


Thomu  •pUnt  applied  wltb  patten  and 
crulcbei. 
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3.  Wlieii  all  symptoms  of  (lise-ase  hiive  subsitletl  and  when 
atrophy  of  tlio  muscles  is  marked  the  brac«  may  be  removed  at 
night 

4.  The  brace  is  finally  <lis«irded,  but  the  patten  and  crutches 
are  still  used  in  walkinj^. 

Ac<X)nling  to  Ridlou'  the  records  of  Mr.  Thomas  show  the 
aversjjre  time  of  confinement  to  the  bed  to  be  twenty-two  weeks, 
and  the  average  dunitiou  of  treatment  twenty -one  mouths. 

It  is  stated  by  Ridlrtir  ttiat  iti  actual  pr.u'tice  these  ])riuciples 
were  not  carried  out,  for  nearly  all  the  rliiUlren  treated  under 
Thomas'  direction  at  the  time  his  observations  were  made  were 
walking  about  witlmut  i\\v  high  patten  and  crutches,  even  before 
the  deformity  had  been  overcome  and  while  muscular  spiusm  and 
pain  jiersisted. 


A  form  nf  Tbo!ii»»s  bmce  employe*!  in  (tie  treatment  of  Innints.  The  pelvic  Imud  uraureH 
better  flxntlon.  Tbe  screws  at  tbe  lower  eztremUy  are  arranged  to  permit  tbe  addition  ot  a 
foot-piece  for  iractloD. 

This  W!LS,  however,  j)r(ihal)ly  an  exigency  of  practice  among 
the  p<K)r,  anil  at  all  events  it  is  in  line  with  Thomas'  contention 
that  pressure  and  concussions  are  less  harmful  than  friction. 

Modifications  of  the  Thomas  Brace.  Although  not  so  stated  in 
his  book,  Thomas  used  at  times  a  short  brace  extending  only  to 
the  lower  pivrt  of  the  thigh,  thus  permitting  motion  at  the  knee. 
This  was  apparently  designetl  as  a  convakiscent  splint,  although 
its  use  was  not  restricted  to  that  class  of  cases.  In  certaiu  cases 
a  strip  of  iron,  "  the  nurse,"  was  screwed  to  the  lower  extremity 
of  the  long  brace,  prolonging  it  l)eyond  the  foot  in  order  to  pre- 
vent the  patient  from  bearing  weight  upon  the  limb. 

The  Thomas  brace,  so  effective  in  preventing  and  overcoming 
flexion  deformity,  does  not  prevent  lateral  distortion.     In  fact, 


■  TranaacUoDB  American  Orltaojiedlc  AnoclaUon,  ToL  I.  p.  17. 
>  A  Report  of  Sixty-two  Caws  of  Uip  DUeaae  Obaerved  In  tbe  Practice  of  Hagb  Owen 
Tbomai.    New  York  Medical  Journal,  October  4,  18S0. 
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be  fitted  by  the  surgeon.  This  fitting  requires  great  care.  In 
the  words  of  Mr.  Thomas,  "the  fitting,  although  sometimes 
successful  in  one  visit,  may  at  other  times  occupy  many  days. 
The  surgeon  should  mould,  by  reducing  or  increasing  the  various 
curves,  until  the  instrument  ceases  to  tend  to  rotate,  and  at  none 
of  its  angles  irritates  the  patient."  He  concludes  in  a  general 
answer  to  the  criticisms  that  have  always  been  made  on  the 
difliculty  of  adjustment  of  the  appliance  as  follows  :  "  What  I 
can  invariably  do  must  be  possible  to  others." 

Treatment  by  the  Plaster  Bandage.  A  third  method  of  treat- 
ment is  that  by  means  of  the  plaster  bandage  without  crutches  or 
high  shoe.  This  is  simple  splinting  with  whatever  protection 
from  concussion  the  support  may  assure. 

This  treatment  might  be  called  the  German  method  if  the 
traction  hip  spliut  and  the  Thomas  brace  are  to  be  designated  as 
American  and  English. 

As  used  in  the  surgical  clinic  at  Berlin,  the  plaster  bandage  is 
applied  from  the  line  of  the  nipples  to  include  the  foot,  the  limb 
being  fixed  in  an  attitude  of  slight  flexion,  abduction,  and  out- 
ward rotation.  As  a  rule,  the  first  bandage  is  applied  under 
anaesthesia  for  the  purpose  of  relaxing  the  muscular  contraction 
and  facilitating  the  application.  If  nutritive  shortening  of  the 
muscles  is  present,  sufficient  force  is  employed  to  overcome  the 
deformity.  The  spica  is  renewe<l  at  intervals  of  from  two  to  four 
months.  When  the  disease  is  curetl  and  after  the  bandage  is 
finally  removed  f  raction  at  night  is  employed  for  a  time  by  means 
of  a  weight  attached  to  the  foot  to  prevent  the  tendency  to  dis- 
tortion. In  ambulatory  treatment  this  method  has  little  to 
recommend  it  except  expediency,  but  as  a  temporary  support  to 
be  used  before  the  application  of  a  suitable  brace  the  plaster  spica 
is  most  useful. 

When  properly  applied  it  is  an  admirable  support,  often  far  more 
comfortable  to  the  patient  than  any  brace,  and  it  is  at  times  an 
indispensable  form  of  dressing.  It  has  the  same  defects  as  the 
plaster  jacket,  and  it  may  receive  the  same  defence  that  its  most 
severe  critics  have  had  the  least  experience  in  its  use. 

Application  of  the  Plaster  Spica  Bandage.  A  plaster 
bandage  to  assure  support  should  fit  perfectly,  consequently  it 
should  be  applied  as  closely  as  is  possible.  If  it  is  available  the 
trunk  and  the  limb  should  be  protected  by  a  close-fitting  covering 
of  shirting,  such  as  is  used  in  the  application  of  the  plaster 
jacket.     Those  parts  that  are  likely  to  be  subjected  to  pressure 
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— llie  tt>es,  the  heel,  tlie  umlleoli,  the  condyles  of  the  femur,  tlie 
sides  of  the  pelvis,  the  anterior  liuperior  spines,  and  the  tliorax — 
should  be  .suitjibly  proteet«l  hy  e«jtton  waildiiij;,  which  may  be 
held  in  place  by  a  snugly  applied  rantou-flannel  bandape.  The 
planter  banduf^-  should  cover  the  lower  half  of  tlie  thomx,  und  it 
should  extend  to  the  ends  of  the  toes.  It  should  be  applieil 
under  slijrht  extension  very  carefully  around  the  adductor  re>;ion 
and  the  buttock,  which  should  be  entirely  Mivered  and  supftortetl. 
At  this  point,  in  the  Ibe  in  which  the  bar  of  the  Thomas  hip 
s|)liut  ruii.s,  a  piece  of  splint  wood  nr  a  strip  of  malleable  steel, 
lon;r  eiiuujrh  to  reach  fiimi  tlic  middle  of  the  back  to  the  lower 
third  i>f  the  thijjrh,  should  be  inooqwmited  in  the  plaster  (Fig. 
'207).      A  similar  pie(!e   is  sometimes  placed  in  front  of  the  hip 


KJo.  210. 


A  modlllcaUon  of  tbe  Lorent  bip  real  uied  In  Uie  kppUcatlon  uf  tbe  plaster  f  pica  tMD<lii<e. 
ADoUier  form  ti  illiutmiol  In  the  utlcle  on  ConcenlUI  OlslocaUon  of  tbe  Hip. 


and  another  beneath  the  knee,  the  points  at  which  the  baiuin^  U 
likely  to  break.  The  pnnier  anteroposterior  supjxirt  of  the  but- 
tock, consequently  of  the  hip-joint,  is  almost  invariably  neglecteil 
in  the  ordinary  appli(»tion.  The  bandage  may  be  ajtplie<l  in  the 
upright  posture  by  mi>iins  of  the  swing,  as  iise<l  in  the  appli<t:ition 
of  the  plaster  jacket,  the  weight  being  siipiwirteil  iu  part  by  the 
sound  leg  while  the  other  is  jicndeut.  Or  it  may  be  applied  witJi 
the  patient  iu  the  reclining  |)osture,  the  b<T<ly  being  supfmrtwl  by 
a  shoulder  rest,  aud  the  pelvis  by  a  sacral  support.  The  arms 
are  then  dniwn  above  the  hca«l  to  incresise  the  csipacity  of  tiie 
tliomx,  while  the  limbs  aa-  supp<u1e<l  by  lui  assistant  (Fig.  213). 
In  the  more  recent  cases  deformity  may  Im?  pmi-tically  nnlueed 
at  the  scj.^ind  applinttioii  of  the  bandage,  iiecuuse  of  the  relaxation 
of  the  spasm  assured  by  the  rest  and  fixation  ;  thus  it  ia  partieu- 
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traction  on  the  adductecl  limh  while  the  sound  limb  is  pushed 
upwanl,  so  that  praotically  no  leverage  is  exerted  on  the  joint,' 
In  cases  in  which  the  deforniity  is  accompanied  by  abscess,  or 
when  the  joint  is  surrounded  by  infiltrated  tissues  and  by  sinuses 
this  treatment  should  ni(t  he  employed.  In  fact,  in  certain  cases 
of  this  class,  esj>ecially  when  subUixatiim  is  present,  it  is  often 
advisalilc  to  disregard  the  deformity  that  cannot  be  rciluced  by 
traction  until  the  disease  is  cured,  when  it  may  be  overcome  by 
osteotomy  of  the  femur. 


Tba  hip  rat  la  ate.    Tbe  p*ileut  preoeiiu  ilied  llexlon  lo  133  degree*,  and  rtxad 
•diloetlon  of  M>  ileKreea. 

The  immetrmte  reduction  of  deformity,  properly  [Hfrformed,  is 
free  from  <langer ;  and  it  has  become  almost  the  routine  of  prac- 
tice in  the  indoor  department  of  the  Hospital  for  Ruptured  and 
("rippliHl.  The  great  atlvantagc  of  placing  the  limb  in  the  proper 
pi>iitiou  and  tixiug  it  for  weeks  or  months,  instead  of  employing 
this  time  for  the  gradual  reduction  of  the  deformity,  is,  of  course, 
Rclf-evideoL 


Lorcn*.    Suninlung  kllu.  Vor.,  XH,  Ldpdg,  Mucb,  ISM. 
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Three  methods  of  reduction  of  deformity  have  lieeu  described : 

1.  By  means  of  the  traction  Ijmoe. 

2.  By  means  of  the  Tiiomas  brace. 

3.  By  means  of  the  plaster  bandage,  with  or  without  atum- 
thesia. 

A  fourth  methwl  is  that  by  means  of  the  weight  and  pulley. 
This  is  in  common  use  because  it  requires  no  special  apparatus. 

FlO.  214. 


w 


kVelgbt  exteodon  noting  u  lererage  In  bip  dlccmte.  P,  pulley  :  W.  weight .  F.  fulcrum. 
Marah'a  dlagnuni,  lllustniiliig  tbe  tdvanlage  of  traction  In  the  line  of  defonniljr.  In  order 
u>  avoid  lerenge.    (Uowanl  Maisb.) 

Reductkjx  of  Deformity  by  the  Weight  .\m>  I'i'm.ey. 
The  traction  plasters  are  applietl  to  the  limb  in  the  manner 
iilready  descriljed  and  the  patient  is  placed  on  his  back  on  u 
narrow,  firm  mattress.  The  limb  i.s  raised  until  the  lumbar 
vertebne  rest  upon  the  l)ed  and  it  is  then  moved  to  one  or  the 
other  side,  if  lateral  distortion  is  present,  until  the  level  of  the 
pelvis  is  restored.  In  tliis  position  the  limb  is  supported  on  a 
pillow,  or,  better,  on  the  adjustable  triangle  used  with  the  trac- 

Fio.  315. 


Poetore  of  Iho  limb  In  blp  diaeue  In  wblcb  exteaalon  should  be  applied  In  order  to  aTOld 
leverage.    P,  puller  :  W,  weight :  F,  nilcram. 

tion  hip  splint  (Fig.  'HVl).  \  pulley  is  then  attached  to  the 
foot  of  the  bed  in  a  prolongation  of  the  line  of  the  flexe«l  limb. 
The  wheel  may  be  screwed  to  the  top  of  a  narrow  boanl,  whieii 
ni.ay  be  niis«>d  or  lowered  on  the  foot  of  the  bed  as  retjuired. 
To  the  buckles  on  the  plaster  traction  straps  a  stirrup  carrj'- 
ing  the  conl  is  attached.  This  stirrup  is  simply  a  .<prc»der  of 
narrow,  thin  wood,  slightly  witler  than  the  foot,  prnvidi-d  at 
citlier  end  with  stra|>s  or  tapes,  its  purpose  being  to  pn-vent 
direct  pressure  on  the  malleoli    (Fig.   'J  19).      By   means  of  a 
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weight  suspended  at  the  foot  of  the  bed  traction  is  made  upon 
the  limb  to  the  extent  that  the  comfort  of  the  patient  will  per- 
mit. As  in  Buck's  system  of  extension,  the  foot  of  the  bed  is 
raised  to  increase  the  friction  of  the  body  and  thus  to  counteract 
the  traction  force,  but  in  the  treatment  of  children  this  is  ineffi- 
cient and  counter-traction  must  be  provided.  A  simple  method 
is  to  attach  two  perineal  bands,  as  described  in  connection  with 
the  traction  brace,  to  strong  tapes  that  pass  above  and  below  the 
patient's  body,  to  be  fixed  to  the  head  of  the  bed  at  a  suitable 
distance  from  one  another ;  thus  the  pelvis  is  supported  by  pro- 
longed perineal  bands. 

In  order  to  assure  efficient  and  constant  traction  the  patient  must 
be  prevented  from  sitting  up.  For  this  purpose  a  swathe  about  the 
body  or  shoulder  straps  may  be  applied  and  attached  to  the  bed. 


Fl8.  216. 


£zleD8ioD  in  bip  disease,    Marsb's  metbod  of  fixing  tbc  patient  in  bed  with  sboulder 
straps  and  a  long  T-spUnt  on  the  sound  side.    (Howard  Marsh.) 

A  convenient  appliance  is  that  of  Marsh.  "  This  consists  of 
a  piece  of  webbing,  passing  across  the  front  of  the  chest  and 
ending  in  two  loops,  through  which  the  two  arms  are  passed, 
and  through  which  is  threaded  another  piece  of  stout  webbing, 
which  runs  transversely  across  the  surface  of  the  bed  under  the 
child's  shoulders,  and  is  fastened  at  its  two  ends  to  the  sides  of 
the  bedstead.  \\'hen  this  is  in  action  the  patient's  shoulders 
are  kept  flat  on  the  bed,  so  that  he  can  neither  sit  up  nor  turn 
on  his  side.  This  chest  band  does  not  cause  the  slightest  dis- 
comfort. It  is  not,  of  course,  fixed  tightly,  and  when  the  child 
finds  that  he  cannot  sit  up  he  makes  no  further  attempt  to  do 
so ;  and  as  he  lies  flat  the  band  is  loose." 

It  is  often  of  advantage,  particularly  if  the  disease  is  active, 
to  use  some  form  of  apparatus  to  fix  the  patient  more  thoroughly. 


MotiKxl  of  a&lng  tbe  poUenl  to  ihe  Bnulfonl  frain*  for  imetloD  lu  iil|' 
(R.  T.  THjrlor.) 

For  tlif  ■iiame  purpose*  a  pliwUr  spita  hiinlii^ri'  or  a  Thomas 
splint  may  l>o  upplii-il  on  the  sound  side,  hut  u  more  oouvenii-nt 
applianov  is  the  frame  of  gus-pipc  covereil  with  caiivaH  that  has 
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been  described  in  the  chapter  on  Pott's  disease.  Upon  this  frame 
the  patient  can  be  fixed,  the  limb  being  elevated  by  a  support 
attached  to  the  frame  or  independent  of  it  (Figs.  217  and  218). 
It  is  perhaps  needless  to  suggest  that  the  bedclothes  must  be  held 
from  the  elevated  limb ;  in  fact,  that  the  patient  must  for  a  time 
be  enclosed  in  a  tent  of  bedclothes  if  the  deformity  is  extreme. 
At  first  the  traction  weight  must  not  be  great,  but  as  the  peri- 
neum becomes  accustomed  to  pressure  as  much  weight  as  can  be 
tolerated  is  used,  from  ten  to  twenty  pounds  being  the  average. 
This  may  be  reduced  at  night  and  increased  during  the  day. 
Great  care  must  be  taken  to  prevent  painful  pressure  on  the 
perineum  by  careful  adjustment  and  frequent  inspection  of  the 
perineal  bands. 

FlO.  219. 


Lateral  and  longitudinal  traction  In  hip  disease.    (Page.) 

If  the  frame  is  used  it  may  be  provided  with  a  windlass  at 
the  bottom  for  traction  and  with  an  arched  baud  of  metal  across 
the  pelvis  for  the  attachment  of  the  perineal  bands,  which  behind 
are  fastened  to  the  side  bars  at  a  higher  level.  Thus  the  frame 
may  be  made  an  independent  recumbent  splint  on  which  the 
patient  may  be  moved  about.  If,  however,  one  desires  to  exert 
traction  to  the  point  of  distraction,  the  weight  and  pulley  arrange- 
ment is  more  satisfactory ;  in  this  case  the  limb  should  be  placed 
in  an  attitude  of  slight  flexion  and  abduction,  so  that  the  femur 
may  be  drawn  more  directly  from  the  acetabulum. 

Lateral  Traction.  Thus  far  longitudinal  tractiou  has  been  con- 
sidered, but  lateral  traction  or  traction  in  the  line  of  the  neck  of 
the  femur  deserves  some  consideration. 

23 
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Mr.  Thomas,  who  condemned  nil  forms  of  traction  as  deceptive 
and  irrational,  and  espa^ially  lonjjitiulinal  traction,  speaks  thus 
of  lateral  traction :  "  For  surely  if  relief  from  pressure  be 
required,  the  only  direction  in  which  this  is  possible  is  clearly  in 
the  axis  of  the  neck  of  the  femur.  Any  method  of  extension  in 
the  axis  of  the  body  tnendy  transfers  the  pressure  frnm  the  upjtor 
part  ijf  the  acetabulum  X*t  the  lower  t|uarter."'  This  contention 
is  purely  theoretical,  as  there  is  no  evidence  to  show  that  injurious 
pressure  is  ever  exerted  upon  this  part  of  the  acetabulum.  <  )u 
the  contrary,  the  specimens  from  subjects  who  have  been  treated 
by  longitudinal  traction  in  recumbency  and  by  means  of  the  trac- 
tion hip  splint  almost  invariaiily  show  the  effect  of  pressure  upon 
the  upper  part  of  the  head  of  the  femur  and  ujkju  the  upper 
adjoining  niarf,'iu  uf  the  acetabulum.  Moreover,  the  ne<^k  of  the 
femur  is  in  childhood  so  short  and  is  set  upon  the  shaft  at  so 
great  an  angle  that  longitudinal  traction,  if  the  limb  be  slightly 
alxlucted,  is,  piiictically  speaking,  in  the  line  of  the  neck  ;  so 
that  even  from  the  theoretical  standpoint  the  question  of  injurious 
pressure  could  only  arise  in  the  treatment  of  adults.  The  advan- 
tage of  lateral  traction  in  the  treatment  of  hip  disease  has  been 
urged  with  great  persistency  by  A.  M.  Phelps*  since  1889,  and 
it  has  been  applied  iis  a  routine  practice  in  ambulatory  treatment 
by  lilanchard,-'  of  Chicago,  since  1872. 

The  effect  of  lateral  traction  in  recuml>ency  has  been  carefully 
investigjited  by  C  G.  Page.*  His  conclusions  are  that  lateral 
tracti(m  alone  is  of  no  benefit,  but  if  applied,  together  with  lon- 
gitudinal traction,  it  gives  great  relief  in  certain  acute  cases.  The 
longitudinal  traction  should  be  twice  as  great  sis  the  lateral,  ten 
and  five  pounds  being  the  average  weights  employed  in  his 
experiments.     The  method  is  shown  iu  the  illustration  (Fig.  219). 

The  Relative  Efficiency  of  Traction  and  Splinting 
("  Fixation"). 

In  considering  the  vexed  question  of  the  relative  merits  of 
splinting  antl  traction  in  preventing  muscular  spasm  and  the  con- 
sequent intra-articular  pressure  which  causes  pain  and  increases 
the  destructive  effects  of  the  disease,  these  facts  must  be  borne 
in   mind. 


>  Ijoe.  dt.,  p.  10.  *  New  York  Medical  Record,  Mkjr  4,  188«. 

'  Tmnmicclons  American  OrthopwUe  AMoeUtlou,  vol.  rtl. 

•  C.  (i.  Page     Boston  Medical  and  Sntglcal  Journal,  September  IS.  1%M. 
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The  more  acute  the  disease  the  less  ability  of  the  joint  to 
carry  out  its  proper  function,  which  is  motion.  The  greater  the 
motion  under  these  circumstances  the  more  intense  the  muscular 
spasm,  of  which  the  object  is  the  prevention  of  motion.  If 
it  were  possible,  therefore,  to  fix  the  joint  absolutely  there  should 
be  no  muscular  spasm,  although  the  tension  of  acute  disease 
within  the  bone,  or  of  its  products  within  the  joint,  might  cause 
pain. 

When  the  patient  is  fixed  in  the  recumbent  posture  it  is  pos- 
sible to  apply  a  sufficient  traction  upon  the  muscles  to  prevent 
the  spasmodic  contraction  that  causes  injurious  pressure,  and 
although  no  amount  of  traction  will  absolutely  prevent  motion, 
yet  with  the  support  that  the  bed  provides,  practically  speak- 
ing, complete  rest  may  be  assured.  Only  in  the  exceptional 
cases  in  which  tension  upon  congested  tissues  about  an  acutely 
inflamed  joint  is  intolerable  is  this  method  of  treatment  ineffi- 
cient. 

The  same  statement  is  true  of  a  properly  applied  spica  bandage 
or  Thomas  brace,  when  the  patient  is  recumbent,  that  it  assures 
practical  rest ;  thus  it  prevents  muscular  contraction,  relieves  the 
symptoms  and  promotes  repair,  although  it  cannot  be  claimed 
that  the  surfaces  of  the  opposing  bones  are  actually  separated 
from  one  another. 

But  what  is  true  when  the  patient  is  recumbent  is  not  true  in 
ambulatory  treatment.  The  traction  exerted  by  the  hip  splint 
even  when  the  limb  is  pendent  is  far  less  effective  than  in  recum- 
bency, and  when  it  is  used  as  a  walking  appliance,  for  which  it 
was  designed  and  for  which  it  is  practically  always  employed, 
the  traction  is  intermittent  and  of  doubtful  efficiency.  The  same 
loss  in  efficiency,  although  in  far  less  degree,  occurs  in  all  forms 
of  fixative  apparatus  when  used  in  ambulation,  but  it  may  be 
stated  without  reserve  that  splinting  is  of  far  more  importance 
in  actual  practice  than  is  traction. 

The  Bemoval  of  Direct  Pressure.  "  Stilting."  Granting  that 
the  traction  brace  as  a  walking  appliance  is  relatively  inefficient 
in  preventing  motion,  and  that  motion  without  friction,  provided 
the  joint  surfaces  are  actually  involved,  is  impossible,  still  the 
traction  brace  is,  or  may  be,  at  all  times  an  effective  stilt  in  that 
it  protects  the  joint  from  concussion  and  pressure  by  removing 
the  foot  from  contact  with  the  ground. 

It  is  true  that  the  removal  of  direct  pressure  may  be  assured 
by  the  use  of  axillary  crutches,  but  in  Thomas'  practice  they 
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were  used  in  but  few  cases.'  In  fact,  it  is  only  by  constant  super- 
vision that  the  use  of  crutches  can  be  enforced  upon  children  who 
no  longer  suffer  pain ;  and  as  it  is  practically  impossible  to  pre- 
vent the  patient  from  bearing  weight  upon  the  limb,  stilting  by 
this  means  is  relatively  inefficient. 

That  direct  pressure  is  one  of  the  causes  of  upward  displace- 
ment of  the  femur  may  be  inferred  from  the  statistics  of  Sasse 
and  Bruns,'  from  the  surgical  clinics  of  Berlin  and  Tubingen, 
where  the  routine  of  treatment  is  the  plaster  bandage  without  the 
high  shoe  or  crutches.  In  two-thirds  of  Sasse's  and  in  four-fifths 
of  Bruns'  cases  there  was  upward  displacement  of  the  trochanter. 
This  is  certainly  a  larger  proportion  than  would  be  found  in  a 
corresponding  class  of  patients  treated  by  efficient  stilting,  although 
statistics  on  this  point  from  American  sources  are  lacking. . 

The  Practical  Combination  of  Traction.  Splinting  and  Stilting. 
Thus  far  the  methods  of  treatment  by  splinting  and  traction  have 
been  presented  as  if  they  were  necessarily  opposed  to  one  another 
in  principle,  and  as  if  the  theory  were  still  held  that  motion 
without  friction  is  possible ;  and  as  if  it  were  believed  that  anchy- 
losis is  caused  by  fixation  and  is  prevented  by  the  motion  of  a 
diseased  joint.  At  the  present  time,  however,  it  is  generally 
recognized  that  the  principle  involved  in  both  methods  is  the 
same,  and  that  the  actual  merit  of  each  must  be  decided  by 
practical  experience  rather  than  by  argument.  The  true  test  of 
the  relative  value  of  a  routine  of  treatment  is  its  efficacy  in 
hospital  practice,  where  its  weak  points  cannot  be  supplemented 
by  the  careful  supervision  that  may  make  almost  any  treatment 
effective  that  carries  out  in  some  degree  the  proper  principle. 
This  test  is  all  the  more  necessary  because  the  great  majority  of 
cases  of  this  character  are  to  be  found  among  the  poor. 

From  this  point  of  view  the  writer's  experience  may  be  of 
interest.  His  early  training  was  entirely  in  the  traction  method, 
but  the  observation  of  a  large  number  of  cases  in  which  this 
treatment  was  used  led  to  the  following  conclusions  : 

In  one  sense  the  treatment  was  successful,  in  that  it  in  great 
degree  relieved  the  symptoms  throughout  the  course  of  the  dis- 
ease and  enabled  the  patients  to  go  about  in  the  open  air,  to 
attend  to  school,  and  even  to  join  in  the  games  of  their  fellows. 
It  was  evident,  however,  from  an  inspection  of  the  patients  as 

1  RtdloD.    Loc.  cit. 

^  Sasae.    Arbeit  aus  der  kiln.  Chlr.,  Berlin,  1896.    Brans,  Arcbiv  f.  kiln.  Chlr.,  Bd.  zItUI. 
H.  1. 
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they  returned  for  treatmeut,  that  the  relief  of  symptoms  was  due 
to  the  protection  insured  l>y  the  stilling  or  erutch-like  action  of 
tlie  brace  and  not  by  traction,  which  was  usually  simply  traction 
in  name,  not  in  fact.     But  if  the  brace  relieved  the  symptoms,  it 
did  not,  in  many  instances,  prevent  deformity  ;  and  as  the  preven- 
tion of  deformity  is  an  object  only  secondarj'  in  imiJortance  to  the 
relief  of  pain,  the  treatment  was  in  so  far  unsatisfactory.     This 
deformity  was  usually  tlexion,  occasionally  couibine<l  with  adduc- 
tion, a  deformity  often  increasing  slowly  without  pain,  or  other 
evidence  of  greater  activity  of  disease.     If  the  deformity  were 
re<luced  by  traction  in   recumliency,  it  reapj)eareil  when  ambu- 
latory treatment,  by  the  brace,  was  resumed.     Thjs  tlexion  seemed 
to  be  in  many  instances  simply  an  adaptation  to  the  prevailing 

Flu.  220. 

j 

The  ibort  (pica  bani]uccr««cbUig  to  the  knee  In  combination  with  tlje  bruise.   One  perincftl 
baa  been  removed  in  order  to  show  how  the  joint  isgupjiorted  by  the  bandage.    The  sbon 
splca  of  the  Lorent  model  may  be  uwd  also  for  tills  purpoae. 

postures.      NA'tieu,  for  example,  the  jmtient  assumed   the  sitting 
position,  the  limi)  was   flexed  in  s|iitc  of  the  brace,  and  as  much 
of  the  time  was  passed  in  this  attitude,  its  influence  on  the  pro- 
duction of  deformity  seemed  to  l)i'  obvious. 

It  was  also  apparent  that  the  lii-acc  was  not  effective  in  relieving 
jmin  during  the  more  acute  exacerbations,  even  during  recum- 
bency with  such  traction  as  could  be  applied  by  the  parents;  nor 
when  the  children  were  brought  in  arms  to  the  clinic. 

Under  these  conditions    it  was  found    that  acute   symptoms 
might  be  relieved,  or  greatly  modified,  almost  at  once,  by  the 
application  of  a  close-fitting  short  spica  bandage  extending  from 
the  middle  of  the  thorax  to  the  knee.     Over  this  the  brace  was 
applied   as  before,  making  an  apparatus  which  then  combined 
splinting,  traction,  and  stilling  (Fig.  220).     This  treatment  was 

1 
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repeated  in  many  instances,  always  with  the  same  result.  As 
the  application  of  the  plaster  bandage  was  a  Bomewhat  tedious 
proceeding,  it  was  often  exchanged  for  a  short  Thomas  splint 
worn  beneath  the  pelvic  hand  of  the  traction  brace  in  the  same 
manner.  This  fixation  appliance  not  only  relieved  pain  in  the 
acute  cases,  but  it  also  prevented  the  deformity,  which  was  not 
checked  by  the  traction  brace  alone. 


Fl.;.  •.'■21. 


The  long,  loexpenilTe  brace,  wlUi  ■olid  uprtgbt,  abowing  the  perineal  bands  knd  tbe 
■dhedve  platter,  u  used  In  boapital  practice. 

This  combination  of  the  short  Thomas  brace  and  the  traction 
hip  splint  is  effective  as  a  means  of  relieving  pain  and  preventing 
deformity.  It  has,  however,  the  disadvantage  of  rerpiiring  careful 
adjiistment,  and  it  obliges  the  patient  to  wear  shoulder  straps ; 
in  other  words,  much  care  must  be  exercised  to  insure  the  com- 
fortable adjtistiiK'iit  of  both  applianoes.  Tiius  the  next  step  was 
the  combination  of  the  two,  even  thoiigii  the  action  was  somewhat 


■          TUBERCULOUS  DISEASE  OF  THE  HIP-JOINT.         359 

less  effective.     To  the  pelvic  band  of  the  traction  brace  a  lateral 
thoracic  bur  was  attachwl,  reaching  upward  in  the  axillary  line  to  a 
point  oi)posite  the  middle  of  the  scapula,  where  it  was  joined  to  a 
metal  band  that  encircled  the  chest,  like  that  of  the  Phelps  brace. 
When  this  was  securely  fasteneil  about  the  chest,  the  body  and 
the  limb  were  held   in   line  by  a   loup;  lateral   brace ;  the  pelvis 
was  supported  by  the  pelvic  bond  and  the  joint  received  the 
additional  protection   that  was  assured  by  traction  and  stilting 
(Figs,  li-il  and  222).. 

This  brace  and  another  form  similar  in  principle,  in  which  the 
upright  of  the  thoracic  attachment  is  fixed  posteriorly  to  the 
pelvic  band,  are  now  in  general  use  at  the  Hospital  for  Ihiptured 
and  Crippled.     The  efficiency  of  this  brace  may  be  still  further 
increased  by  replacing  the  perineal  bauds  by  a   nietallic  ring. 
This  ring,  which  fits  the  upper  e-xtreniity  of  the  thigli  closely,  is 

Fig.  322. 

] 

fc»   SS'jB^B 

1 

The  long  blp  ipllt  applied. 

attached  to  the  upright  at  an  inclination  corresponding  to  the 
line  of  the  groin  (Fig.  223).     (The  Thomas  ring  described  fully 
in   connection    with   his    knee  splint.)      It  is   a  better    support 
because  it  prevents  anteroposterior  motion  within  the  pelvic  band, 
which  the  perineal  straj)s  allow.     The  ring  may  be  use<l  as  the 
only  support  or  it  may  l)e  combined  with  a  perineal  band  on  the 
opposite  side.     This  is  of  advantage  if  tliere  is  a  tendency  toward 
adduction. 

The  apparatus  is  most  satisfactory  wlion  the  hollow  upright  of 
tlie  Taylor  brace  is  used.     This  is  light  and  strong,  and  is  pro- 
vided with  an  arrangement  for  effective  traction,  but  in  hospital 
practice  the  upright  is  made  of  solid  uietal,  and  the  traction  is 
made  by  simple  straps.     The   metallic   riug,   besides   providing 
better  fixation,  is  a  firm  support  that  cannot  be  removed   by  the 

^^^H 
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thini  of  the  thigh  is  held  in  apposition  to  the  upright.     It  hardly 

seems  possible  that  appreciniile  lateral  traction  can  be  exerted  on 

the  joint  by  this  iiuans  if  the  metallic  ring  is  projierly  fittt'<l  to 

le  thigh.     The  simple  straps  do  not  affonl  as  effective  traction 

the  rack  and  pinion,  nor  is  the  brace,  as  usually  constructed, 

"sofKciently  strong  to  bear  the  weight  of  the  body  without  bend- 


Flo.  21&. 


Fio.  Cfl. 


Tb»  Pbelpi  btp  tpUnt. 


A  cbalr  tu  ' 
patient  *lls  ' 
hair  nt  the  UhJi  icumiui 
brace  rcKtliiKou  the  Itoor. 


flint.    The 

I-  •pllnled 

)>j4illou,  tbr 


It^,  It  should  be  stated,  however,  that  this  form  of  brace  is 
ioicndcd  to  Iw  used  with  cnitehes  rather  than  as  a  walking  appli- 
~  lee. 

Many  objectioiu  to  this  attempt  to  combine  effective  spliutuig 
without  traction  and  stilting  have  been  urged  by  those  who  believe 
to  the  efficiency  of  the  ordinary  traction  brace.  For  exjimple,  it  i.< 
Boid  tliat  tile  s]iliiiting  is  ineffective  be»?iuse  the  movements  of  tlie 
trunk  an.'  tinnHmittc<1  to  the  joint,  while  thx^  is  not  true  of  braces 
chut  do  n<rt  extend  alK)ve  the  pelvL-i.  In  reply  it  may  be  stated 
that  the  tmction   part  of  the  combim.'d  splint  remains  as  effective 
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as  l>efore ;  thus  it  follows  that  this  suggestion  is  uu  ucknowlinlg- 
tnent  of  the  fact  that  the  theory  of  motion  without  friction  is  no 
lougor  tenable.  As  a  matter  of  oxperieuce,  however,  it  will  be 
fouud  that  motion  of  tlie  upper  |»art  of  the  tnmk  Ls  absorln.-d,  as 
it  were,  in  tlie  flexible  iimibur  region  of  the  spine  before  it  reache* 
the  joint.  If,  however,  such  motion  or  any  motion  causes  dis- 
comfort or  aggnivates  the  ^^ymptom-s,  tlie  patient  should  be  j-on- 
fine<1  in  the  recumbent  posture  until  the  acute  phase  of  the  disca^se 
is  jHissed. 

It  Ls  s;iid  that  the  brace  is  cumbersome,  that  the  patient  cannot 
sit  with  comfort,  and  that  it  prevents  normal  activity. 

A  long  brace  certainly  weighs  more  than  a  short  one,  and  if  a 
brace  prevents  flexion  of  the  hip  and  spine  it  is  evident  that  the 
patient  cannot  sit  with  comfort  in  an  ordinary  chair. 

As  a  matter  of  fact,  the  patients  themselves  make  little  com- 
plaint of  the  brace,  even  when  it  has  been  substitute<]  for  an 
ortlinarj'  traction  splint;  while  the  greater  restraint  of  activity 
is  a  favorable  element  of  treatment,  since  children  who  do  not 
suffer  pain  ai-e  much  more  likely  to  Ije  to<»  active  than  to  be  harm- 
fully restrained  by  any  form  of  appliance.  These  objwtions  are 
trivial,  if  one  is  conviuecd  that  the  dangen>us  and  deforming  dis- 
ease that  is  under  treatment  may  l>e  more  easily  c<mti*<dled  and 
that  the  final  result  is  likely  to  be  better  and  to  be  more  ni|)idly 
attained  by  this  means  than  by  another. 

It  would  be  of  advantige,  of  course,  if  a  brace  could  In?  so 
adjusted  to  the  jK'lvis  and  to  the  femur  sis  to  fix  the  joint  witlnjiit 
interfering  with  the  motion  of  the  spine.  Satisfactory  fixation 
aui  be  attained,  however,  only  by  a  <-lose-fitting  plaster  bandage 
of  the  Ij<jreeiz  model  (Fig.  21  J).  This  should  be  applied  over 
the  traction  plasters,  and  the  traction  hip  brace  is  then  adjusted. 
This  method  of  treatment  is  the  most  effective  that  can  l>e  em- 
ploye<l,  but  it  must  Ix'  renewetl  at  frequent  intervuls  if  "  ide:d  " 
fixati(m  is  desireil. 

This  long  bniee  is  usetl  exactly  as  is  the  onlinary  traetitm 
bmce.  If  deformity  Im?  jireseut  it  is  reduee<l  by  one  or  another 
of  the  methods  that  have  been  described.  If  Uie  disense  is 
acute,  recumbency  and  traction  are  employed  until  this  stage  is 
passed. 

When  lunbuliitiou  Is  resumed  crutches  may  l)e  employed  for  a 
time,  but  during  the  greater  pirt  of  the  treatment  tlie  brace  is 
used  as  a  walking  appliance,  as  accurate  splinting  and  as  effective 
tractiou  being  cmploye<l  iluring  this  peri>.Ml  as  circumstances  will 
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PlO.  2Z7. 


^ 


{Mamait.  If  the  jomt  continues  to  be  sensitive  the  short  spica 
pliuter  should  be  appliwl  iu  tlie  nuuiner  described,  to  be  worn 
benentli  Uie  bnuc.  If  one  desires  to  exert  lateml  traction  the 
upper  pjirt  of  the  thigii  muv  be  drawn  outward  by  means  of  a 
bandage  attached  to  the  junction  of  the 
pelvic  band  and  the  upright  of  the 
brace. 

During  the  entire  course  of  treat- 
ment supervision  of  the  jKitient,  with 
the  aim  of  adapting  activity  to  the  Im'ul 
weaknes!^,  should  be  exercised,  even 
though  it  may  be  less  essential  than 
when  other  apparatus  is  employetl. 

The  impression  that  one  might  re- 
ceive from  descriptions  of  the  treat- 
ment of  hip  disease  is  that  most  cases 
begin  acutely,  or  that  when  the  patients 
are  brought  for  treatment  the  disease 
18  in  an  acute  stage,  or  that  <1ofortiiity 
is  present,  so  that  preliminary  recum- 
bency is  required.  But  each  year  the 
proportion  of  early  cases  is  greater, 
cases  in  which  there  is  no  deformity 
and  iu  which  acute  symptoms  are  ab- 
aent.  In  such  instances  the  hip  splint 
may  be  applied  without  preliminary 
reoambency,  an<l  if  the  joint  is  fixed 
in  the  normal  attitude  and  protected 
■  relatively  rapid  rec<jverv  without  de- 

,  .  "  1       •   I        f.  •  "  ,  -  '''•«  Taylor  hip  splint  u  um<1  by 

fonnity  and  with  a  fair  range  of  motion  Tiyior  in  uie  uier  yean  of  bu 
may  b^  hoped  for.  ^^'^  "'"•  •»"  <""  p"*"** 

The  Treatment  of  Hip  Disease  during 
the  Stage  of  Recovery.  It  is  much 
i-asier  to  assure  one's  self  that  the 
(iisease  is  still  active  than  to  decide 
when  it  is  cured.  For  the  symptoms 
may  have  been  quiescent  for  months  or 

years  even,  under  the  protective  treatment,  and  yet  they  may 
rt-rur  on  the  slightest  provocjition  when  this  treatment  has  l)een 
diiKMintinued. 

To  judge  of  the  prol>able  duration  of  the  disease  in  a  given 
OMe,  one  must  consider  its  area,  its  quality,  and  its  ooinplica- 


Tbe  cat  sbowi  aho  ui  •ppUance 
for  prerentlnf  or  for  correcilng 
tligbt  ileKree*  of  adduction,  wblle 
Ibe  brace  tain  uieata  walking  ap- 
pliance. Tbe  ibducUoD  bar  U 
buckled  aboat  (be  upper  extremity 
or  tbo  otber  iblgb.  (U.  L.  Taylor, 
Mtdical  Seat,  Uarcb  a,  ISSt.) 
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tions.  If,  for  example,  the  primary  symptoms  indicate  that  the 
focus  of  infection  is  of  limited  area  and  is  contained  within  the 
bone,  rapid  recovery,  possibly  in  a  year,  may  be  expected ;  but 
in   the   ordinary  type  of  disease  in  which  the  joint  has  been 

Fid.  228. 


Taylor's  median  abduction  brere  lued  as  a  bed  splint  to  overcome  adduction  by  counter- 
pressure  on  the  sound  side. 

invaded,  repair  can  hardly  be  anticipated  in  less  than  three  or 
four  years.  SupjM)3ing  that  sufficient  time  has  elapsed  to  permit 
of  natural  cure,  if  there  have  been  no  symptoms  of  active 
di.se:is(>  for  a  year  or  more,  and  if  nui.scular  spasm  is  absent,  one 
may  test  the  joint  by  removing  the  brace  at  night  to  ascertain  the 
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effect  of  simple  motion  without  weight  bearing.  Such  freedom 
will  enable  the  patient  to  move  the  knee,  which  having  been  fixed 
in  the  extendc<l  position  for  bo  long  usually  remains  stiff  for  a 


Fio.  229. 


Flo.  IBO 


^ 


JnilsoD's  perineal  tTutch.  This  smpporl 
stLspended  from  llio  shoulder!)  m»y  be  em- 
ployed m  a  suUtitute  for  axlllar]-  crutches. 
It  la  al<D  uied  ai  a  coDvaletceut  apllnt  In  the 
treatineut  of  hip  dlteaae. 

time;  in  fact,  several  niontha 
may  elapse  before  the  full  range 
of  motion  is  regainetl. 

It    i.s  well,    also,   to    remove 
the  thoracic  part  of  the  brace  to 
allow  the  piitiiuit  more  mobility 
lit  the  hip.      At  a  later  time  the 
traction  may  be  discontinued  and 
the  lirace  may  he  siispeniled  from 
the  .shtnilders  to  serve  as  a  per- 
ineal crutch  (Fig.  230) ;   or  it 
may  be  attached  to  the  shoe  and 
so   adjusted    as    to    be   slightly 
longer  than  the  limb,  in  order  that  direct  concussion  and  pressure 
may  Ik?  les.sencd  (Fijr.   229).     Or  a  brace  jointed  at  the  knee, 
after  the  Taylor  pattern,  uuty  Ix'  eniployed. 


Modined  famee  to  be  worn  during  convs- 
laMience.  Same  iialleut  a«  in  KIr.  'in.  The 
thoracic  part  has  been  removed  and  the 
lower  end  uf  Ihe  Xem  has  been  made  Into  a 
calijier,  pa<>Bln|;  IhriiuieU  the  heel  of  Uie  ahne. 
The  (trm  U  ex  tended  by  means  of  the  key 
nntll  the  heel  U  lifted  slightly  from  the  shoe; 
Ihu*  the  hip  l>  relieved  from  shock. 
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This  brace  is  so  adjusted  as  to  be  slightly  longer  than  the  limb, 
so  that  the  heel  does  not  touch  the  bottom  of  the  shoe  (Fig.  232). 
Thus  the  weight  is  in  great  part  supported  on  the  perineal  band. 
The  weight  of  the  brace  may  be  in  part  supported  and  incidentally 


Flo.  231. 


FlO.  2S2. 


Convaleacent  hip  splint,  allowing  motion  at  the  knee.    (Taylor.) 


slight  traction  may  be  exerted  by  adhesive  plaster  applied  above 
the  knee  (Fig.  233).  The  foot  plate,  to  which  the  upright  is 
attached,  is  shown  in  Figs.  232  and  234. 

As  the  strain  upon  the  part  is  increase^!,  one  watches  carefully 
for  the  return  of  muscular  spasm  or  for  restriction  of  the  range 
of  motion.  If  tlie  niiigc  of  motion  does  not  diminish,  and  if  the 
dfformity  that    may  l)c  present  does  not  increase  or  does  not 
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hyperexteDsioii  at  the  knee,  unless  it  is  properly  siip|>ort«l  by 
the  posterior  thi^rh  band.  In  the  cases  in  which  the  atrophy  is 
extreme  and  in  wliieh  this  laxity  is  present  the  splint  may 
be  discarded  in  favor  of  the  fixation  bandage  with  advantage 
(Fig.  231). 

This  j)eri(xl  of  supervision  even  in  favorable  mst-:'  slmidd  t* ' 
protracted,  for  no  patii-ut  iiiu  be  wjusidered  frm-  from  the  danger 
of  relapse  for  a  long  time  after  apparent  cure.  If  there  is  firm 
bony  anchylosis,  as  in  exceptional  wises,  cnro  is  iissun-d ;  but  if 
tliere  is  simple  fibrous  anchylosis,  and  jiarticularly  if  tliere  is 
upward  displacement  of    the  trochanter,   there  is  a  strong  ten- 

Fl.K  2M. 


Oooble  hip  dlKue.  termltiatlni  In  txHiy  aochrloM*. 

dency  toward  flexi(»u  and  adduction,  even  though  the  disease 
is  cured.  In  snch  casi's  it  is  often  neccssarj'  to  employ  appar- 
atas  at  intervals  to  retlucc  the  deformity  or  to  hold  the  limb  in 
proper  {Ktsition  until  stability  is  assure*!.  When  the  brace  has 
bec^n  discarded,  the  patient  should  be  trained  ti>  walk  with  i^jual 
stejts,  |il.<icing  the  limb,  as  fur  iis  jH)Ssible,  on  an  tH|uality  with  its 
fellow  and  adapting  in  like  manner  the  stronger  to  the  weaker 
niemlier. 

This  hits  an  inijwjrtant  influence  in   checking  the  tendency  to 
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deformity  and  in  modifying,  or  even  concealing,  the  limp,  a  )K>iut 
to  which  Judson  has  repeatedly  called  attention. 


Bilateral  Hip  Disease. 

Ninety-five  cases  of  bilateral  hip  disea.se  were  treated  in  the 
Hospital  for  Ruptured  and  Crippled  duriug  a  period  of  ten  years 
ending  in  1899. 

As  a  rule,  the  second  hip  is  affected  some  time  after  the  symp- 
toms of  disease  of  the  first  have  been  apparent,  but  occasionally 
both  joints  are  involved  simultaneously.  In  most  instances  the 
symptoms  are  ratlicr  subacute,  owing,  very  likely,  to  the  fact 
that  the  activity  of  the  patient  is  so  restricted. 

FlO.  Zi7. 


Lefi  biji  (liu'iute,  ^tl(lwlug  swelling  cauwd  by  abscess,  uIho  ihe  aljsvnce  of  flexlou  ilefomilty. 

Treatment.  The  treatment  is  similar  in  principle  to  that  of 
tlie  nniluteral  f(jrni.  The  patient  during  the  greater  part  of  the 
course  of  tlie  disease  must  be  confined  in  the  recumbent  position, 
although  not  necessarily  in  bed.  The  double  Thomas  hip  splint 
is  a  convenient  means  of  fixation.  With  this  apparatus  extension 
by  means  of  the  weight  and  pulley  may  be  employed,  or  the 
brace  may  be  so  modified  as  to  provide  independent  traction.  If 
the  disease  of  one  hip  is  acute  and  is  attended  by  abscess  forma- 
tion, excision  for  the  purpose  of  lessening  the  strain  upon  the 
patient  may  be  advisable. 

If  motion  is  greatly  restricted  in  both  joints  lotiomotion  unless 
crutches  are  used  is  very  difficult,  as  motion  at  the  knees  can 
supply  only  in  small  part  the  function  of  the  hip-joints.  In  such 
instances  excision  of  one  hip  in  Ihe  hope  of  obtaining  a  certain 
amount  of  motion  may  be  consideretl. 

24 
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Hip  Disease  Combined  with  Disease  of  Other  Parts. 

The  most  common  combination  is  with  I'olt's  ilisea>5o.  The 
two  prooesses  may  be  primarily  distinct,  but  occasionally  it  would 
appesir  that  the  disease  of  the  hip  is  caused  by  the  infection  of  an 

abscess,  which,  coming  from 
the  spine,  remiu'ns  for  a  long 
lime  in  contact  with  the  cap- 
sule of  the  joint.  In  five  of 
one  hundred  and  fift}'  cases  of 
ilisease  of  the  hip-joint  of 
which  the  final  results  were 
reportetl  by  Gibney,  Water- 
man, and  Reynolds (jwgc ;is7 ), 
I'ott's  disease  was  a  complica- 
tion, in  two  instances  prei>ed- 
ing  aud  in  three  following  the 
tlisease  at  the  hip.  The  com- 
bination of  the  two  diseases 
makes  the  mechanical  treat- 
ment <liflicult.  Recumbency 
offers  the  best  opportunity  for 
the  effective  adjustment  of 
apparatus  when  the  dis«:;ase  of 
either  part  is  acute.  At  a 
later  jH'rio*!  cnttches  may  be 
employed,  together  with  the 
iieci'ssary  braces. 

Hip  Disease  in  Infancy. 

liip  disease  in  infancy  is 
far  less  common  than  in  early 
childhood.  It  presents  noth- 
ing of  siR'cial  interest  except 

kiMurllnii  (upparcnl  >liiirtvuli)K).    Tliv  k%t  of     (hat    ItS  effect  lipOD  the  func- 
■  fiirmer  abaccM  U  w«u  ou  the  outer  upcct  of     ,•  «  .1 :„•  .,    ..,  i „.,  ,i.„ 

the  ihigb.  ''O"  of  the  joint  ami  upon  the 

development  of  the  limb  i:* 
usually  more  marked  than  in  older  subjects.  Tuben-uloiis  disease 
of  this  joint  must  l»e  differentiated  from  infectious  epiphysitis,  in 
which  prompt  operative  treatniont  is  indicated.  A  modified 
Thomas  brace  is  most  etticient  in  treatnu-nt  (Fig.  2UX). 
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Hip  Disease  in  the  Adtilt. 

Hip  disease  in  the  adult  may  present  the  typical  symptoms  of 
the  ordinary  form,  but  it  is  usually  of  the  more  subacute  type. 
Not  infrequently  it  is  a  complication  of  tuberculosis  of  the  lungs. 

The  subacute  form  of  tuberculous  disease  is  often  difficult  to 
distinguish  from  osteoarthritis,  if  this  is  confined  to  the  hip- 
joint.  Gonorrhceal  arthritis  and  impacted  fracture  of  the  neck 
of  the  femur  may  be  mentioned  also  in  differential  diagnosis. 
The  mechanical  treatment  is  not  difficult,  but  in  many  instances 
early  excision  may  be  advisable  in  order  to  bring  about  a  rapid 
cure  of  the  disease.  This  is  far  more  important  than  in  child- 
hood, because  few  adults  can  afford  the  time  required  for  the 
natural  cure,  and  because  in  many  instances  the  general  con- 
dition of  the  patient  may  demand  relief  from  the  depressing 
effects  of  the  local  disease,  especially  if  it  be  complicated  by 
suppuration. 

Abscess  in  Hip  Disease. 

It  may  be  assumed  that  a  limited  collection  of  the  fluid  prod- 
ucts of  the  tuberculous  process  is  present  in  nearly  every  case  of 
hip  disease  in  which  the  joint  surfaces  are  actually  involved.  In 
many  instances  it  remains  within  the  joint.  In  a  lai^er  propor- 
tion of  the  cases  the  capsule  is  perforated,  the  fluid  escapes,  and, 
if  the  quantity  is  sufficient  to  form  an  appreciable  tumor,  it  is 
classed  as  an  al)scess.  Such  abscesses  may  be  detected  in  about 
oO  per  cent,  of  the  cases  that  are  treated  under  ordinary  con- 
ditions. 

In  1;570  final  results  collected  from  various  sources  the  per- 
centage of  abscess  was  as  appears  in  the  following  table : 

89  cases  reported  by  Shaffer  and  Lovctt' 69  per  cent. 

82 '  tilbncys 00  " 

390      "  "         "  Bruu8,»  Tubingen 58.3  " 

568     "  "        "  Koenig,4  (jiUtingen 56.5  " 

125 Sosse,' Berlin 50  " 

82  "          •■        "  Prendlsburger,' Vienna    ....  61  " 

84  "     in  private  practice,  C.  F.  Taylor'         ....  25  " 

Most  often  the  abscess  first  appears  uikmi  the  anterior  and 
upper  pirt  of  the  thigh,  in  the  space  between  the  sartorius  and 

>  New  Yorlt  Medical  Journal,  May  21, 1887. 
«  New  York  Medical  Record,  March  2, 1878. 
'  Beit,  zur  kiln.  Cbir.,  1895,  Bd.  zzz. 

*  Die  Spec.  Tuberculose  der  Knoch  u  Gelenke,  Berlin,  1902. 

>  Arbeit  aus  der  C'hir.  klinik  der  K.  Univ.  Berlin  (Bergmann's  clinic),  1896. 

•  Behand.  der  Qelunktubcrculose  und  ibre  Endresultate  aus  der  klinik  Albert,  Wlen,  18M. 
'  Boston  Medical  and  Surgical  Journal,  March  6,  1879. 


4ft|  ^^  THOPEbW  SCRGEM  T. 

tcnaar  vaginc  femoris  mnaelca.  In  odMr  imtaoffw  tt  bmt  be 
detected  fine  oa  the  inner  side  of  the  th^,  or  it  mar  fonn  » 
toBor  beneath  the  gluteal  masdea,  its  aitnation  beoig  tnAncBecd 
hj  the  poiat  at  which  the  capeale  is  mpCnred. 

In  tare  i"^«'H^f^  die  aeetaboltun  may  be  perforated  and  a 
pdric  abweas  maj  be  fonned,  or  the  pas  nutj  find  ita  waj  into 
the  pelm  along  the  iliopaoas  mnsele ;  and  oorawonallT  a  pelvie 
^hf  *—  msj  exist  which  appears  to  have  no  direct  oommonica- 
tioo  with  the  joiat. 

Aooording  to  Koenig*  the  weakest  point  of  the  oapanle  is  in 
the  anterior  wall,  where  it  is  covered  bj  the  iliopeoas  muscle  and 
by  tt8  horaa,  which  often  communicate  with  the  joint.  A  second 
weak  place  is  in  the  posterior  walL 

In  a  total  of  321  absoeases  in  hip  disease  recorded  by  Koenig 
the  situation  was  as  follows  : 

Onlbel0Dcri|iI«(lnadBlb*feaMnlaiWf7) 3* 

Plmtor  ibcJolntiliatiMeautaiTudaalcrioraapaloriilM)  .  m 

Btgloo  at  ite  trocbAoler    .  « 

PBMBiar  Mirtecc   ...  <> 

In  tb*  1*1*11  ....  II 

InoUMTittasttoin .  M 

The  tub«Tctilou9  abscess  is  a  symptom  and  (.•cmimon  ai-comiwni- 
ment  of  hip  tl'Li^ease,  which,  in  cases  treated  under  propt-r  wjwli- 
tions,  is  not  of  great  importance ;  and  yet,  on  the  other  hand,  it 


rio.  2» 


I  Id  blp  dlMaw.    Tb«  brace  It  provli)«<l  m  Itli  itu  Thoatt  rlug  aud  wlUi  Um 
ralchet  exliiuloo. 


is  rpcognizcd  as  a  dangerous  oompliration.  It  is  daugerousi  to 
life  Injcausf  of  the  profuse  suppuration  that  may  follow  iufectioii, 
anil  to  function  because  of  the  adhesions  uud  coutraclions  tliat 


<  Loceit. 
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may  result.  This  is  evident  in  all  statistics.  It  is  clearly  shown 
in  those  of  Bruns.  In  this  list  the  mortality  in  the  non-sup- 
purative  cases  was  23  per  cent.,  and  of  the  suppurative  62  per 
cent. 

The  Significance  of  Abscess.  If  abscess  appears  early  in  the 
course  of  the  disease,  it  usually  indicates  that  it  is  of  a  destruc- 
tive character,  and  that  the  interior  of  the  joint  is  involved  ; 
therefore,  perfect  function  is  less  likely  to  be  preserved  than  iu 
those  cases  in  which  the  disease  has  been  confined  to  the  interior 
of  the  bone. 

Abscess  formation  is  often  preceded  by  an  acute  exacei'bation 
of  symptoms,  by  pain,  by  an  increase  of  muscular  spasm  and 
consequent  distortion,  and  often  by  an  elevation  of  temperature. 
These  acute  symptoms  subside  and  a  fluctuating  swelling  appears. 
It  may  be  inferred  that  the  pain  in  such  a  case  was  due  to  the 
tension  of  the  abscess  within  the  capsule,  and  that  the  relief  of 
pain  followed  perforation  and  the  escape  of  the  fluid. 

In  perhaps  the  larger  proportion  of  cases,  more  especially 
those  in  which  the  joint  has  been  protected,  the  formation  of  the 
abscess  is  not  preceded  by  acute  symptoms,  such  as  have  been 
described.  Its  appearance  is  long  delayed,  and  but  for  the  swell- 
ing its  presence  would  not  be  suspected. 

As  the  progress  of  the  disease  is  influenced  by  the  strain  and 
injury  to  which  the  part  is  subjected,  so  abscess,  a  symptom  of 
disease,  is  more  common  in  those  cases  in  which  early  and 
eflficient  treatment  has  been  neglected  ;  for  the  same  reason  its 
subsequent  course  is  directly  influenced  by  the  protection  that 
the  diseased  joint  receives. 

The  danger  from  abscess  is,  of  course,  infection.  Occasionally 
the  abscess  may  become  infected  before  an  opening  forms.  Such 
infection  may  be  inferred  when  the  tissues  about  the  abscess  are 
hot  and  sensitive,  and  when  fever  is  present ;  but,  as  a  rule,  the 
abscess  is  sterile  until  the  skin  is  perforated.  If  the  abscess  sac 
is  small  and  if  drainage  is  efficient,  and  especially  if  communica- 
tion with  the  joint  has  been  occluded,  infection  is  of  slight  con- 
sequence. But  if  before  the  opening  has  formed  the  abscess  has 
perforated  intermuscular  fasciae  and  has  extended  between  the 
layers  of  muscles  in  various  directions,  infection  is  likely  to  cause 
severe  local  and  constitutional  symptoms.  The  thigh  becomes 
the  seat  of  an  infectious  cellulitis,  pockets  of  pus  form,  which 
cannot  be  properly  drained ;  hectic,  emaciation,  and  loss  of  appe- 
tite follow,  and  if  the  profuse  discharge  of  pus  persists  amyloid 
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degeneration  of  the  internal  organs  may  result.  Siurh  patienta 
are  said  to  die  of  exhaustion  but  the  cause  of  exhaustion  is  an 
infected  abscess. 

Treatment.  Admittin<j;  that  abscess  is  a  symptom  whose 
importance  stands  in  direct  relation  to  the  care  that  has  been 
exercised  iji  the  treatment  uf  the  disease,  and  that  in  the  better 
class  of  cases  the  danger  fn)m  this  source  is  slight,  still  it  is  also 
true  that  abscess  is  the  chief  cause  of  danger,  and  almost  the 
only  cause  of  death,  in  hip  disease  per  sc.  One's  views  as  to  the 
treatment  are  likely  to  be  inHueuced  by  the  class  of  cases  with 
which  he  is  most  fiuiiiliar.  Some  surgeons  have  advocated  abso- 
lute non-interference  with  the  symptomatic  abscess  on  the  ground 
that  in  many  instances  it  finally  disappears  by  spontaneous 
absorption,  while  in  other  cases  the  long  delay  allows  the  com- 
munication with  the  joint  to  close,  so  that  the  danger  of  infection 
after  an  opening  has  formed  is  slight.  Finally,  that  the  results 
after  non-interference  are  better  than  those  reported  after  opera- 
tive treatment.  Others  insist  that  all  collections  of  fluid  of  this 
character  shoidd  be  evacuate<l  as  soon  as  they  are  discovered, 
beciiuse  of  the  danger  of  infection  before  an  oiK;uing  forms  and 
because  of  tlie  advantage  gained  by  preventing  burrowing  of 
pus.  Little  couki  be  said  against  this  latter  course  were  it  not 
that  infection  is  a.s  common  after  operative  treatment  as  when  a 
spontaneous  opening  forms;  the  only  advantage  in  favor  of  the 
artifieiat  opening  being  that  the  cavity  with  which  it  communi- 
cates should  be  smaller  and  more  direct  than  when  the  fluid 
has  undermined  the  tissues  in  various  directions,  but  this  is  offset 
by  the  fact  that  at  least  20  per  cent,  of  abscesses  disappear  with- 
out treatment.  In  fact,  as  compared  with  indiscriminate  incisions, 
the  let-alone  treatment  should  be  preferred  when  proper  after- 
treatment  cannot  be  assured. 

It  wouhl  appear,  however,  that  the  middle  course,  between  the 
extremes,  is  the  safest,  and  especially  so,  as  by  far  the  larger 
numlwr  of  patients  must  be  treated  under  conditions  that  do  not 
permit  of  ])ri>|)er  care.  In  the  outdoor  department  of  the  Hos- 
pital for  Ruptured  and  Crippled  abscesses  arc  treate<l  symptomat- 
ically.  If  a  swelling  appears  but  remains  quiescent  and  causes 
iio  symptoms,  it  is  not  disturbed.  If  it  eularges,  the  tension  of 
the  fluid  is  relieved  by  aspiration,  which  may  be  repeatetl  as 
requinxl,  CMmpression,  after  the  evacuation  of  the  fluid,  being 
applied  by  means  of  a  i>ad  and  bandage.  If  the  abscess  is  on 
the  point  of  opening  sjx)ntaneoiisly,  or  if  its  (joutents  are  of  such 
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a  nature  that  aspiration  is  impossible,  an  incision  is  made  and 
the  proper  dressings  are  applied ;  or,  if  the  child  lives  at  a  dis- 
tance from  the  hospital,  the  mother  is  instructed  in  the  manner 
of  dressing  and  as  to  the  importance  of  cleanliness. 

If  the  abscess  is  of  large  size,  or  if  acute  symptoms  are  present, 
the  child  is  admitted  to  the  hospital.  Here  the  same  general 
principle  is  followed,  but  at  the  present  time  the  routine  of  treat- 
ment of  non-infected  abscess  is  free  incision  that  will  allow  com- 
plete evacuation  of  its  contents.  The  abscess  membrane  is 
removed  by  gently  rubbing  with  iodoformized  gauze.  If  the 
opening  in  the  capsule  of  the  joint  is  exposed,  this  may  be  en- 
larged to  permit  the  evacuation  of  the  products  of  disease  within 
the  joint ;  at  the  same  time  the  character  and  extent  of  the  dis- 
ease may  be  ascertained,  aud  foci  may  be  removed  if  practicable ; 
the  wound  is  then  closed  with  superficial  and  deep  sutures,  and  a 
firm  dressing  is  applied.  This  operation,  if  performed  under 
aseptic  precautions,  causes  no  disturbance,  and  it  relieves  nature 
from  the  burden  of  necrotic  material  which  must  be  an  obstacle 
to  spontaneous  absorption.  In  many  instiinces  the  abscess  is 
permanently  cured,  although  if  the  condition  that  induced  it  re- 
mains unchanged  Huid  will  again  accumulate,  and  if  so  a  spon- 
taneous opening  will  form  in  the  line  of  the  incision.  This  oper- 
ation is  not  a  radical  cure  of  the  abscess  or  of  the  disease ;  it 
is  simply  a  means  of  thorough  evacuation  for  the  purpose  prima- 
rily of  accomplishing  what  the  aspirator  does  only  in  part.  If 
the  abscess  has  become  infected  its  contents  are  completely 
removed,  the  wound  is  then  packed  with  gauze,  and  provision 
is  made  for  efficient  drainage. 

In  the  treatment  of  abscesses  the  injection  of  iodoform  emulsion, 
in  connection  with  the  aspiration  or  incision  has  been  thoroughly 
tested.  The  results,  as  far  as  the  disappearance  of  the  abscess 
was  concerned,  were  not  as  good  as  from  simple  aspiration  ;  and 
as  the  procedure,  being  somewhat  of  the  nature  of  an  operation, 
caused  the  patients  some  discomfort  and  anxiety,  it  was  discon- 
tinued. From  the  clinical  standpoint  there  is  little  evidence 
that  these  injections  exercise  any  particular  influence  upon  the 
disease,  but,  theoretically,  iodoform  should  lessen  the  infectious- 
ness of  the  tuberculous  fluid,  and  by  local  irritation  stimulate  the 
growth  of  granulation  tissue.  There  appears  to  be  no  serious 
objection  to  its  use. 

The  Treatment  of  Sinuses.  When  the  disease  is  active  the 
sinuses  that  serve  as  drains  should  not  be  interfered  with.     And 
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in  the  advanced  cases  when  the  disease  is  quiescent  nnd  when 
the  tissues  about  the  joint  are  of  the  j)eculiar,  resistant,  "  porky  " 
consLstency,  active  measures,  either  for  the  purpose  of  closing 
sinuses  or  for  the  correction  of  deformity,  should  be  de- 
ferre<l.  In  many  instances,  however,  sinuses  persist  as  tuber- 
culous fistulie,  serving  no  useful  purpose.  In  this  class  the  com- 
plete removal  of  the  iufecto<l  tissue  by  excision  or  by  thorough 
curetting  is  the  most  effective  remedy.  The  various  applications 
of  pure  parbolie  acid,  solution  of  salicylic  acid,  ifnloform  emul- 
sion, balsam  of  Peru,  and  the  like  are  of  some  service,  but 
thon)ugh  removal  of  the  disease  is  the  only  radical  treatment. 

Exploratory  Operations.  In  certain  instances  exploratory  ofwra- 
tions  may  l>e  indicated.  If,  for  example,  pain  and  swelling  iudi- 
Ciite  tension  within  the  capsule  it  may  be  relieved  by  an  incision 
and  the  joint  may  be  explored  with  the  possibility  of  finding  a 
localised  focus  of  disease  that  may  be  removed. 

The  joint  may  be  oj>ene<l  by  an  anterolateral  incision,  begin- 
ning one  inch  to  the  outer  side  of  the  anterior  superior  spine  and 
extending  downward  about  three  inches.  This  exposes  the  line 
of  junction  between  the  tensor  vagina;  femoris  and  the  gluteus 
medius  muscles.  When  these  are  separate<l  from  one  another  the 
anterior  surface  of  the  capsule  of  the  joint  is  laid  bare.  If  more 
room  is  required  the  tensor  vaginie  femoris  muscle  may  he 
divided.  The  capsule  is  then  incised  in  the  line  of  the  neck  and 
through  tlie  incision  the  head  of  the  bone  may  be  extruded  by 
rotiiting  the  limb  outward  and  extending  it.  By  this  means  tiie 
character  of  the  disease  may  be  ascertained  and  in  certain  in- 
stances localized  foci  in  the  neck  or  in  the  head  of  the  bone  may 
be  removed.  The  wound  is  then  closed  or  ilraino<l  as  may  peem 
advisable.  By  such  intervention  the  course  of  the  disease  may 
be  shortened,  although  cure  by  this  means  is  unusual. 

Temporary  anterior  dislocation  of  the  head  of  the  femur  by 
means  of  the  anterolateral  incision  may  be  of  value  in  acute  and 
puiuful  disease.  Posterior  dislocation  for  this  purpose  has  l>ecn 
perforrneil  by  Bradford  in  several  cases  with  satisfactorj'  ru-s^ulls, 
the  bone  being  again  rei)lace<l  when  the  disease  had  become  qui- 
escent' The  object  of  thi.s  operation  is  to  remove  the  opposing 
bones  from  direct  contact,  an<l  to  relieve  the  muscular  s{)asm  that 
accompanies  acute  dlsciise. 

Exploratory  openitionj^  also  may  be  of  special  value  in  the 
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Stages  of  the  disease,  to  ascertain  the  cause  of  long-con- 
tinuecl  suppuration,  or  of  abnormal  delay  in  repair,  which  may  be 
due  to  detached  or  adherent  fragments  of  necrosed  bone  within 
the  joint.  This  point  is  illustrated  by  the  statistics  of  (il  cases 
of  hip  disease  treated  by  excision  by  Poor.'  In  15  of  these  loose 
bone  was  found  in  the  joint,  and  in  7  the  head  of  the  bone  was 
detached. 

In  H8  cases  investigated  by  Lehman'  at  the  Wurzburg  Clinic 
seqnestra  were  present  in  20.4  per  cent.,  and  in  70  per  cent,  of 
%^  rases  treated  by  Riedel.^ 

An  exploration  of  the  joint  by  one  familiar  with  surgical 
technique  should  be  free  from  danger,  and  it  may  l)e  of  much 
value. 

Excision  of  the  Hip.  The  operation  of  excision  is  now  classed 
u  a  treatment  of  necessity  in  certain  cases,  usually  those  in 
which  recover^'  under  conservative  treatment  is  considered  very 
doubtful.  For  example,  when  there  is  progressive  failure  in 
health  ;  when  it  is  impossible  to  drain  the  joint  eflFectiveJy  after 
infet^tion  ;  when  there  is  evidence  of  extension  of  the  disea.ae  to 
the  shaft  of  the  femur  or  to  the  pelvic  cavity,  or  when  other 
eerioos  complications  exist. 

In  certain  instances  the  excision  may  follow  an  exploratory 
uperatiou  ;  in  such  cases  the  auterolaterul  incision  may  be  em- 
ployed and  tiie  neck  and  head  of  the  bone  only  may  be  removed. 
In  this  operation  the  diseased  tissue  is  removed  as  thoroughly  as 
possible  witli  the  sharp  spoon,  by  scrubbing  with  iodoformized 
gwize,  and  by  flushing  with  hot  water.  If  the  joint  is  not 
infi^tetl  it  is  dried  ;  io<loform  emulsion  may  be  injected  or  the 
pure  carbolic  acid  may  be  applied,  and  the  various  tissues  are 
tlwa  sewed  in  layers  ;  pressure  is  applie<l,  the  aim  being  to  secure 
uumetliate  union.  If  this  does  not  take  place  drainage  is 
employed  in  the  usual  manner. 

In  typical  cjises  the  operation  is  iierfonned  because  of  exten- 
fve  dt.•^>ase  and  infected  alwcess,  and  in  such  instances  the  entire 
ipper  extremity  of  the  bono  to  the  troohnntrr  minor  is  removed. 

A  sjitisfactory  method  is  that  of  Kiwnig. 

Ad  incision  about  five  inches  in  length  is  made  in  a  line  join- 
ing th**  tnK'h.iuti'r  and  the  posterior  inferior  i^pinc  of  the  ilium. 
Abtiut  two-thinls  of  tli«'  length  is  aliove  and  one-thinl  over  tlie  tro- 
ehanter.     The  incision  is  deepened  to  expose  the  capsule  and  the 
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surface  of  the  trochanter,  from  which  one  removes  the  insertion 
of  the  gluteus  maximum  and  the  tendons  of  the  medius  and 
uiinimus.  The  muscles  are  sepamte<I  lu  the  line  of  the  incision 
and  the  capsule  is  widely  opened.  With  a  thick,  strong  knife 
one  separates  all  the  muscular  attachments  to  the  anterior  margin 
of  the  trochanter,  while  the  limb  is  rotate*!  outward,  removing, 
if  possible,  a  thin  section  of  jwriosteum  :uid  Iwne.  The  same 
process  is  then  repeate<l  on  the  posterior  surface,  the  limb  being 
rotated  inward.     The  trochanter  is  then  removed. 

The  acetabular  insertion  of  the  capsule,  together  with  the 
adjoining  upper  border  of  tlie  acetabulum,  is  then  cut  away  and 
the  neck  of  the  femur  is  separated  from  the  shaft  with  a  saw 
or  chisel.  All  the  dis<.>ased  parts  are  then  removed,  including 
the  acetabular  wall  and  adjoining  bone,  if  necessary'.  The  wound 
is  partly  closed  with  drainage,  and  the  extremity  of  the  femur  is 
placetl  within  the  acetabulum,  where  it  should  be  retained  for  a 
time  by  a  plaster  bandage  or  Tiiomas  brace  provided  with  trac- 
tion straps.  When  the  patient  begins  to  walk  a  hip  splint  or 
other  support  is  used  for  a  time  to  prevent  deformity.  One  of 
the  most  efficient  supports  of  this  class  is  the  short  or  Lorenx 
spica,  tlie  limb  being  fixed  in  an  attitude  of  overextension  and 
moderate  al>dnction  for  many  months. 

The  success  or  failure  of  excision  of  the  hip  as  a  life-saving 
operation,  provided  the  diseases!  bone  has  l>een  removed,  is  de- 
cided by  the  after-treatment,  and  in  this,  drainage  is  the  great 
essential.  The  opening  must  be  large  and  the  shaft  of  the  l)Oue 
must  be  drawn  down  by  efficient  traction,  so  that  it  may  not  ob- 
struct the  opening,  and  the  exuberant  graniilation  must  be 
removed  from  time  to  time.  Phelps  has  iutrcMluced  a  valuable 
adjunct  in  the  use  of  short,  glass  dniin.ige  tubes  of  large  diameter, 
even  np  to  one  and  one-half  inches.  Through  such  a  tulje  or 
8i)eculum  the  gauze  is  inserte«l,  the  opening  permitting  thorough 
inspection. 

The  importance  of  an  open-air  life  after  these  o[)erati«)n8  can 
hardly  Ik>  exaggeratwl.  The  lack  of  this,  the  inefficiency  of  the 
after-trejitment  in  securing  jiroper  draimige,  ami  the  postponement 
of  the  operation  until  amyloid  changes  are  advance<l  explain  the 
iinsutisfiutor^'  chanwter  of  the  results. 

Tlic  fiMK-tional  results  after  excision  in  this  doss  of  iiises  are 
not  as  good  as  those  that  may  be  obtained  when  the  0{>eration  ha.^ 
I)eeu  performed  at  an  earlier  period.  If  motion  continues  free  the 
joint  is  u.sually   insecure.     In   many  instances  there  is  upward 
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displacement  of  the  shaft  of  the  femur  upon  the  ilium  with  con- 
sequent flexion  and  adduction  deformity,  while  in  a  third  class  of 
cases  a  movable  joint  of  sufficient  strength  may  be  preserved. 
The  ultimate  shortening  is  considerably  greater  than  after  con- 
servative treatment.  This  is  accounted  for  by  the  upward  dis- 
placement of  the  femur  and  by  the  removal  of  the  two  epiphyses 
of  its  Jipper  extremity. 

In  a  period  of  twelve  years,  1888  to  1899,  inclusive,  149  opera- 
tions of  excision  were  performed  at  the  Hospital  for  Ruptured  and 
Crippled.  During  this  time  1283  cases  of  hip  disease  were  treated 
in  the  wards  and  1870  new  cases  were  recorded  in  the  out-patient 
department.  Thus  the  operation  was  performed  in  11.6  per  cent, 
of  those  in  the  hospital,  but  the  relative  frequency  of  the  opera- 
tion in  the  entire  number  of  patients  under  treatment  was  con- 
siderably less  than  this. 

One  hundred  and  twenty-one  of  these  operations  of  excision, 
or  those  performed  prior  to  1897,  have  been  carefully  analyzed 
by  Townsend.'  The  121  operations  were  performed  on  119 
patients,  in  two  instances  both  hips  having  been  operated  upon. 
In  113  abscesses  or  sinuses  were  present,  in  most  instances 
infected.  In  5  cases  the  spine  was  involved  as  well  as  the  hip  ; 
in  2  instances  the  knee  ;  iu  2  the  tarsus  ;  in  3  the  ilium.  In  24 
cases  the  anterior  incision  was  employed,  in  97  the  posterior. 
In  18  instances  the  acetabulum  was  seriously  diseased,  and  in 
10  osteomyelitis  of  the  shaft  of  the  femur  was  present.  This 
indicates  the  character  of  the  disease  in  the  cases  operated 
upon. 

In  99  of  the  119  cases  the  later  results  of  the  operation  were 
ascertained.  Of  these  52  were  dead  and  47  were  living.  Of  the 
52  deaths  9  were  due  directly  to  the  operation,  shock  ;  28  were 
caused  by  exhaustion  (persistent  suppuration) ;  9  by  tuberculous 
meningitis;  7  by  other  causes.  Thirty-seven  deaths  occurred 
within  six  months  and  10  others  within  one  year  of  the  operation. 
Of  the  47  patients  living  at  the  time  of  the  investigation,  26 
were  cured.  Of  the  remaining  number  about  one-half  were  in 
poor  condition,  so  that  recovery  could  not  be  expected.  It  is 
evident  that  in  a  large  proportion  of  the  cases  the  operation  was 
unsuccessful  as  a  life-saving  measure,  since  suppuration  per- 
sisted. 

The  functional  results  in  these  cases  are  shown  in  the  follow- 
ing table : 

'  Medical  News,  June  26, 1897. 
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Table  Showivo  Shoktexixo,  Motiox,  Xumbek  or  Siscskb  Pbcbkvt. 

AXD  AXOLK  OF  GkEATE^T    EXTKBSIOX   IJT   FOKTT-eEVBH  CABBS  OF 
ExCieiOK.      (TOWX8E5D.) 
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Lovett'  has  rejMjrted  the  results  of  oO  excisions  in  a  similar 
class  of  cases  at  the  Boston  Children's  Hospital,  1877  to  1895. 
The  number  of  j)atients  actually  treated  in  the  wards  of  the  hos- 
jiital  is  not  stated,  but  ll()(t  cases  were  recorded  as  having  been 
under  treatment  during  this  time,  a  percentage  of  excisions  of 
4.")  of  the  totJil  number.  Tn  8  of  the  cases  osteomyelitis  of  the 
femur  was  present,  and  in  15  the  acetabulum  was  perforate*!. 
Tlie  ultimate  mortality  was  about  oO  per  cent. 

P(M)r'  has  report<.Kl  the  results  in  (5")  cases  operated  upon  at  St. 
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Mary's  Hospital,  New  York,  with  a  final  mortality  of  about  43 
per  oent.  In  21  casea  osteomyelitis  of  the  shaft  of  the  femur 
was  present,  lull  oases  there  was  jxjrforation  of  the  acetabuhim, 
and  in  {•  of  these  the  o|)ening  coniniunicated  with  an  intrajK'lvio 
abeoese. 

These  statistics  are  quoted  to  illustrate  the  relative  efficiency 
of  late  excision.  The  extent  of  the  lesions  in  some  of  the  cases 
shows  that  recover}'  would  have  been  impossible  without  opera- 
tion, and  its  failure  to  rt;lieve  the  symptoms  in  so  many  instances 
is  sufficient  evidence  that  it  was  jiostponed  too  long.  Under 
proper  conditions  for  treatment  excision  of  the  hip  is  almost 
never  required,  but  in  hospital  practice  it  should  be  performed 
oftener  and  earlier  in  the  course  of  the  disease. 

Amputation.  Amputation  at  the  hip  should  follow  excision 
when  suppuration  persists  and  when  the  condition  of  the  patient 
does  not  improve,  proNnded  the  internal  organs  are  not  hopelessly 
dJMBsed.  The  operation  of  amputation  after  complete  excision  is 
a  simple  procedure  and  it  should  not  be  attended  with  great  danger. 

Reduction  of  Deformity  in  Resistant  Oases.  The  various  methods 
of  reducing  deformity  during  the  active  stages  of  the  disease  have 
been  described,  and  the  importance  of  preventing  deformity 
iroughout  the  entire  course  of  treatment  has  been  insiste<l  on. 
Lt  the  present  tinie,  for  one  reason  or  another,  deformity  from 
this  cause  is  very  common,  either  because  its  importance  is  not 
appreciated  or  liecause  it  is  considered  as  a  necessary  concomitant 
of  the  disease,  treated  by  apparatus,  as  it  is  in  the  nutunil  cure. 
At  all  events,  in  many  instances  it  is  allowed  to  persist  until  the 
aooommodative  changes  about  the  diseased  joint  have  so  fixed  the 
limb  in  the  deformetl  position  that  greater  correcting  force  is 
required  than  can  be  applied  by  the  weight  and  pulley  or  by 
other  method  of  traction. 

In  this  class  of  cases,  in   which   the  muscles  are  structurally 

shortenc<l  and  in  part  transformed  to  fibrous  tissue,  and  in  which 

the  anterior  wall  of  the  capsule  has  become  retracted  and  it  may 

rbe  ailhereut  to  the  surrounding  parts,  forcible  reduction   under 

air^thesia,  or  osteotomy,  may  be  required.  If  the  disejise  is 
quiescent  or  cured,  if  the  hea<J  of  the  femur  or  what  remains  of 
it  is  in  the  normal  position,  and  if  a  fair  range  of  motion  re- 
mains, gnulual  forcible  rciluction,  after  division  of  the  bands  of 
fascia  or  the  mascles  that  hold  the  limb  in  the  deformetl  position, 
ia  a<lvi!iable. 

In  all  cases  in  which  Uie  head  of  tiie  articulation  is  destroyed 
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the  aim  should  be  to  secure  an  anterior  transposition  of  the  upper 
extremity  of  the  femur,  and  to  secure  this  result  one  proceeds 
as  in  reducing  or  transposing  the  congenitally  displaced  hip — 
by  longitudinal  traction,  by  forcible  abduction,  combined  with 
massage  of  the  adductors,  and,  finally,  by  gradual  extension — 
preceded  usually  by  division  of  the   resistant  parts  about  the 


Fio.  340. 


Extreme  deformity  after  hip  dlaease,  nbowlng  the  attitude  before  opeimtion. 
(Sec  Pigs.  241  and  242.) 

anterior  sujjcrior  spine.  The  limb  is  then  fixed  by  a  Lorenz 
spica  in  an  attitude  of  moderate  alnluction  and  overextension. 
Later  the  alxluction  is  lessened  by  the  overextended  position  ;  this 
is  maintained  for  many  months,  and  is  assured  by  passive  move- 
ments after  the  support  is  removed.  Forcible  reduction  in  curc<l 
or  (jiiicscent  oases  is  practically  free  from  danger. 

The  Correction  of  Deformity  by  Femoral  Osteotomy.  If  the 
deformity  is  fi.xed  by  bony  anchylosis  or  by  firm,  fibrous  adhesions 
within  the  joint ;  or  if  it  is  feared  that  violence  may  stimulate 
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dormant  disease ;  or  if  there  is  such  a  degree  of  upward  displace- 
ment of  the  femur  upon  the  pelvis  that  the  deformity  is  likely  to 
recur  after  replacement,  it  is  better  to  correct  the  deformity  by  an 
osteotomy  of  the  femur. 

The  patient  having  been  prepared  for  operation,  is  turned  upon 
the  side  and  a  sand-bag  is  placed  between  the  thighs.  A  small 
osteotome,  about  the  shape  of  a  lead-pencil,  of  which  one  extremity 
is  flattened  to  a  cutting  edge  (Vance's  instrument),  is  pushed 
directly  through  the  soft  parts  to  the  femur  at  a  point  about  two 
inches  below  the  apex  of  the  trochanter.  It  is  turned  until  its 
cutting  edge  is  at  the  right  angle  to  the  shaft  and  it  is  then 
driven  through  the  cortical  substance  of  the  bone.  When  it  has 
penetrated  at  one  point  it  is  withdrawn,  and  adjoining  portions 
are  cut  until  about  half  the  circumference  is  divided,  when  with 

Fio.  241. 


The  foTorite  attitude  in  recumbency.    (See  Fig.  240.) 

slight  force  the  bone  may  be  fractured.  If  the  deformity  is  of 
long  standing,  division  of  the  contracted  tissues  in  the  adductor 
region  and  below  the  anterior  superior  spine  may  be  required. 

The  limb  is  then  drawn  down  to  complete  extension  and 
moderate  abduction,  and  the  body  and  limb  are  encased  in  a 
plaster-of- Paris  spica  bandage,  which  should  remain  in  position 
for  several  months,  although  the  patient  may  be  allowed  to  bear 
weight  on  the  limb  in  a  few  weeks  after  the  operation.  The  long 
may  be  replaced  by  the  short  spica  at  the  end  of  tw^o  months. 
This  latter  or  some  similar  appliance  should  be  used  until  tests 
show  that  there  is  no  longer  danger  of  recurrence  of  the  deformity. 

The  advantages  of  the  subcutaneous  method  are  simplicity  and 
freedom  from  danger.  No  dressings  are  required,  except  a  pad 
of  gauze  over  the  minute  opening,  thus  the  limb  may  be  firmly 
held  by  the  plaster  bandage.  If  there  is  anchylosis  between  the 
femur  and  the  pelvis  no  support  will  be  required  after  the  Iwne 
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Fio.  242. 
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has  united,  but  if  there  is  motiou  iu  the  joint  some  fixative  appli- 
ance should  be  employed  for  a  time  to  prevent  recurrence  of  a 
part  of  flie  deformity. 

Prognosis.     Mortality.     The  direct  mortality  of  hip  disease  is 
due  almost  entirely  to  the  inimtHliute  or  remote  effects  of  abscess. 

This  is  ilhistnUed  by  the  statistics  of 
Bruns,  in  whitih  the  mortality  from  all 
causes  of  the  non-suppurative  cases  was 
23  per  cent,  as  compared  with  r)'2  per 
cent  in  those  in  which  suppuration  was 
present. 

The  mortality  amonjj  the  patients 
treated  at  many  of  the  German  clinics 
is  much  higher  than  in  the  corresponding 
class  in  this  country. 

At  Tubingen,  acconliug  to  Wagner,' 
it  was  40  per  cent. 

At  Kiel,  according  to  Mummelthy,  it 
was  48. 5f)  per  cent,  in  non-operative 
cases  and  />3.iH5  per  cent,  in  operative 
cases. 

At  Marburg,  according  to  Marsch,  it 
was  35  per  cent,  iu  non-operative  cases 
and  40.4  per  cent,  in  o|>erative  cases. 

At  Heidelberg,  according  to  Huis- 
mans,'  it  was  AHA)  per  cent,  iu  non-oper- 
ative cases  and  58  per  cent,  in  operative 
cases. 

At  Zurich,  according  to  Pedolin,'  it 
was  37.7  per  cent,  iu  non-operative  eases 
and  54  per  cent,  in  operative  cases. 

At  Vicuna,  according  to  Prendls- 
burger,*  it  was  17  per  cent,  iu  all  classes. 

At  Gottingen,  according  to  Koenig,' 
40.3  [ter  cent. 

In  a  total  of  63(i  cases  treated   by  conservative  methods  by 
Rabl,  1859  to  1894,  definite  results  were  ascertained  in  519  ;* 


Alter  correction  by  inttwlomy 
and  divlalon  of  tb«  contrucied 
tlnue*.  (Glbney.)  (See  Fig«.  240 
■nd  241.) 


<  Beit.  X.  Uln.  Chlr..  189S.  Bd.  xlU. 

«  Quoted  bj  Binder,  Zulln.  f.  Onhop.  Chlr.,  1889,  Bd,  vii.  U.  2  and  a. 

•  Centralbl  f.  rhlr.,  July  >!>,  1S96,  So.  80.  '  Loc  dt. 

>  Koenir    Das  Uoengeleuk,  Berlin,  1002. 

>  Znr  CoDierr.  Beband.  der  tubercnloaen  Knocben  und  Gdenkaleldeo,  J.  Rabl,  Lelpxlg 
und  Wien,  18l». 
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335  were  hospital  cases.  Of  these  216  were  cured,  64.4  per 
cent. ;  70  died,  20.8  per  cent.,  and  49,  14.4  per  cent.,  were  still 
under  treatment ;  184  were  treated  as  out-patients.  Of  these, 
132  were  cured,  71.5  per  cent.  ;  35  died,  19.2  per  cent.,  and  17, 
92  per  cent.,  remained  under  treatment. 

In  288  cases  treated  at  the  Hospital  for  Ruptured  and  Crippled, 
New  York,  reported  by  Gibney,'  the  death-rate  was  12.5  per 
cent. 

In  private  practice  the  statistical  reports  of  final  results  show 
the  death-rate  to  be  extremely  small.  C.  F.  Taylor,*  94  cases, 
including  24  in  which  suppuration  was  presented,  3  deaths. 
L.  A.  Sayre,'  212  cases,  5  deaths.  Ijorenz,*  60  cases,  with  3 
deaths. 

In  the  clinics  of  this  country  the  death-rate  has  been  estimated 
to  be  from  10  to  15  per  cent.,  a  rate  of  mortality  much  lower 
than  that  reported  from  those  abroad.  This  is  accounted  for  in 
part  by  the  fact  that  patients  are  of  a  better  class  and  in  part 
because  they  receive  earlier  and  more  efficient  mechanical  pro- 
tection. 

The  causes  of  death,  according  to  Wagner's  statistics  of  124 
cases,  were  as  follows  : 

Hlpdtseaije iU 

Oeneral  tuberculosis 87 

Tuberculous  menlnglUs 13 

Tuljerculosis  or  the  lungs 11 

Acute  miliary  tuberculosis S 

Amyloid  degeneration 8 

Septic  infection 12 

Intercurrent  disease 8 

124 

Thirty  per  cent,  of  the  deaths  occurred  in  the  first  year  of  the 
disease,  26  per  cent,  in  the  second  year,  and  20.4  per  cent,  in  the 
third  year. 

The  percentage  of  recovery  was  65  per  cent,  of  those  in  the 
first  decade  of  life,  56  per  cent,  of  those  in  the  second,  and  but 
28  per  cent,  of  those  in  the  third  decade. 

The  causes  of  death  in  50  cases  among  778  patients  treated  at 
the  New  York  Orthopedic  Dispensary  and  Hospital  during  the 
years  1877  to  1882  were:" 

'  N'ew  York  Medical  Journal,  July  and  August,  1877. 

'  Boston  Medical  and  Surgical  Journal,  March  6, 1879. 

•  New  York  Medical  Journal,  April  80, 1892. 

«  Wiener  Kllnlk,  1S92. 10  and  U. 

«  SbaBer  and  Lovett.    New  York  Medical  Jonmal,  May  21, 1887. 
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Toberculooi  menlngltto 20 

Amyloid  degenenUoD 6 

EzliamUon S 

Tuberculosis  of  the  liinsi 8 

Tuberenlous  peritonit's 1 

SepUceemla I 

ConTUlslons 1 

Unknown 18 

~60 

Of  96  deaths  recorded  at  the  Alexandra  Hospital,  London  (a 
mortality  of  about  26  per  cent  of  the  cases  treated),  the  causes 
were 

Tuberculous  meningitis .       .  16.1  per  ot. 

Albuminuria  and  dropsy 20.8  " 

Tuberculosis  of  the  lungs 8.8  " 

EzbausUon 9.4  " 

Erysipelas  and  pyeemla 8.1  " 

After  operation 9.4  " 

Intercurrent  diseases 7.8  " 

Unknown 25.0  " 

100.0       " 

The  direct  mortality  of  hip  disease  should  include  all  deaths 
due  to  operation,  those  caused  by  exhaustion  and  amyloid  d^n- 
eration,  which  is  almost  always  the  result  of  profuse  suppuration 
secondary  to  pyogenic  infection.  Tuberculous  meningitis,  a  com- 
mon and  apparently  an  unavoidable  cause  of  death,  is  not  neces- 
sarily a  complication  of  the  local  disease,  except  in  so  far  as  a 
lowered  vitality  may  predispose  the  patient  to  it,  since  it  may 
have  been  due  to  new  infection  or  induced  by  the  primary  focus 
which  preceded  the  tuberculosis  of  the  hip. 

It  is  believed  that  operative  interference  is  sometimes  the  direct 
cause  of  tuberculous  meningitis,  and  it  is  of  interest  in  this  con- 
nection to  note  that  20  of  50  deaths,  or,  rather  of  34,  in  which 
the  cause  of  death  was  known,  58  per  cent,  were  due  to  this 
complication  among  the  cases  treated  at  the  New  York  Ortho- 
pedic Dispensary  and  Hospital,  where  no  operations  were  per- 
formed.' While  of  52  deaths  in  a  total  of  99  cases  treated  at 
the  Hospital  for  Ruptured  and  Crippled,  in  which  excision  was 
performed,  but  9  were  caused  by  tuberculous  meningitis.' 

The  normal  death-rate  among  cases  imder  fair  hygienic  condi- 
tions is  illustrated  by  statistics  from  the  Hospital  for  Ruptured 
and  Crippled  at  a  time  when  no  operative  or  mechanical  treat- 
ment was  employed.'  This  was  1 2.5  per  cent. ;  4.5  per  cent, 
from  exhaustion,  4.5  per  cent,  from  amyloid  degeneration,  1.75 

>  Shafttsraiid  Lovett.    New  York  Medical  Journal,  May  21,  1887. 

■  Towownd.    Medical  News,  June  26, 189(i. 

''  Ciibney.    New  York  Medical  Kccord,  March  '2. 1878. 
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per  cent,  from  tuberculous  meningitis,  1.75  per  cent,  from  inter- 
current diseases. 

Thus  nearly  75  per  cent,  of  the  deaths  were  due  more  or  leas 
directly  to  suppuration. 

Functional  Besults.  In  a  certain  proportion  of  cases  perfect 
function  may  be  retained,  the  proportion  depending  upon  the 
extent  of  the  disease,  and  upon  the  timeliness  and  efficiency  of 
the  treatment. 

In  a  total  of  280  cases  from  the  private  practice  of  Dr.  L.  A. 
Sayre/  in  which  the  final  results  were  known,  73,  or  26  per 
cent.,  recovered  with  perfect  motion,  and  120,  or  42  per  cent., 
retained  good  motion.  These  results  are  extraordinarily  good, 
very  much  better  than  any  others  that  have  been  reported,  and, 
of  course,  far  better  than  may  be  expected  in  the  ordinary  class 
of  cases. 

The  effect  of  mechanical  treatment  and  of  the  various  measures 
employed  for  the  correction  of  deformity  is  well  illustrated  in 
two  series  of  ultimate  results  in  cases  treated  at  the  Hospital  for 
Ruptured  and  Crippled,  reported  by  Gibney.'  In  the  first  series 
of  80  cases  no  mechanical  or  operative  measures  were  employed, 
the  treatment  being  simply  hygienic  and  symptomatic ;  the 
results,  therefore,  represent  natural  cure  under  proper  super- 
vision. The  duration  of  the  disease  was  tliree  years  in  23  ;  three 
to  six  years  in  28  ;  six  to  ten  years  in  16,  and  fifteen  years  in 
one  case. 

In  35  cases  the  shortening  was  two  inches  or  more,  and  in 
nearly  every  case  there  was  more  or  less  deformity,  viz.  : 

In   2  there  was  flexion  to 90° 

"3 110 

"    3  "       "         "  120 

'•  19  •'       ••          "  135 

"  19      ' 146 

"  18  •'       •'          '•  160 

"11 160-170 

In  4  no  estimate  was  made.  Distortions  other  than  flexion 
are  not  specified. 

In  12  instances  motion  was  retained  of  from  15  to  90  degrees. 

In  the  second  series'  of  107  cured  cases  mechanical  and  opera- 
tive treatment  was  employed,  although  the  protection  assured 
was  in  many  instances  far  from  efficient.  In  many  of  these  cases 
the  disease  was  in  an  advanced  stage,  and  deformity  was  present 

■  New  York  Medical  Journal,  April  80, 1892.  «  Loc.  oJt 

'  Gibnejr,  Waterman,  and  Reynolds.    Trans.  Amer.  Orth.  Assoc.,  1898,  vol.  zl. 
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in  more  than  half  of  the  number  when  treatment  was  begun,  and 
yet  all  of  them  recovered  without  marked  flexion  and  presumably 
without  adduction,  as  this  deformity  is  not  mentioned. 

No  flexion 47 

Flexion  of  10° <0 

"      of  10-20" 20 

"      of  20-30° 10 

Perfect  motion  was  retained  in 18 

Good 22 

Limited     '■        "  •<       " 4x 

There  was  ancbyloeia  in         ....■...,  81 

In  69  cases  the  shortening  was  one  inch  or  less,  35  having  no 
shortening.     In  38  it  was  more  than  one  inch. 

As  has  been  stated,  the  mechanical  treatment  in  these  cases 
was  not  sufficiently  effective  to  prevent  deformity,  and  to  attain 
these  results  osteotomy  with  or  without  division  of  contracted  tis- 
sues was  performed  in  19  cases,  forcible  correction  with  or  with- 
out tenotomy  in  30  cases,  and  in  4  cases  the  joint  was  excised. 

If  the  joint  has  been  actually  invaded  by  disease  so  that  a  part 
of  its  articulating  surface  has  been  destroyed,  motion  must  be 
impeded  both  in  area  and  quality.  In  such  cases  the  joint  is 
somewhat  weakened,  and  it  is  often  sensitive,  although  in  many 
instances  not  to  the  extent  of  interfering  seriously  with  the  ability 
of  the  patient.  In  this  class  discomfort  in  damp  weather  or  pain 
on  overexertion  is  experienced,  symptoms  similar  to  those  com- 
plained of  by  rheumatic  subjects. 

Simple  shortening,  due  to  retardation  of  growth,  unaccom- 
panied by  deformity,  is  of  comparatively  little  importance. 
Firm  anchylosis  in  a  symmetrical  position  insures  a  strong  and 
useful  limb,  the  flexibility  of  the  lumbar  region  compensating  for 
the  loss  of  motion  at  the  joint.  In  such  cases  the  disability  may 
be  very  slight,  and  the  effect  of  the  loss  of  motion  may  be  more 
apparent  in  the  sitting  than  in  the  erect  posture,  for  the  patient 
must,  as  it  were,  sit  upon  his  back,  an  attitude  which  perceptibly 
reduces  the  sitting  height. 

^."Flexion,  if  it  be  slight,  does  not  cause  disability,  but  flexion 
of  more  than  30  degrees  increases  the  lumbar  lordosis  and  makes 
the  buttock  prominent,  the  deformity  so  characteristic  of  the 
natural  cure  (Fig.  190).  Great  flexion,  for  example,  of  60  or  90 
degrees,  causes  an  exaggerated  lordosis  which  is  almost  always 
a  source  of  pain  or  discomfort  to  a  patient  who  is  obliged  to  stand 
much  of  the  time. 

Abduction  is  of  no  importance  unless  it  be  considerable.     It 
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serves  in  most  instances  as  a  compensation  for  actual  shortening 
of  the  limb. 

Adduction,  on  the  other  hand,  which  necessitates  an  upward 
tilting  of  the  pelvis  in  order  to  restore  the  parallelism  of  the 
limbs,  is  the  most  disastrous  of  all  the  distortions  since  it  causes 
a  practical  shortening  often  greater  than  that  due  to  the  destruc- 
tive effects  of  the  disease. 

The  motion  that  is  retained  after  recovery  from  hip  disease  is 
usually  considered  as  the  test  of  successful  treatment.  This  is 
by  no  means  the  fact,  for  in  many  instances  motion  is  preserved 
because  the  joint  is  destroyed  and  because  what  remains  of  the 
upper  extremity  of  the  femur  is  supported  by  the  tissues  on  the 
dorsum  of  the  ilium — a  form  of  pathological  dislocation. 

In  such  cases  deformity  is  almost  always  present,  and  the  sup- 
port is  insecure. 

Deformity  is  far  more  disabling  than  loss  of  motion,  and  the 
best  safeguard  against  final  deformity  is  to  prevent  it  during 
treatment,  and  to  retain  as  far  as  may  be  the  joint  surfaces  in 
proper  relation  to  one  another.  Whatever  motion  is  preserved 
will  then  be  of  service  to  the  patient,  and  if  anchylosis  follows 
tlie  result  may  still  be  classed  as  good. 

Deformities  of  Other  Farts  Caused  by  Hip  Disease.  Deformities 
of  other  parts  are  sometimes  observed  as  secondary  results  of  hip 
disease,  most  often  in  cases  that  have  not  received  proper  treat- 
ment. In  the  spine  an  exaggerated  lordosin  as  a  compensation 
for  flexion  is  not  uncommon,  and  lateral  curvature  may  follow 
distortion  of  the  pelvis  caused  by  adduction.  In  the  limb  knock- 
knee  may  follow  persistent  adduction  of  the  thigh,  or  it  may  be 
an  effect  of  laxity  of  the  ligaments  without  such  distortion. 
Another  deformity  is  genu  recurvatum.  This  is  apparently  caused 
by  long-continued  disuse  of  the  limb,  and  by  the  use  of  apparatus 
in  which  the  knee  has  not  been  properly  supported.  It  is  sup- 
posed to  be  one  of  the  effects  of  traction,  but  it  is  also  observed 
in  cases  in  which  traction  has  never  been  employed.  In  cases  in 
which  the  muscular  atrophy  that  follows  limited  motion  and  long- 
continued  disuse  is  great,  laxity  of  the  ligaments  of  the  knee-joint 
is  common,  and  not  infrequently  subluxation  of  the  tibia  also. 
A  slight  degree  of  equimis  with  accompanying  exaggeration  of  the 
arch  is  not  uncommon  among  patients  who  have  been  treated  by 
the  traction  apparatus,  in  which  the  foot  is  pendent  and  in  which 
the  toes  are  often  inclined  downward  to  guide  the  brace  in  walk- 
ing.    Practically  speaking,  all  these  secondary  deformities  may 
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be  avoided  by  proper  supervision  of  the  patient  during  the  period 
of  treatment 

As  a  rule,  patients  who  have  recovered  from  hip  disease  finally 
discard  all  apparatus,  or  at  most  use  only  a  cane  as  a  support, 
and  many  prefer  to  walk  habitually  on  the  toe  rather  than  to 
equalize  the  length  of  the  limbs  by  a  high  shoe. 

By  far  the  larger  number  of  this  class,  having  accommodated 
themselves  to  whatever  weakness  and  distortion  may  be  pres- 
ent, are  able  to  undertake  the  ordinary  occupations  of  life.  Of 
the  patients  cured  at  the  Kew  York  Orthopedic  Dispensary  and 
Hospital  in  the  report  already  referred  to,  in  whom  the  final 
results  as  regards  motion  and  symmetry  were  certainly  not  above 
the  average,  it  is  stated  that  there  was  not  a  single  individual 
who  was  incapacitated  from  doing  a  full  day's  work  at  his  or  her 
trade  or  occupation.  None  used  crutches  and  but  one  used  a 
cane. 


=  +  25  per  ct. 


CHAPTER  VIII. 

NON-1  UBERCULOUS  AFFECTIONS  OF  THE  HIP-JOINT. 

The  relative  frequency  and  importance  of  the  various  affec- 
tions of  the  hip-joint  that  cause  disability  are  indicated  by  the 
following  statistics  of  Koenig's'  clinic  at  Gottingen  : 

TubercnloiiB  dlrease 568     •=•      75  per  ct. 

InfecUoos  diseases  after  typhoid  fever : 

Scarlatina  and  the  like 110 

Gonorrhiral  arthritis 30 

Arthritis  deformans 22 

Injaries 11 

Contractions,  cause  unltnown       ....  6 

Coxa  vara S 

Tumors 2 

Fj-aemic  suppuration 8 

757 

Several  of  the  affections  enumerated  are  very  uncommon  in 
childhood,  while  injury  and  coxa  vara  are  relatively  more  im- 
portant. Coxa  vara  and  fracture  of  the  neck  of  the  femur  in 
early  life  are  considered  in  Chapter  XV. 

Traumatisms  at  the  Hip-joint. 

It  is  probable  that  injury  at  the  liip-joint,  caused  by  falls  or 
strains,  may  induce  congestion  about  the  epiphyseal  cartilage  of 
the  head  of  the  femur.  In  this  class  of  cases  there  is  usually 
discomfort  at  night  after  overexertion,  "  growing  pain,"  and 
there  may  be  a  limp  and  restriction  of  motion.  These  symp- 
toms may  disappear  in  a  few  days  or  they  may  recur  from  time 
to  time.  If  the  injury  is  more  severe  there  may  be  local  sen- 
sitiveness and  even  swelling — synovitis.  This  congestion,  with 
the  lessened  local  resistance  induced  by  it,  may  be  a  predisposing 
cause  of  tuberculous  disease.  It  is  probable,  also,  that  cases  of 
this  type  are  sometimes  mistaken  for  hip  disease  and  go  to  swell 
the  number  of  perfect  functional  results  that  are  attained  by  one 
or  another  system  of  treatment. 

Treatment.  All  cases  of  this  class  require  careful  treatment 
and  supervision.     Strains  or  other  injuries  in  young  children  are 

>  Das  Hoeftgelenk,  Berlin,  1902. 
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best  treated  by  a  supporting  bandage  and  by  rest  in  bed  until 
the  symptoms  disappear.  If  the  sensitive  condition  porsists, 
protective  treatment  by  a  brace,  preferably  the  onlinan*'  traction 
hip  splint,  or  by  a  short  plaster  bandage,  should  be  employed, 
the  diagnosis  being  reserved  until  it  is  made  clear  by  the  progress 
of  the  case.  Chronic  synovitis  of  the  hip-joint,  especially  in 
the  adolescent  or  adult,  unless  it  be  a  result  of  severe  injur)-,  is 
usually  tuberculous  in  character. 

Fracture  of  the  neck  of  the  femur,  epiphyseal  separation,  and 
coxa  vara  are  consideretl  in  another  section. 

Acute  Infectious  Arthritis— Acute  Epiphysitis  at  the  Hip-joint. 

Acute  epiphysitis,  cause*]  by  infection  with  pyogenic  germs,  is 
not  uncommon  in  infancy  and  early  childhofxl,  and  it  often 
passes  as  a  form  of  acute  tuberculous  disease.  Of  fifty-two  cases 
in  which  but  a  single  joint  was  involved  the  hip  was  afFccte<l  in 
twenty-six.'  In  some  instances  it  is  induecil  or  favored  by 
injury,  in  others  it  is  secondary  to  an  infected  wouud,  and  it  may 
follow  pneumonia  or  one  of  the  exanthemata,     (See  page  270.) 

Symptoms.  The  symjitoms  are  of  sudden  onset,  ae<!oinpnnic<l 
usually  by  high  fever  and  prostration.  The  hip  liccomes  swollcji, 
hot,  and  sensitive  both  to  motion  and  pressure. 

Treatment.  The  tr<afment  is  early  and  free  incision  and 
efficient  drainage,  the  limb  being  afterward  supportetl  by  some 
form  of  splint.  The  suppuration  ordinarily  {lersists  for  several 
months  ;  the  epiphysis  is  usually  destroyed  in  whole  or  in  part, 
and  in  conset]uence  the  joint  becomes  somewhat  loose  and  flail-like 
(Fig.  243).  Many  of  these  cases  seen  in  later  years,  but  for 
the  history  and  the  scars  about  the  joint,  might  be  mistaken  for 
congenital  dislocation.  In  certain  in.stanc^^8  the  symptoms  arc 
less  acute  and  the  diagnosis  from  tul>erculous  disease  nan  \te 
nuule  positively  only  after  a  bacteriologiaU  examination  of  the 
fluid  that  may  be  removed  from  the  joint  by  aspiration. 

In  the  class  of  csises  in  which  the  disease  is  contine<l  to  one 
joint  and  in  which  the  shaft  of  the  bone  is  not  involve<l,  the 
prognosis  is  gcKxl  if  the  pus  is  thoroughly  evacuated.  In  twelve 
cases  treated  at  the  Hospital  for  Ruptured  and  Cripple<l  there 
were  three  deaths.^  The  pn>gno9i8  as  to  function  under  these 
conditions  is  much  better  than  in  tuberculous  diseaEC. 


■  Towntcnd.    .Imerlean  Jonnul  at  the  MedloU  Bclaocci.  Junoarr,  18RV 
>  Towoand.    Ix>c.  dl. 
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After  recovery  the  joint  should  be  supported  for  a  time  to 
prevent  upwanl  displacement.  If  the  head  of  the  femur  has 
bwD  destroyeil  there  is  usually  upwanl  and  liai-kwanl  displace- 
ment. This  induces  flexion  and  adduction  of  the  liuil>  and  great 
disability.  In  such  cases  one  should,  under  aniesthesia,  force  the 
femur  forward  to  the  neighborhooil  of  the  anterior  superior  spine 
and  to  fix  it  there  for  a  long  pcrioii  hy  the  application  of  a 
Lorenz  spica  bandage  applietl  with  the  limb  in  an  attitude  of 
abduction  and  iiyperextension.  The  operation  is  in  detail  similar 
to  the  Ijoren/  method  for  replacing  the  congenital  dislocation, 
(See  Congenital  Dislocation  of  the  Hip.) 

Subacute  Arthritis. 

In  the  forms  of  arthritis  that  may  complicate  infectious  dis- 
eases several  joints  are  usually  involved,  and  the  affection  is 
often  subacute  in  character. 

I'ndoubtwlly  there  are  mild  cases  of  infection  at  the  hip-joint 
terminating  in  partial  or  complete  recovery  without  operation. 
In  such  cases,  which  are  usually  classe<l  as  rheumatism,  there  is 
iisitally  some  infiltration  about  the  hip,  flexion  deformity,  limita- 
tion of  motion,  and  pain  or  discomfort  referred  to  the  affecte<l  joint, 
A  satisfactory  treatment  is  the  application  of  ichthyol  ointment 
in  a  strength  of  aliout  2o  per  cent.,  the  joint  l>eing  fixed  by  a 
posterior  wire  splint  or  light  Thomas  hip  brace. 


Spontaneous  Dislocation  of  the  Hip-joint. 

If  the  hip-joint  becomes  distended  with  fluitl  the  ojipsule  may 
be  r\ipturetl  and  sudden  disj)lacement  may  occur. 

Degex'  has  collected  from  literature  seventy-nine  cases  of  this 
character.  The  displacement  occurred  in  the  course  of  the  fol- 
lowing diseases  : 

TyphoJd  tevcr  .  ...    32 

KbeainaUsiii  34 

gtwtoUDk  .    U 

TmIoI*      .       . 

OoawrbcBU  uthrlun 

Uitpp* 

ByilpeU* .       . 

SnipllTC  ferer 

Such  accidents'  may  be  guarded  against  by  preventing  flojcion 
•nd  adduction  of  the  limb  and  by  evacuation  of  the  fluid  that 

•  R«Tu«  il'OrttioiH^lle,  Janiury  1,  IRM. 
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disteuda  the  joitit.  The  femur  sliould  be  replaced  as  soon 
positible  before  it  has  become  fixed  by  adhesions  and  contrao>1 
tions.  Even  in  this  class  of  cases,  in  which  treatment  has  been 
delayed  for  months,  by  means  of  preliminary  traction  and  by 
the  use  of  manual  force,  as  in  the  reduction  of  congenital  dislo<'a- 
tion,  one  may  succeed  in  replacing  llie  femur.  In  cases  of  lonj^ 
standing  the  acetabulum  is  filled  with  iitw  material,  which  mu»t 

be  removed  by  the  open  method  be- 
fore replacement  is  possible.  As  an 
alternative  ojieration  one  may  force 
tiie  head  of  the  femur  into  the  an- 
terior positiim  and  fix  the  limb,  for 
several  months,  in  the  attitude  of 
extension  and  abduction.  If  the 
outward  rotation  of  the  foot  is  exces- 
sive, or  if  a  tendency  toward  adduc- 
tion persists,  a  secondary  i>8teotomy 
of  the  shaft  l>elow  the  trochanter 
minor  may  be  performed.  How- 
ever early,  reduction  is  accomplished, 
limitation  of  motion  is  to  be  expecte<l, 
and  in  many  instances  absolute  an- 
chylosis. On  this  account  the  limb 
should  be  supported  for  a  time  in 
proper  position  in  order  to  prevent 
deformity. 

Gonorrboeal  Arthritis. 

Gonorrhueal  arthritis  of  this  joint 
i.san  affection  not  uncommon  in  adult 
life,  and  in  its  symptoms  and  effects 
it  may  resemble  tuberculous  disease 
or  perhaps  more  closely  osteo-or- 
rru.  luur  enrct ,.r  .c„.«  epiphy.iu.  thritis.  The  treatment  of  infectious 
ofci.eriKt>ti.ii..iiijr«!ummhsof»ge.    arthritis  in  gcheral  is  discussed  else- 

where.      Deformity  shouhl  Ije  cor- 
rcctetl    by  rest  in  Iwd  with   traction,  and    protective  treatment 
should  b('  employed  while  the  sensitiveness  persists.     The  short 
spica  plaster  bandage,  if  pro|>erly  applied,  is  a  satisfactory  sup*1 
[>ort. 
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Extra-articular  Disease. 

Occasionally  tuberculous  disease,  or  other  form  of  destructive 
ostitis,  may  b^in  in  the  neighborhood  of  the  trochanter  major. 
The  symptoms  are  local  pain,  sensitiveness,  and  swelling  of  the 
soft  parts.  Later  thickening  and  irregularity  of  the  underlying 
bone  become  evident 

The  symptoms  are  limp  and  discomfort.  If  the  disease  in- 
volves the  capsule  or  is  sufficiently  acute  to  cause  sympathetic 
congestion  of  the  joint,  there  may  be  limitation  of  motion  ;  but, 
as  a  rule,  this  is  slight  or  absent.  In  many  instances  the  focus 
in  the  bone  may  be  shown  by  an  X-ray  negative.  When  the 
disease  is  tuberculous  or  of  the  subacute  type,  abscess  in  the 
trochanteric  or  gluteal  region  may  be  the  first  indication  of 
disease. 

The  treatment  is  prompt  removal  of  the  focus  of  disease  before 
the  joint  or  the  shaft  of  the  femur  has  become  involved. 

Disease  of  the  pelvic  bones  in  the  neighborhood  of  the  joint 
may  simulate  hip  disease.  The  diagnosis  is  made  by  the  local 
swelling  and  sensitiveness,  and  by  the  freedom  of  motion  in  the 
directions  not  restrained  by  sensitive  tissues  that  are  involved 
in  the  disease. 

Gluteal  Bursitis.  An  enlargement  of  one  of  the  burssR  lying 
beneath  the  gluteal  muscles  may  cause  a  rounded,  fluctuating 
swelling  in  the  buttock.  It  may  be  painful  to  pressure  and  it 
usually  causes  a  limp  and  some  discomfort  on  motion,  dependent 
upon  the  degree  of  inflammation  that  may  be  present.  Occasion- 
ally the  bursitis  may  be  caused  by  injury,  but  in  most  instances 
it  is  the  result  of  tuberculous  infection.  The  bursa  may  com- 
municate with  a  diseased  hip-joint,  but  usually  it  is  a  distinct 
and  primary  affection. 

niopsoas  Bursitis.  The  iliopsoas  bursa  lies  in  front  of  the 
capsule  of  the  hip-joint,  extending  from  the  trochanter  minor  to 
and  sometimes  over  the  brim  of  the  pelvis.  Not  infrequently 
it  communicates  with  the  joint.  If  the  bursa  is  enlarged  it 
forms  a  swelling  in  Scarpa's  space  of  a  somewhat  quadrilateral 
form.  Sometimes  a  central  indentation  indicates  the  position  of 
the  iliopsoas  tendon. 

This  causes  a  distinct  enlargement  of  the  upper  and  inner  aspect 
of  the  thigh.  It  is  usually  accompanied  by  slight  flexion,  abduction, 
and  outward  rotation  of  the  limb,  an  attitude  that  relieves  the 
tension  on  the  sensitive  part.     Zuelzer  has  collected  from  litera- 
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ture  forty-five  cases  of  gluteal  and  fifteen  of  iliopsoas  bursitis. 
This  illustrates  the  relative  frequency  of  the  two  affections.' 

Simple  linrsitis  may  be  distinguished  from  disease  of  the  joint 
by  the  ahsenoe  of  fhsinicteristic  nnisoular  spnsni  iind  general  limita- 
tion of  motion.     Acute  inlhimniation  may  simulate  local  al>«fss. 

Treatment.  Chronic  dlscjisc  of  bursa?  is  usually  tuberctdous 
in  character.  Aspiration  and  injection  of  carbolic  acid  i)r  io<lo- 
form  emulsion  may  be  employed  as  primary  measures.  As  a 
rule,  liowevcr,  incision,  drainage,  or,  if  possible,  removal  of  the 
sac  is  indicatec).  According  to  Lund,'  iliopsoas  bursa  may  be 
reache<l  easily  by  a  vertical  incision  between  the  femomi  artery 
and  the  crural  nerve. 

Malignant  Disease  about  the  Hip-joint. 

Carcinoma  of  the  upper  extremity  of  the  femur  is  almoet 
always  secondary  to  a  primary  tumor  of  another  part  of  tl>e 
body.  Sarcoma  is  far  less  freijucnt  in  this  situation  than  at  the 
knee.  The  character  of  the  disease  soon  becomes  evident  in  tlie 
general  enlargement  of  the  upper  extremity  of  the  thigh,  but  in 
the  early  stage  diagnosis  cjin  be  made  only  by  means  of  the 
X-ray  or  by  exploratory  incision. 

Cysts  of  the  Femor. 

In  extremely  rare  instances  cysts,  caused  apparently  by  inclu- 
sion of  a  displaced  portion  of  epiphyseal  cartilage,  may  cause 
euLirgement,  weakening,  and  deformity  of  the  upper  extremity 
of  the  femur.  One  case,  in  a  boy  thirteen  years  of  age,  was 
treated  at  the  Hospital  for  Ruptured  and  Crippled.  The  sym|>- 
toms  were  discomfort,  limp,  and  outward  bowing  of  the  npp<>r 
third  of  the  femur.  Cure  followed  its  removal.  Cysts  may  be 
caused  also  by  Kxali/etl  osteomyelitis  of  a  mild  character. 

Arthritis  Deformans. 

Osteoarthritis  of  the  Hip-joint.  Osteoarthritis  is  not  infrv- 
(jucntly  confincil  to  the  hip-joint.  In  this  form  it  is  an  affliction 
of  adult  lifi'  or  old  age  (malum  coxie  senile).  It  is  churacterize*! 
ill  its  later  sUiges  by  disappearance  of  the  cartilage  covering  the 
head  of  the  femur  and  by  an  eburnation  and  progressive  destnic- 
tion,  or  wearing  away,  of  the  underlying  bone.    At  the  same  time 


•  DculKh«  ZclU.  r  Chlr.,  Bil  I.  H.  I  «ud  2. 
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there  is  formation  of  eci-hondroses  about  the  junction  of  the  femur 
with  the  acetabuhim,  which  become  ossified  into  irregular  masses 
of  bone.  In  the  early  stage  of  the  affection  the  fluid  within 
the  joint  may  be  increased  in  amount,  but  later  it  is  diminished 
in  quantity  and  changed  in  quality  as  the  synovial  membrane 
becomes  transformetl  in  part  to  fibrous  tissue.  The  etiology  of 
the  affection  is  discusseil  elsewhere.     (See  page  274.) 

Symptoms.  The  early  symptoms  are  u.sually  subacute  in  char- 
acter. They  are  neuralgic  pain  in  the  limb,  "  sciatic  rheumatism," 
stiffness  on  changing  from  rest  to  activity,  and  sensitiveness  to 
direct  pressure  on  the  joint,  so  that  the  patient  often  lies  habitu- 
ally on  the  other  side.  The  movements  of  the  joint  become 
aomevi'hat  restricted,  and  in  certain  instances  creaking  sounds 
mre  apparent  to  the  patient.  In  the  advanced  stages  of  the  dis- 
eue  there  is  marked  thickening  about  the  trochanter  which  is 
usually  displaced  upward,  owing  to  the  progressive  changes  in 
the  head  and  neck  of  the  femur.  The  limb  is  shortened  and  it  is 
often  distorted,  usually  in  an  attitude  of  flexion  and  adduction, 
and  marked  atrophy  is  apparent.  These  symptoms,  but  for  the 
history,  might  be  misUiken  for  the  results  of  fracture  of  the  neck 
of  the  femur,  and  in  the  earlier  period  of  the  disease  the  limp, 
the  pain,  and  restriction  of  motion  with  the  attendant  atrophy 
may  simulate  very  closely  tuberculous  disease  of  a  subacute 
type. 

The  progress  nf  the  disea.se  may  be  slow  or  it  may  be  rapid. 
It  depends  in  great  degree  upon  the  strain  to  which  the  part  is 
subjected.     In  this  it  resembles  tuberculous  disea-se. 

Treatment.  In  the  class  of  cases  in  which  the  disease  is  con- 
tineil  tt)  a  single  joint  one  may  hope  to  check  the  progress  of  the 
destnictive  process  by  lessening  the  strain  upon  the  joint  by 
regulation  of  the  patient's  habits  and  occMipatiou,  and  to  improve 
the  nutrition  of  the  |)art  by  massage  and  loctil  stimulants. 
Passive  motion  in  the  directions  of  abduction  and  extension  for 
the  purpose  of  preventing  secondar}'  contraction  of  the  muscles, 
is  of  service  also. 

If  tleformity  Iw  present  it  should  be  reduced  by  traction  and 
rest  in  l>e<l.  Afterwartl  the  symptoms  may  be  relieved  by  the 
iwe  of  a  hip  brace  (Fig.  'I'M)  that  will  remove  the  weight  and 
limit  the  range  of  motion,  or  a  support  of  the  character  of 
a  Lorenz  spica  of  plaster,  leather,  or  other  material  may  be 
naed.  In  extreme  cases  resection  of  the  upper  extremity  of  the 
fefliur  tiii(.'bt  Im-  advisable.     I^renz  states  that  he  has  treated 
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cases  satisfactorily  by  inducing  anterior  transposition  of  the 
head  of  the  femur  and  fixing  the  limb  for  a  time  in  an  attitude 
of  extension  and  abduction.  In  most  cases  neither  the  operative 
nor  the  brace  treatment  is  feasible,  but  the  use  of  a  firm  flannel 
spica  bandage  or  similar  support,  combined  vrith  the  application 
of  cautery,  from  time  to  time,  adds  to  the  comfort  of  the  patient. 


CHAPTER  IX. 


TUBERCULOUS  DISEASE  OF  THE  KNEE-JOINT. 


Fig.  244. 


S3mon7inB.     White  swelling,  tumor  albus. 

Tuberculous  disease  of  the  knee-joint  is  next  in  frequency  and 
importance  to  that  of  the  hip.  It  is,  however,  far  less  dangerous 
to  life,  and  the  prc^nosis,  as  regards  function,  is  much  better  than 
in  the  former  afifection.  This  is  explained  by  the  simplicity  of 
the  joint  and  by  its  situation  at  a  distance  from  the  trunk,  at  the 
junction  of  two  levers  of  nearly  equal  length  and  size.  As  the 
problem  of  protection  by  mechanical  means 
is  comparatively  simple  it  is  more  often 
applied,  and  in  proportion  to  its  eflSciency 
the  injury  of  functional  use  is  lessened 
and  the  tendency  to  deformity  is  checked. 

Pathology.  The  disease  may  begin  in 
the  epiphysis  of  the  femur  or  in  that  of 
the  tibia,  occasionally  in  the  patella  or  in 
the  head  of  the  fibula,  or  primarily  in  the 
synovial  membrane. 

In  547  cases,'  about  two-thirds  of  which 
were  in  adults,  treated  at  Koenig's  clinic 
at  Gottingen  by  operative  procedures 
which  permitted  inspection  of  the  joint, 
281  (51.4  per  cent.)  were  apparently  ex- 
amples of  primary  osteal  disease ;  266 
(48.6  per  cent.)  were  primarily  synovial. 
The  focus  was  in  the  femur  in  93  in- 
stances (33.1  per  cent.),  in  the  tibia  in 
107  (38.1  per  cent.),  in  the  patella  in  33 
(11.7  per  cent.),  and  in  more  than  bone 
in  48  (17.1  per  cent.). 

The  examination  of  a  joint  permitted  by  arthrectomy  or  excision 
cannot  be  sufficiently  thorough  to  exclude  disease  of  the  bone  and 
to  establish  the  diagnosis  of  primary  disease  of  the  synovial  mem- 


Section  of  knee-joint  at  tbe 
age  of  eight  yean,  showing 
theeplphysea  of  the  femur  and 
tibia  and  their  relation  to  the 
capsule.  (Krause.)  Tbe  centres 
of  ossification  in  the  epipbjries 
of  the  femur  and  tibia  are 
present  at  birth.  Ossiflcatlon 
is  completed  in  each  at  about 
the  twentieth  year. 


Die  Speclelle  Tuberculose  der  Knocken  und  Oelenke,  Berlin,  189S. 
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bmue,  but  in  92  iustancea  the  opportunity  was  offered  hy  ampu- 
tation at  the  thigh,  80  of  the  patieuts  being  adults.  This 
examination,  presumably  thorough,  showed  the  primary  disease 
tt»  be  of  tlie  bime  in  oO  ciises,  while  in  35  the  synovial  membrane 
was  apparently  the  seat  of  the  primary  affection. 

In  17  of  the  50  cases  in  which  the  diseiuse  was  osteal,  the  focus 
was  in  tlic  femur  ;  in  7  it  was  in  the  internal  cimtlyle,  in  ti  in 
the  external  condyle,  and  it  was  in  other  situations  in  4  case«. 
In  17  the  primary  disease  was  of  the  tibia  ;  in  5  af  the  inttrual 
tuberosity  ;  in  5  of  the  external  tuberosity  ;  in  other  situations  7. 
In  5  instances  the  primary  disease  was  of  the  patella,  and  more 
than  one  bone  was  involved  in  11  cases.  Nichols'  states  that  he 
has  examined  120  tuberculous  joints  of  adults  and  children,  after 
excision  or  amputation,  or  at  autopsy,  and  in  every  instance  pri- 
mary foci  in  the  Imioc  were  discovered.  He  believes  primary  disease 
of  the  synovial  membrane  to  be  very  uucommon,  and  asserts  that 
examinations  are  of  no  particular  value  as  establishing  the  absence 
of  primary  osteal  disease  unless  the  bones  are  sawed  into  thin 
sections.  This  is  the  view  generally  held  in  this  country,  that  in 
the  great  majority  of  cases  the  disease  of  the  bone  precedes  the 
disease  in  the  interior  of  the  joint.  From  the  clinical  standjxiint, 
however,  one  recognizes  two  distinct  types  of  tuberculous  di.H- 
ease :  one,  beginning  as  a  chronic  synovitis  of  which  the  early 
symptoms  are  subacute,  a  type  more  often  seen  in  atlults  (Fig. 
24H)  ;  and  the  more  common  class,  in  which  the  symptoms  of 
pain,  muscular  spasm,  and  deformity  seem  to  iudicate  clearly 
primark'  disease  of  the  bone. 

The  proximity  of  the  active  disease  5n  the  neighlwrhood  of  the 
joint  st^ts  up  a  sympathetic  hypeneuiia  within  it,  and  an  accom- 
panying synovitis.  If  the  disease  is  progressive  the  synovial 
menibraue  becomes  thiokcnwl  and  adiiesions  form  iK'twccii  its 
folds  that  gradually  lessen  the  capacity  of  the  joint  and  diminish 
its  mobility.  When  perforation  takes  place  the  granulation 
tissue  spre^ids  over  the  surface  of  the  cjirtilnges,  destroying  them 
in  its  progress  aud  crwling  the  underlying  Ixjne ;  or  if  tlie  joint 
is  filled  with  tulierculous  fluid  the  cartilage  may  be  macerated  and 
separated  in  necrotic  shrcfls.  The  direct  destructive  effects  of  the 
disciise  are  increased  by  pressure  and  friction  if  the  joint  is  not 
protected  by  mechanicsd  means.  The  hy]>ertn)])hied  synovial  mem- 
brane and  the  thickeninl  and  diseased  capsule  explain  the  i)eculiar 
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elastic  resistance  on  palpation  called  pseudofluctuation.  In  more 
advanced  oases  there  is  also  a  reactive  inflammation  in  the  over- 
lying tissues,  accompanied  by  a  formation  of  fibrous  tissue  that 
involves  the  tendons  and  muscles.  These  changes  within  and 
without  the  joint  cause  the  firm,  resistant  tumor  characteristic  of 
"  white  swelling." 

FlO.  246. 


Flexion  deformity  at  the  knee-joint,  with  alight  subluxation  of  the  tibia. 

Etiology.  The  etiology  of  tuberculous  disease  has  been  dis- 
cussed in  Chapters  V.  and  VII. 

Statistics.  Tuberculosis  of  the  knee-joint  is  essentially  a  dis- 
ease of  early  life,  although  it  is  less  strictly  confined  to  childhood 
than  is  disease  of  the  spine  or  hip.     Sex  exercises  but  little 

FlO.  246. 


After  forcible  correction,  showing  the  increase  of  the  posterior  displacement.   Drawings 
ttom  the  X-ray  photographs  of  an  actual  case. 

influence,  and  the  two  sides  are  affected  in  nearly  equal  numbers. 
These  points  are  illustrated  by  the  following  table  of  1000  con- 
secutive cases  treated  at  the  Hospital  for  Ruptured  and  Crippled.' 

>  These  statistics,  together  with  those  of  tuberculous  disease  of  the  joints,  other  than  of  tbe 
hip,  were  collected  for  me  by  Drs.  F.  C.  Bradner,  S,  E,  Spragne,  B.  L.  Bamett,  and  S.  W. 
Stone,  house  officers  at  the  hospital,  IMO-ltOl. 
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AoE  AT  Incipibncy  OF  Knee-joint  Disease. 


1  T«ar  or  leas     . 

.       .     26 

28  yean  old   . 

.       .       .    12 

2  yean  old  . 

.      4S 

24     "       "     . 

.        .       .      8 

8     '•       •'   . 

91 

25     ■•       '•     .       . 

.        .        .      8 

4     "       "    .       .       . 

.        .    164 

26     "       "     .       . 

.      2 

5     "       "   .       .       . 

.      84 

27      "       "     .       . 

4 

6     " 

.      75 

28     "       "     . 

.        .       .      6 

7     ••       ■'   .       .       . 

.      66 

29      "        ••     .       . 

.        .       .      7 

8     "       "   .       .       . 

.        .      74 

80      •'        '•     .       . 

.      1 

9      " 

.      65 

81      '•        "     .       . 

.      1 

10     " 

.        .      60 

82      "       "     . 

.        .      2 

11      " 

.        .      46 

88      "       "     .        . 

.       .      1 

12      "        ■•    .        .       . 

.        .      20 

84      "        "     .        . 

.      1 

18      •'        '■    .       .        . 

.        .      19 

85      "        "     . 

4 

14      " 

.        .      17 

86      '•        "     .       . 

.      0 

15      "        "    .        .        . 

.        .      12 

87      "       '■     .        . 

.        .        .      2 

16     "       "    ,        .       . 

.      10 

88      '•       •'     . 

.        .        .      1 

17     ••        •'    .        .        . 

.      20 

89      "        "     . 

1 

18      "       •'    .        .        . 

8 

40      "        "     . 

1 

19      " 

8 

41      "        ••     . 

.      1 

20      '•        "    .        .        . 

8 

50      '•        •■     .        . 

.       .      1 

21      •' 

12 

22      " 

.        .      13 

1000 

Males     .... 

.        .    612 

Right       .        .        . 

.        .        .  485 

Females 

.    488 

Left.       .       .       . 

.  615 

Symptoms.  The  general  characteristics  of  tuberculosis  have 
been  described  in  the  chapters  on  Pott's  disease  and  hip  disease. 
In  the  description  of  these  affections,  however,  but  little  stress 
was  laid  on  local  sensitiveness  and  local  swelling,  because  the 
diseased  parts  lie  at  a  distance  from  the  surface  and  are  concealed 
by  the  muscles  and  other  tissues.  At  the  knee,  on  the  other 
hand,  the  joint  is  superficial,  and  even  slight  effusion  changes, 
to  a  perceptible  degree,  its  contour.  If  the  disease  is  progres- 
sive sensitiveness  to  pressure,  elevation  of  the  local  temperature, 
and  infiltration  or  thickening  of  the  tissues  are  usually  present. 

Even  when  the  patients  are  seen  at  a  comparatively  early  stage 
in  the  course  of  the  disease  the  history  of  the  affection  will  almost 
always  show  that  it  is  chronic  and  progressive  in  character.  The 
importance  of  establishing  this  fact  has  been  mentioned  in  the 
consideration  of  hip  disease,  and  it  may  be  stated  again  that  a 
chronic  painful  disease  of  a  single  joint,  accompanied  by  a  ten- 
dency to  deformity,  is,  in  childhood,  almost  always  tuberculous 
in  character. 

The  symptoms  of  tuberculous  disease  may  be  classified  as 
limp,  pain,  local  heat,  genmlivenesfi  and  xicdliuff,  miinvHlar  spoHm 
and  limitation  of  motion,  distortion  and  atrophy. 

On  physical  examination  one  will  note  the  chanicter  of  the 
limp  and  the  slight  flexion  of  the  limb  that  usually  accompanies 
it.     The  joint  is,  as  a  rule,  somewhat  enlarged,  and  the  normal 
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repressions  about  the  patella  and  the  projection  of  the  component 
l)one8  are  less  accentuated  than  on  tlie  opposite  side.  There  is 
usually  slight  local  elevation  of  temperature  and  sensitiveness  to 
pressure,  varj'ing  in  degree  witii  the  character  of  the  disease. 
In  certain  cases  a  degree  of  effusion  is  present,  sufficient  to  be 
classed  as  synovitis,  but  in  most  instances  the  swelling  is  due,  in 
great  part,  to  the  hyi>enemia  and  thickening  of   the  synovial 

PlO.  247. 


Acule  tuberculous  nrtbrltlBOf  tbe  knee. 


membrane  and  the  oa|)suk',  which  gives  the  sensation  of  elastic 
resistance  rather  tlian  of  actual  fluctuation. 

The  most  ini]>orlant  diagnostic  sign  is  limitation  of  the  range 
of  motion  ciuised  by  nnisoidar  spasm.  The  normal  ninge  is  from 
complete  extension,  18U  degrees,  to  a  degree  of  flexion,  limited  liy 
the  apposition  of  the  calf  and  the  posterior  surface  of  the  thigh. 
Even  in  the  early  stage  of  disease  slight  limitation  of  complete 
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extension  is  present,  due  to  rcrtox  muscular  spasm,  ami  usually  a 
corresponding  limitation  of  the  complete  flexion.  On  sudden 
movements  the  characteristic  reflex  contraction  of  the  muscles  is 
apparent.  In  most  ouses  this  limitation  of  motion  and  consequent 
flexion  defonnity  is  well  marked  on  the  first  examination. 
Atrophy  of  the  muscles  of  the  thigh  and  calf,  dependent  ujKin 
the  duration  of  the  disease  and  upon  tlie  interference  with  func- 
tion, is  present,  and  this  atrophy  is  more  noticeable  because  of 
the  enlargement  of  the  knee. 

In  certain  cases,  more  often  seen  in  infancy  and  early  child- 
hotnl,  tlie  symptoms  are  more  acute  and  the  progress  of  the 
disease  is  so  rapid  that  it  mav  simulate  an  infectious  epiphysitis 
(Fig. -247). 

In  another  type,  apparently  a  primary  disease  of  the  synovial 
membrane,  more  common  in  adults,  the  early  symptoms  are 
verj'  similar  to  thuse  of  simple  chronic  synovitis.  The  joint  is 
swollen  by  a  distention  of  the  capsule,  pain  Is  not  troublesome 
except  on  jars  or  sudden  twists  of  the  limb,  and  muscular  spasm 
and  limitation  of  motion  are  evident  only  after  a  careful  exam- 
ination. In  this  class,  months  or  years  may  pass  before  the 
symptoms  become  as  disiibling  as  iu  the  osteal  type  of  the  disease. 

Primary  and  Secondary  Distortions  of  Knee-joint  Disease.  At  the 
hip-joint,  in  which  the  range  of  motion  is  extensive,  the  deform- 
ities resulting  from  disease  are  somewhat  complex,  causing,  for 
example,  apparent  shortening  or  lengthening,  according  as  the 
limb  is  udductcd  or  abducted.  But  the  movemeuta  that  the 
knee-joint  ptsrmits  are  much  simpler,  and  the  primary  distortion 
is  simply  flexion.  Complete  extension  of  the  limb,  the  limit  of 
normal  motion  in  that  direction,  brings  the  joint  surfaces  into 
close  apposition  ;  the  ligaments  are  then  tense  and  no  lateral 
motion  is  pemiitto<l.  This  is  the  attitude  in  which  tlie  greatest 
efliciency  of  the  limb  for  weight  bearing  is  assured.  Wheu  the 
ability  of  the  knee  for  carrying  out  its  normal  weigiit-bearing 
function  is  lessened  by  disease  which  makes  the  parts  sensitive 
to  pressure  and  stniiu,  the  ninge  of  extension  is  lessened  and  the 
limb  is  jKirsistentiy  flexed  to  a  greater  or  less  degree,  correspond- 
ing to  the  sensitiveness  of  the  joint.  The  agents  that  adapt  the 
limb  to  the  habitual  attitudes  are  the  muscles  under  the  control  of 
the  nervous  system.  In  this  sense  the  primary  distortions  are 
due  to  muscular  action,  but  it  ia  certainly  not  true  that  these 
muscles  antagonize  one  another,  and  that  the  stronger  over- 
coming the  weaker  cause  the  deformity,  since  the  extensors  at 
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this  joint  are  stronger  tlian  the  flexors,  and  sine*  Hexion  is  the 
primary  deformity  at  every  joint  which  is  diseased  without  regard 
to  tlie  relative  strength  of  the  opjwsing  muscular  groups. 

In  disease  at  the  knee-joint,  us  at  other  joints,  the  extremes  of 
motion  in  every  direction  that  the  joint  permits  are  limited  by 
muscular  spasm,  but  limitation 
of  extension,  which  is  so  essential 
to  normal  use,  is  at  once  evident, 
while  limitiitiou  of  flexion,  the 
extreme  of  which  is  unessen- 
tial, is  only  apparent  on  examina- 
tion, and  it  may  \ye  absent  even. 
Flexion  is,  then,  the  primary  dis- 
tortion at  the  knee,  and  other 
deformities  may  be  classed  as 
seoondarj'. 

Secondary  Deformities.  Of  these 
the  most  common  is  outward 
rotation  of  the  tibia  upon  the 
femur.  When  the  limti  is  fully 
extendeil  there  is  no  lateral  mo- 
tion at  the  knee,  but  when  it  is 
flexe<l  lateral  motion  is  possible, 
and  in  the  attitude  of  Hexion 
the  traction  of  the  bice{>s  upon 
the  head  of  the  fibula  tends  to 
rotate  it  upon  the  femur.  This 
deformity  is  also  favored  by  the 
use  of  the  limb  in  the  attitude 
of  outward  rf)tation,  which  is  always  assumed  when  the  weakness 
or  stiffness  of  the  knee-joint  is  present,  and  liy  the  secondary 
knock-knee  that  often  accompanies  the  disease. 

Subluxation  or  backward  displacement  of  the  tibia  upon  the 
femur  is  another  secondary  deformity.  Wiien  the  leg  is  flcxetl 
upon  the  thigh  the  articulating  surface  of  the  tibia  glides  back- 
ward upon  the  condyles  of  the  femur.  Here  it  becomes  fixed  by 
muscular  contraction,  and  later  by  the  secondary  changes  within 
the  joint.  If  muscular  spasm  be  extreme  this  alone  might  cause 
the  subluxation,  l)ut  there  are  other  factors  ;  one  is  the  destruc- 
tive action  of  the  disease,  which  is  usually  most  marked  at  the 
point  at  which  the  Ixtnes  are  in  contact,  and  the  other  is 
the  leverage  exerted  upon  the  joint.     This  is  exemplified  by  the 
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Knock-knee  (genu  valgum)  is  another  secondary  defonnity. 
This  is  explained  in  certain  instances  by  the  hypertrophy  of  the 
internal  condyle  caused  by  disease,  but  it  is  induced  more  directly 
by  the  use  of  the  flexed  and  somewhat  disabled  limb  in  the  pas- 
sive attitude  of  outward  rotation.  Genu  varum  is  uncommon, 
and  it  is  usually  the  result  of  the  destruction  of  a  part  of  the 
internal  condyle  of  the  femur  or  of  the  tibia,  or  of  irregular 
epiphyseal  growth. 

The  character  and  the  relative  frequency  of  the  deformities  are 
indicated  by  the  statistics  of  Koenig's'  clinic,  of  150  cases  of  knee- 
joint  disease  treated  by  arthrectomy,  128  of  these  being  in  children. 
In  94  cases  flexion  was  present ;  in  50,  from  a  slight  degree  to 
135  degrees  ;  in  16,  from  135  degrees  to  90  ;  in  28,  to  a  right 
angle  or  less.  Together  witli  the  flexion  were  combined  other 
deformities  as  follows  :  Genu  valgum  in  60  cases ;  moderate  in 
42;  extreme  in  18.  Genu  varum  in  1  case.  Subluxation  of 
the  tibia  in  20  csises.     Outward  rotation  of  the  tibia  in  10  cases. 

As  has  been  stated,  the  primary  deformity  of  knee  disease  is 
simple  flexion.  If  the  disease  is  of  an  acute  type  this  flexion 
increases  rapidly.  If  it  is  subacute  in  character,  and  especially 
if  the  clinical  signs  indicate  that  the  disease  is  primarily  of  the 
synovial  membrane,  the  progress  of  the  deformity  is  slow.  In 
ordinary  cases  secondary  deformities  appear  at  a  later  time  and 
especially  when  the  disease  has  reached  the  destructive  stage ; 
and  they  are  most  marked  in  patients  who  have  persistently  used 
the  deformed  limb  without  protection. 

Actual  Shortening  and  Actual  Lengthening.  Retardation  of 
growth  is,  of  course,  not  an  early  symptom  of  disease ;  in  fact, 
actual  lengthening  of  the  limb,  due  to  the  irritative  effect  of  the 
disease  upon  the  epiphyseal  cartilage  of  the  femur  or  of  the  tibia, 
is  common.  This  lengthening,  sometimes  to  the  extent  of  an 
inch  or  even  more,  may  persist  throughout  the  entire  course  of 
treatment,  but  after  the  cure  of  the  disease  a  corresponding 
retardation  of  growth  that  will  more  than  equalize  the  length  of 
the  limbs,  may  be  expected.  When  the  disease  is  of  the  destruc- 
tive type  the  ultimate  shortening  may  be  considerable ;  two  or 
more  inches  is  not  unusual. 

Leusden,*  in  33  cases  under  treatment  in  the  clinic  at  Got- 
tingen,  1896-1898,  found  slight  shortenting  in  2,  equality  of 
length  in  18,  lengthening  of  the  femur  on  the  diseased  side  in  13. 

>  Loc.  cit.  '  Deatacbe  ZelUk  f.  Cbir.,  Bd.  U.  H.  3  and  *. 
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In  one  hundred  and  sixteen  cases  of  tuberculons  disease  of  the 
knee  the  limbs  were  measured  by  Beriy  and  Gibuey'  with  refer- 
ence to  this  point.  lu  72  of  these  there  was  actual  lengthening 
of  the  femur,  from  which  in  may  be  inferrtid  that  in  at  least 
62  per  cent,  of  the  cases  examined  the  primary  disease  was  of 
the  femur. 

In  17 H  Inch. 

•'84 \    •' 

"IS %  •• 

"     « 1    •' 

72  ^-  82  per  cent 

H.  L.  Taylor,*  from  an  examination  of  40  cases  of  tuberculous 
disease  of  the  knee,  concludes  that  the  limb  is  almost  always 
longer  in  the  first  two  years  of  the  disease,  usually  longer  during 
the  second  two  years,  but  usually  shorter  when  the  periml  of 
growth  is  completed.  The  lengtheuing  is  in  most  iustauces  of 
the  femur. 

Diagnosis.  Tuberculous  disease  is  a  local  destructive  process 
that  is,  as  a  rule,  confined  to  a  single  joint.  This  is  an  important 
point  in  the  differential  diagnosis  from  general  or  constitutional 
affections  like  rheumatism,  rheumatoid  arthritis,  and  the  like,  in 
which  several  joints  are  involved.  The  following  affections  may 
be  con.sidered  in  differential  diagnosis. 

Injury  of  the  Knee.  Strains  of  the  knee  in  childhooil  are  often 
followed  by  limp  and  persistent  flexion  and  pain  on  motion.  In 
such  cases  the  onset  is  sudden  and  the  symptoms  usually  disap- 
pear quickly  under  treatment.  Synovitis  of  traumatic  origin  is 
usually  indicative  of  a  more  severe  injury.  When  synovitis  per- 
sists the  diagnosis  may  be  doubtful  because  tuberculous  infection 
may  have  followed  the  original  injury.  This  emphasizes  the 
importance  of  the  careful  treatmeiit  and  continued  observation  of 
injuries  of  this  class,  especially  in  weakly  children. 

Sjmovitis.  Chronic  synovitis  of  doubtful  origin,  which  shows 
no  tendency  toward  recover^',  is  usually  tui>erculous  in  character. 

Haemophilia.  Effusion  of  l>lood  into  the  knee-joint  may  cause 
inflammatory  symptoms  during  the  stage  of  absorption  and 
organization  of  the  clot  that  resemble  those  of  disease.  The 
sudden  onset  and  the  personal  history  of  the  patient,  who  may 
l>e  known  as  a  bleeder,  will  explain  the  symptoms.  (See  page 
283.) 


'  Amoric&n  Journal  of  the  Medical  Bdencee,  October,  UI98. 
*  TranncUoDi  American  Orthopedic  AnoclaUoo,  leui,  vol.  xIt. 
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Infectioas  Arthritis — Acute  EpiphysitiB.  This  is  of  sudden 
onset,  attended  by  the  constitutional  and  local  symptoms  of  acute 
infection. 

Blieiunatism.  This,  in  early  childhood,  may  be  confined  to  a 
single  joint,  but  it  is  of  sudden  onset,  it  is  usually  accompanied 
by  constitutional  disturbance,  and  after  a  time  other  joints  become 
involved. 

Kheumatoid  Arthritis — Osteoarthritis.  Diseases  of  this  char- 
acter, of  the  monarticular  form,  are  more  common  in  adult  life. 
The  symptoms  are  rather  of  the  rheumatic  than  of  the  tuber- 
culous type. 

Charcot's  Disease.  Charcot's  disease  of  the  knee-joint  is  char- 
acterized by  sudden  effusion,  by  rapid  destruction  of  the  joint, 
and  consequently  by  weakness  and  deformity  ;  but  pain  is  usually 
very  slight  and  muscular  spasm  is  absent.  The  diagnosis  of  dis- 
ease of  the  spinal  cord  will  explain  the  condition  of  the  joint. 
(See  page  284.) 

Sarcoma.  Sarcoma,  beginning  in  or  near  the  epiphysis  of  the 
femur  or  of  the  tibia,  may  simulate  tuberculous  disease  very 
closely.  If  the  tumor  is  of  the  periosteal  type,  it  usually  forms 
a  more  localized  and  irregular  swelling  than  could  be  accounted 
for  by  tuberculous  disease.  Central  sarcoma  may  simulate  tuber- 
culous disease  also,  but  the  progress  of  the  tumor  is  more  rapid. 
The  clinical  distinction  between  the  two  is  that  tuberculous  dis- 
ease is  very  amenable  to  treatment  as  far  as  its  symptoms  are 
concerned,  while  the  progress  of  sarcoma  is  but  little  influenced 
by  treatment.  It  may  be  stated,  however,  that  the  X-ray  is  the 
only  means  of  early  diagnosis,  the  destruction  of  the  substance 
of  the  bone  about  the  tumor  being  much  greater  than  that  caused 
by  die  tuberculous  process. 

Hysterical  Joint.  Some  of  the  symptoms  of  disease  may  be 
simulated  by  hysterical  subjects,  but  there  is  always  an  absence 
of  the  positive  physical  signs  that  invariably  accompany  a 
destructive  disease.  These  and  other  affections  are  described  at 
length  in  the  following  chapters. 

Treatment.  The  treatment  of  tuberculous  disease  of  the  knee 
in  childhood  is  conservative,  operative  intervention  being  simply 
incidental  to  protective  treatment.  In  adult  life,  on  the  other 
hand,  the  radical  removal  of  tlie  disease  may  be  indicated  as  the 
primary  measure.  The  reasons  for  this  distinction  are  obvious. 
In  childhood  the  duration  of  treatment  is  of  no  particular  impor- 
tance as  compared  with  the  final  functional  result,  but  in  adult 
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life  the  shortening  of  the  period  of  disability  and  the  definite 
assurance  of  cure  may  be  of  far  greater  moment  than  the  preser- 
vation of  motion. 

In  childhood,  under  favorable  conditions,  ultimate  recovery,  with 
fair  functional  use  of  the  joint,  may  be  anticipated;  while  a  radical 
operation,  although  it  may  cure  the  patient  in  a  shorter  time, 
takes  away  the  possibility  of  a  cure  with  motion.  In  adult  life  a 
rigid  limb  is  a  strong,  useful,  if  somewhat  awkward  support,  but 
in  childhood  the  removal  of  portions  of  the  epiphyses  and  of  the 
epiphyseal  cartilages  entails  a  progressive  inequality  in  the  limbs, 
due  to  loss  of  growth,  and  unless  the  limb  is  protected  by  mechan- 
ical means  deformity  is  the  nile,  even  though  the  disease  has  been 
thoroughly  removed.  Thus  the  treatment  of  routine  is,  in  child- 
hood,   at  least,    protection ;   protection   from  the  traumatism  of 

Pig.  2M). 


Extenalon  and  counter-extension  in  disease  of  tlie  knee-joint.    (Marsb.) 


motion,  from  the  shock  of  impact  with  the  ground,  and  from  the 
pressure  of  muscular  spasm  and  contraction. 

Mechanical  treatment,  which  is  so  difficult  at  the  hip,  is  com- 
paratively easy  at  tlie  knee,  and,  as  has  been  stilted,  the  results 
are  correspondingly  better.  At  the  hip-joint  one  of  the  most 
common  csiuscs  of  shortening  and  deformity  is  upward  displace- 
ment of  the  femur  upon  the  pelvis,  but  at  the  knee,  if  the  limb  is 
supported  in  the  attitude  of  extension,  the  apposition  of  the  broad 
surfaces  of  the  femur  and  the  tibia  prevents  displacement,  while 
muscular  spasm,  a  symptom  whose  intensity  is  in  proportion  to 
the  degree  of  harmful  motion  that  is  permitted,  is  easily  controlled 
by  efficient  splinting. 

Beduction  of  Deformity.  The  first  step  in  treatment  is  the 
reduction  of  deformity  that  may  be  present,  in  order  that  the 
limb,  at  the  beginning  as  well  as  throughout  the  entire  course  of 
treatment,  may  be  in  absolute  normal  position  ;  and  as  the  chief 
function  of  the  leg  is  to  support  weight  the  proper  attitude  is 
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complete  exteiisiou.  Whatever  motion  the  patieut  retains  will 
then  be  about  the  ])oint  of  greatest  usefulness.  In  the  cases  in 
which  ill)  opportunity  for  reasonably  early  ti*eutment  i.*  offered 
the  only  deformity  is  Hexion,  induced  by  muscular  contraction, 
although  if  it  has  persisted  for  some  time  secondary  retraction  of 
the  muscles  may  be  present.  In  this  class  of  crises  the  spasm, 
and  consetpiently  the  deformity,  may  be  rea<lily  overcome  by 
placing  the  joint  at  rest. 

Fia.  aft:. 


Taberculous  dlieiue  •>!  the  lcn(.-t:  lu  un  oUult,  with  the  form  of  BUlrolb  gpUnt  used 
at  tbe  Uoapltal  for  Ruptured  snd  Crippled. 

The  Plaster  Bandage.  The  most  efficient  splint  for  this  pui-pose 
is  a  close-fitting  plaster  bandage,  applied  from  tiie  groin  to  the 
ankle,  or,  i)etter,  to  include  the  foot,  in  ortler  to  prevent  ledema 
of  the  unsupporte<l  part,  which  is  commou  after  tlie  first  dressing 
and  until  the  circulation  of  the  limb  has  liecome  adapted  to  the 
new  conditions.  In  the  application  of  the  bandage  the  bony 
prominences  of  the  knee  and  ankle  are  protecteti  by  cott»in.  A 
canton-flannel  bandage  is  then  applic<l  smoothly,  and  directly 
upon  tlus  the  light  plaster  bandage.      At  the  second  application. 
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at  the  end  of  a  week,  tlie  subsidence  of  the  spasm  will  permit  the 
straightening  of  the  limb.  In  cases  of  longer  standing  several 
successivf  applications  of  the  bandage  may  be  requinxl,  together 
with  manual  extension  during  the  application ;  or  an  anaesthetic  may 
be  administered.  Under  antesthesia  the  muscular  spasm  relaxes 
and  deformity,  even  of  some  standing,  may  be  reduceil  by  traction 
and  by  slight  leverage,  the  head  of  the  til>ia  being  supported  and 
drawn  forward  by  the  hands  as  the  deformity  is  gently  reduced. 

Traction.  Deformity  may  be  re<luced  also  by  traction  with 
the  weight  and  pulley,  the  leg  being  supported  so  that  no  direct 
leverage  is  exertctl  at  the  seat  of  the  disease  (Fig.  250). 

Forcible  Correction  by  Reverse  Leverage.  In  the  more  resistant 
cases,  esjiecially  if  aofompanicd  by  subluxation,  the  following 
method  may  be  employed :  The  patient  is  antesthetized  and  is 
placed  face  downward  on  a  table,  the  feet  projecting  over  its  end. 

FtO.  252. 


lUuatmUng  ibe  meltiod  of  (upportlng  tlie  body  *ud  Hxlng  Uui  Ubla  liefore  utralghtenlDg 
tbo  limb.  Tbe  folded  iheet  Indlcatct  tbe  degree  of  tubliuutlon  preaent.  In  raslstont  caaw 
of  tbU  type  ta  italstant  applies  Uh  preiiuie  on  the  ihlgb 


The  body  of  the  patient  is  then  elevated  by  means  of  pillows  to 
conform  to  the  deformity — that  is,  the  thigh  of  the  affected  limb 
is  raised  sufficnently  to  allow  the  tibia  to  lie  evenly  u]>on  its  an- 
terior border  on  the  table.  Thi>  operator  with  one  hand  holds 
the  head  of  the  tibia  firmly  against  the  table  and  with  the  other 
massages  the  contracted  tissues  of  the  popliteal  region,  gradually 
exerting  more  downward  pressure  on  the  thigh,  but  never  to  the 
extent  to  lift  the  tibia  from  the  table  ;  thus,  further  subluxation 
is  im|K).ssible.  As  the  contraction  gives  way  the  pillows  are 
removed.  Usually  the  deformity  may  l>e  reduced  at  one  sitting, 
but  if  it  is  verj'  resistant  complete  correction  is  not  attempted.  At 
the  conclusion  of  the  operation  adhesive  plaster  straps  for  tracdon 
and  a  close-fitting  plaster  bandage  are  applied  (Fig.  252). 
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Rest  Id  bed  with  traction  is  enforced  for  a  time,  and  the  ordi- 
nary brace  is  then  employed.  This  is,  in  the  author's  experience, 
the  most  effective  and  satisfactory  method  for  reducing  deformity. 
If  the  contraction  is  of  long  standing  preliminary  division  of  the 
flexor  tendons  may  be  advisable,  but  this  is  not  usually  necessary.' 

The  Billroth  Splint.  The  Billroth  splint,  as  modified  by  Still- 
man,  is  an  effective  appliance  for  overcoming  resistant  deformity. 
A  thick  pad  of  felt  is  placed  over  the 
upper  surface  of  the  condyles  of  the 
femur  and  a  thinner  pad  in  the 
popliteal  region  over  the  upper  bor- 
der of  the  tibia.  Other  points  that 
may  be  subjected  to  pressure  are 
similarly  protected,  especially  the 
dorsum  of  the  foot  and  the  perineum. 
A  plaster  bandage  is  then  applied 
from  the  groin  to  the  toes,  made 
especially  thick  and  strong  in  the 
popliteal  region.  On  either  side  of 
the  knee  two  curved,  slotted  steel 
bars  attached  to  expanded  tin  splints 
and  joined  to  one  another  by  an 
adjustable  bolt  are  incorporated  in 
it  (Fig.  251).  When  the  bandage 
hardens  it  is  completely  divided  into 
two  parts  by  a  circular  cut  about  the 
knee,  and  the  bolts  in  the  slots  are  J^^e^cr^S.rfr.'^l  ITS^ 

so  adjusted  as  to  form  a  hinged  splint,  'o^  subluxation  at  the  knee,  counter- 
.,  X         *         i-        L    •  i_    i    pressure  la  applied  over  the  lower  ex- 

the  centre  of  motion  bemg  somewhat    tremlty  of  the  femur,     subluxation  li 

above  and  in  front  of  the  knee-joint.   ^Z^^^ll^lf  t^^ ^iTl^I^^ 

'  tlon  by  means  of  the  screw  and  strap 

When  the  limb  is  slightly  extended  beneath  the  head  of  the  tlWa,  by  which 
.,  ...  *    iL        i_ .  1  It  Is  drawn  forward. 

the   position  of   the   hinges   has   a 

tendency  to  lift  the  tibia  and  to  separate  it  from  the  femiur. 
This  straightening  opens  the  cut  in  the  popliteal  region,  which 
is  held  open  by  a  wedge  of  cork.  In  this  manner,  by  the  in- 
sertion of  larger  wedges,  the  limb  is  gradually  straightened  from 
day  to  day  until  the  deformity  is  overcome,  or  until  a  new  band- 
age is  required.  If  the  pressure  on  the  front  of  the  femnr, 
when  the  leverage  is  exerted,  becomes  painful,  a  part  of  the  pad- 
ding is  removetl. 


>  Whitman.    American  Journal  of  the  Medical  Sciences,  May,  190!). 
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In  the  treatment  of  older  subjects  greater  force  may  be  em- 
ployed by  means  of  osteoclasts.  One  of  the  best  machines  of  this 
type  is  the  Bradford-Goldthwait  genuclast  (Fig.  253).  The  more 
violent  methods  should  not  be  employed  during  the  active  stages 
of  the  disease;  and  whenever  considerable  force  is  required  in 
young  subjects  the  possibility  of  separating  the  epiphysis  of  the 
femur,  forcing  it  backward,  and  thus  pressing  upon  the  popliteal 
vessels,  should  be  borne  in  mind. 

Mechanical  Treatment.  The  most  efficient  mechanical  appliance 
for  the  treatment  of  tuberculous  disease  at  the  knee  is  the  Thomas 


FlO.  264. 


FlQ.  255. 


The  Thomas  knee-ipllnt,  abowing  the 
loner  bar  B  placed  larther  to  the  troal 
than  the  outer  bar  C;  A  Is  the  lowest 
part  of  the'.rlng ;  upon  this  rests  the  tuber- 
osity of  the  ischium. 


The  ring  of  the  Thomas  knee-splint  after 
padding.    (Rldlon.) 


fence  braoe.  This  consists  of  two  lateral  upriglits  which  support 
the  limb  on  either  side,  terminating  below  the  foot  in  a  crossbar 
shod  with  leather  or  rubber,  which  serves  as  a  stilt,  and  above  in 
a  ring  that  fits  the  upper  extremity  of  the  thigh,  and  supports 
the  weight  of  the  body.  The  brace  is  made  of  iron  wire  from 
three-sixteenths  to  three-eighths  of  an  inch  in  thickness.  The 
ring  is  of  an  irregular  ovoid  shape,  flattened  in  front,  expanded 
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behind,  and  wider  on  the  inner  than  on  the  outer  side  (Fig.  254). 
This  ring  is  welded  to  the  uprights  at  a  lateral  and  anteropos- 
terior inclination.  The  lateral  inclination  forms  an  angle  with 
the  inner  bar  of  135  degrees  (Fig.  256),  the  anteroposterior 
inclination  forms  an  anterior  angle  of  145  degrees  (Fig.  255) 
with  the  same  upright,  which  is  set  upon  the  ring  at  a  point 
slightly  in  advance  of  its  fellow.  The  objects  of  the  shape  of 
the  ring  and  of  its  inclination  are  these :  its  anterior  part  is  flat, 
because  the  surface  of  the  groin  is  flat ;  its  posterior  segment 
is  expanded  to  accommodate  the  thickness  of  the  buttock ;  the 


Fio.  256. 


Fio.  257. 


Showing  the  front  of  the  ring  of  tbe 
Thomas  knee-splint. 


Showing  tbe  back  of  the  ring  of  tbe 
Thomas  knee-splint.    (Ridlon.) 


anteroposterior  inclination  allows  the  ring  to  rest  comfortably 
beneath  the  tuberosity  of  the  ischium.  The  lateral  inclination 
wluch  follows  the  line  of  Poupart's  ligament  is  made  necessary 
by  the  greater  length  of  the  outer  bar,  wliicli,  in  order  to  assure 
better  support  and  less  pressure,  rises  above  tlie  level  of  the  tro- 
chanter major. 

The  ring  is  made  somewhat  larger  than  the  thigh  to  allow  for 
padding  with  felt.  This  should  be  thicker  on  tlie  inner  and 
posterior  surface,  where  tlie  weight  is  borne,  than  on  the  anterior 
and  outer  part  Tlie  padded  ring  is  then  smoothly  covered 
witli  basil  leather.     As  used  at  the  Hospital  for  Ruptured  and 


416 


ORTHOPEDIC  SVRGER  Y. 


Fi<i.  r*. 


V. 


Crippled,  the  brace  is  made  from  two  to  three  inches  longer  tlian 
tlie  leg,  to  serve  as  a  stilt  like  the  hip  splint.  To  the  foot-piece 
two  strajw  are  attached  on  cither  side  ti)  piwidc  for  traction  on 
tlie  limb  and  to  Iwld  the  brace  securely  in  its  place.  A  band  of 
leadier  is  drawn  between  the  Vjars  at  the  uj)pcr  third  and  another 

at  the  lower  thii-d  of  the  bnicc  to 
serve  as  supjK)rta  for  the  thigh  imd 
calf.  Adhesive  plasters,  reaching 
fnmi  the  knee  to  the  ankle,  pro- 
vidiil  with  buckles  above  the  nial- 
le<jli,  having  been  upplietl,  the  ring 
is  j)uslied  firmly  against  the  per- 
ineum and  is  held  in  jMisition  by 
liuckluig  the  straps  t<i  the  traction 
plasters  with  as  much  tension  as 
the  comfort  of  the  patient  will  per- 
mit. The  thigh  and  leg  suj>p«>rts 
should  fit  the  parts  perfectly ;  the 
knee  is  then  fixe<l  in  its  place  by 
:i  baudjige  ilniwn  tightly  alwuit  it 
and  the  latend  bars.  Ankle  and 
iieel  straps  complete  the  adjust- 
ment (Fig.  2.5 S). 

In  cases  in  which  the  joint  is  sen- 
sitive and  in  which  there  is  a  ten- 
<lency  to  deformity  the  entire  limb 
is  in  iidditiitn  cncloseil  in  a  light 
phister  iMUidage,  so-called  "  skin 
fitting,"  applie<l  directly  upon  a 
Hannel  liand.Hge. 

If  the  brace  is  attached  by  means 
of  the  .idhesive  plaster  straps,  a 
certain  amount  of  traction  is  as- 
sured, together  with  additional 
accuracy  of  adjustment;  and  by  the  traction  and  by  the  direct 
pressure  on  the  knee  the  slighter  degrees  of  deformity  may  be 
reduce<l  without  discomfort.  In  acute  atscs  preliminary  rest  in 
bed  is  advisable,  and  crutches  may  be  employed  in  the  early  stages 
of  ambulatory  treatment.  But  during  the  grwiter  part  of  the 
diswise  the  splint  serves  as  a  perineal  crutch,  and  by  the  use  of 
slight  corrective  force  when  the  plaster  bandages  are  appliwl,  or 
by  traction  at  times  toward  one  or  the  other  upright,  lateral  dis- 


I'lic  riii>)iinji  kiiee-bnice. 
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tortion  of  the  limb  may  be  corrected  during  the  course  of  treat- 
ment. This  brace  may  be  used  in  the  treatment  of  very  young 
children  if  it  is  carefully  fitted  and  if  the  parts  are  kept  clean  and 
dry,  and  it  is  an  effective  brace  for  all  ages,  and  for  all  conditions 
of  disease. 

The  Caliper  Brace.  The  traction  may  be  discarded  and  the 
brace  may  be  held  in  position  by  a  shoulder  band,  or  it  may  be 
used  as  a  so-called  caliper  splint.  In  this  form  it  was  almost 
exclusively  employed  by  Mr.  Thomas  in  his  later  practice  and  at 
the  present  time  by  Ridlon,'  the  long  brace  being  used  simply  for 
a  bed  splint.  As  a  caliper  brace  the  two  bars  are  cut  off,  turned 
directly  inward  at  a  right  angle,  and  are  inserted  into  a  steel 
tube,  which  is  passed  through  the  heel  of  the  shoe.  The  bars  are 
made  slightly  longer  than  the  limb,  so  that  the  patient's  heel  is 
lifted  nearly  an  inch  from  the  inside  of  the  shoe  when  walking  ; 
thus,  the  jar  of  impact  with  the  ground  is  prevented.  The  brace 
is  fixed  in  position  by  a  leather  band  beneath  the  knee  and  another 
beneath  the  calf,  and  the  limb  is  held  extended  by  pressure  pads 
applied  to  the  thigh  and  leg,  as  illustrated  (Fig.  259).  Ridlon 
uses  the  brace  to  reduce  deformity  by  direct  pressure  backward  on 
the  knee  by  means  of  bandages,  opiates  being  given  to  relieve 
pain. 

Other  braces  may  be  employed,  for  example,  the  traction  hip 
splint,  but  as  the  Thomas  brace  answers  every  requirement  it  seems 
xmnecessary  to  describe  others  in  this  connection. 

Accessory  Treatment.  The  accessories  to  protective  treatment, 
which,  of  course,  includes  the  proper  attention  of  the  general  con- 
dition of  the  patient,  are  local  applications,  injections,  and  venous 
stasis.  They  are  classed  as  accessories  because  none  of  them  is 
essential  to  successful  treatment. 

The  local  application  of  cautery,  applied  at  intervals  of  a  week 
or  less,  may  add  to  the  comfort  of  the  patient  and  stimulate  the 
reparative  processes.  The  X-ray  appears  to  act  in  a  somewhat 
similar  manner;  it  relieves  pain,  and  in  most  instances  the  infil- 
tration of  the  tissues  becomes  less  marked. 

Ichthyol  ointment  of  a  strength  of  about  40  per  cent,  certainly 
relieves  pain  and  local  congestion  in  certain  instances.  Firm 
compression  by  means  of  a  flannel  bandage  and  by  the  adhesive 
plaster  strapping  is  of  value,  especially  in  the  infiltrating,  "  boggy  " 
type  of  disease. 

'  Transactions  American  Orthopedic  Aaaociation,  vol.  Ti. 
27 
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Fio.  259. 


The  kuee  is  the  joint  into  which  iujections  of  iodoform  eniiilsion 
may  be  made  most  easily.  Suoh  injections  are  more  likely  to  be 
of  service  in  the  synovial  than  in  the  osteal 
type  of  disease.  About  10  c.c.  of  a  It'  per 
cent,  emulsion  of  iodoform  in  sweet  oil  may 
be  injected  through  a  trocar  into  the  dis- 
tfudt'd  capsule  at  intervals  of  several  weeks. 
It  is  then  distributed  by  gentle  massage.  It 
may  aid  the  reparative  processes  by  an  irri- 
tative stimulation,  but  it  apparently  exerts 
no  very  direct  influence  on  tlie  tuberculous 
process. 

Bier's  treatment  by  passive  congestion 
may  be  easily  applied  to  the  joint.  The 
limb  up  to  the  joint  is  firmly  bandaged  by 
a  flannel  bandage.  A  rubber  band  is  then 
applieil  inunediately  above  the  joint  with 
suHicient  tension  to  reUird  ihe  return  of  the 
venous  blood.  The  joint  then  Ixioomes 
swollen  and  cougesteil.  The  congestion  is 
at  first  usetl  for  an  hour  or  more  at  a  time 
once  or  twice  daily.  I^ater  it  may  be  ap- 
plied continuously.  Passive  congestion  ap- 
parently increases  the  stjibility  of  the  granu- 
lation tissue  and  its  further  transformation 
to  fibrous  tissue.  The  method  should  not 
be  employed  during  the  acute  jihases  of  the 
disease,      (See  page  2o9.) 

Treatment  during  Convalescence.     I>uring 
the  active  stage  of  the  <lisea.se  the  brace  must 
be  worn  day  and  night ;  tluring  the  stiige  of 
recovery  it  may  be  removed  at  night  to  allow 
Tbc  caliper  Bpuot.  E,  the    for  motion  at  the  kuee,  and  later  a  form  of 

ring  kround  til*  upper  pan  .  ,       ,  .,,      ,, 

of  the  thigh.  A.  imd  for  waLkmg  bnice  (rig.  1(b)  that  will  allow  a 
^^^  crtT^JSge.  r!  l'm't<'<l  motion  at  the  knee  may  be  of  .service  ; 
leather  sling  for.upportHt    y,x\i  this  is  not  an  essential  ill  treatment.      If 

the  back  of  the  limb,    n,  a  . 

•trip  of  undage  faiiening  slight  knock-kuce  rciuams  after  recoven', 
l^vVnlsUp^S^-nd^  it  nia.v  be  overcome  by  the  use  of  a  Thomas 
aeqoeni  imj  of  premire.    knock-koee  brace,  which  will  also  serve  as  a 

(Ridlou  and  Jonei.)  ,  ' 

protection  to  the  weak  joint. 
The  indications  of  cure  have  been  discussed  under  hip  disease. 
In  brief,  when  sufficient  time  has  elapsed  to  permit  of  natural 
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cure  ;  when  there  have  been  no  symptoms  of  active  disease  for 
months  ;  when  muscular  spasm  has  disappeared,  one  may  tenta- 
tively remove  the  brace  in  the  manner  described.  But  any 
symptom  of  disease,  and  particularly  increasing  limitation  of  the 
range  of  motion,  or  a  tendency  toward  deformity,  indicates  the 
necessity  for  continued  protection. 

If  anchylosis  is  present  supervision  and  occasional  treatment 
will  be  required  during  the  period  of  growth  in  order  to  prevent 
deformity. 

Extra-articular  Disease  and  Operative  Intervention.  In  certain 
cases,  especially  in  young  children,  the  disease  about  the  epi- 
physeal cartilage  of  the  femur  or  of  the  tibia  may  find  its  way  to 
the  exterior  of  the  bone  before  it  invades  the  joint.  This  fortu- 
nate course  is  indicated  by  local  sensitiveness  and  swelling  over 
one  of  the  condyles  of  the  femur  or  about  the  head  of  the  tibia. 
In  such  instances  the  thorough  removal  of  the  disease  is  indi- 
cated, or  if  a  Roentgen  picture  shows  that  the  disease  is  accessible, 
even  though  it  is  not  immediately  below  the  surface,  an  explora- 
tory operation  may  be  advisable.  An  incision  is  made,  usually 
over  the  internal  condyle  of  the  femur.  The  periosteum  is  raised 
and  a  portion  of  the  cortex  is  removed  in  order  to  expose  the 
spongy  bone  on  either  side  of  the  epiphyseal  cartilage. 

In  many  instances  an  area  of  softening  will  be  found.  This 
must  be  thoroughly  removed.  The  cavity  may  be  treated  with 
pure  carbolic  acid  or  the  cautery,  or  filled  with  iodoform  emulsion 
or  paraffin,  and  the  wound  is  then  closed.  In  favorable  cases 
prompt  operative  intervention  may  cut  short  the  course  of  the 
disease. 

Abscess.  Abscess  is  present  as  a  complication  in  about  one- 
third  of  the  cases  that  have  received  efficient  protection,  and  in  a 
larger  percentage  of  those  in  which  treatment  has  been  neglected. 

It  was  present  in  51  per  cent,  of  Koenig's  cases'  and  in  47  per 
cent,  of  three  hundred  final  results  reported  by  Gibney.*  At  the 
knee,  as  at  other  joints,  the  infected  abscess  is  the  most  dangerous 
complication  of  the  disease,  as  is  illustrated  by  Koenig's  statistics  : 

Death-rate  in  cajws  without  abscen 2i  per  cent. 

"  "  wlthabsceu 40       " 

Although  in  many  instances  abscess  indicates  an  extensive  and 
destructive  disease  of  the  bone,  yet  the  exhausting  suppuration 
that  is  an  indirect  cause  of  death  is  suppuration  from  infected 

>  Loc.  clt.  >  American  Journal  of  the  Medical  Science*,  October,  ISOS. 
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areas  in  the  thigh  and  lejf,  which  may  have  little  direct  relation 
to  the  extent  of  the  original  disease.  It  should  be  the  aim  in 
treatment  to  jirevent  this  burrowing  of  Hnid  after  the  eapsule  has 
been  perforated,  and  to  prevent  overdisteutiou  of  the  capsule  even 
in  order  to  lessen  tlie  macerating  effect  of  the  tuberculous  fluid 
upon  the  cartilages.  When  the  fluid  within  the  joint  is  of  con- 
siderable amount,  and  when  it  is  increasing  in  t(uantity,  it  may 
be  removefl  by  aspiration,  or  a  better  |)rocediire  is  to  incise  the 
capsule.  This  will  allow  a  thorough  removal  of  its  fluid  and 
solid  oontents,  after  which  the  opening  may  be  closed  with 
sutures. 

Tuberculous  abscess  which  has  perforated  the  capsule  may  be 
trcatetl  in  the  same  manner,  or  it  may  be  drained  subsequently, 
according  to  the  indications.  Unless  the  abscess  is  infected 
careful  bandaging  of  the  thigh  and  leg  should  prevent  burrowing. 

Synovial  Tuberculosis.  In  the  forms  of  synovial  tuberculosis 
that  resemble  chronic  synovitis  the  fluid,  if  the  (|uautity  is  large, 
may  be  evacuated  by  an  incision  in  the  capsule  which  will  allow 
for  exploration  and  for  removal  of  the  tibrinons  masses  tiiat  are 
often  present.  Afterward  the  interior  of  the  joint  may  be  treated 
with  an  application  of  a  strong  solution  of  chloride  of  zinc  or  pure 
carbolic  acid.  This  sets  up  an  active  reaction  which  tenses  adhe- 
sions within  the  capsule,  and  exerts  a  favorable  influence  on  the 
course  of  the  disesise.  A  protective  brace  should  be  worn  to 
guard  the  joint  from  sudden  twists  and  strains  and  to  limit  the 
range  of  motion  within  the  painless  arc.  The  ailhcsive  plaster 
strapping  may  be  employed  in  cases  of  this  type  with  great  advan- 
tage. Such  a  brace  is  shown  in  Fig.  176.  The  injection  of 
iodoform  emulsion  should  Ik^  of  particular  advantage  in  the  treat- 
ment of  this  form  of  disease.  Theoretically,  its  use  should 
modify  the  infectious  ijuality  of  the  tuberculous  fluid  and  lessen 
the  danger  of  infection  with  pyogenic  germs,  and  on  this  ground, 
rather  than  because  it  actually  shortens  the  course  of  the  disease, 
it  may  be  recommended. 

Arthrectomy.  When,  as  in  exceptional  cases,  the  disease  is 
progriissive  and  shows  no  tendency  toward  recover)',  and  particu- 
larly if  an  infectetl  abscess  communicating  with  the  joint  makes 
efficient  drainage  difticult,  tlie  operation  of  arthrectomy  may  be 
indicated. 

An  Esmarch  bandage  having  been  applied,  the  joint  is  thor- 
oughly ex|)08ed  l>y  a  curvetl  anterior  incision  passing  above  or 
below  or  through  the  patella,  and  all  the  diseased  tissue  is  re- 
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moved ;  that  in  the  soft  parts  is  cut  away,  and  foci  in  the  bone 
are  excavated  with  the  chisel  and  scoop.  If  infection  be  present 
the  joint  may  be  packed  with  gauze,  the  leg  being  fixed  in  the 
position  of  flexion ;  but  in  other  instances  the  wound  is  closed 
with  or  without  drainage  as  may  seem  advisable.  In  a  large 
proportion  of  cases  primary  healing  may  be  obtained.  By  the 
procedure  one  may  hope  to  cure  the  disease,  but  in  all  but  excep- 
tional cases  the  functional  result  will  be  anchylosis.  The  opera- 
tion has  the  advantage  over  excision  in  that  less  bone  is  removed, 
and  that  the  epiphyseal  cartilages,  in  part,  at  least,  remain  ;  thus, 
the  immediate  as  well  as  the  ultimate  shortening  is  less  than  after 
excision. 

Results  of  Arthrectomy.  The  direct  death-rate  of  the 
operation  is  small.  In  150  cases  reported  by  Koenig  but  3  deaths 
were  attributable  to  the  operation  itself.  The  final  results  in  114 
of  these  cases,  in  which  the  ojieration  was  performed  in  childhood, 
were  as  follows : 

Patients  cared  and  Urlng 90 

Cured  of  tbe  local  disease,  but  not  living  at  the  time  of 

the  InTestigatlon 10 

Practically  cured,  insignificant  flstuls  remaining             .  2 

102  =  89.S  per  ct 

Living,  not  cured 6 

Deaths  before  tbe  cure  of  the  local  disease  ....     7 

12  =-10.5  per  ct 

Thus  in  89  per  cent,  of  the  cases  the  operation  was  successful 
as  far  as  the  cure  of  the  local  disease  was  concerned.  In  75  per 
cent,  of  the  successful  cases  immediate  cure  was  attained ;  in  25 
per  cent,  fistulse  persisted  for  a  longer  or  shorter  time.  In  10 
cases  some  motion  was  retained,  but  in  the  otliers  anchylosis  fol- 
lowed the  operation.  In  about  70  per  cent,  of  the  cases  the  limb 
was  practically  straight ;  in  .30  per  cent,  it  was  distorted.  This 
shows  the  necessity  of  continued  super\'ision  and  in  many  in- 
stances of  protective  treatment  duruig  the  growing  period  in  all 
cases  in  which  anchylosis  is  present  from  whatever  cause. 

In  forty-eight  cases  in  which  the  operation  had  been  performed 
before  the  tenth  year,  and  in  which  the  limbs  were  straight,  the 
influence  of  the  operation  on  the  growth  was  investigated. 

I'eara  etapted        Averagt  ihortaUng 

Number  o/ea>c».                                                rtnec  operatton.  in  an. 

6 2  1 

5  .        .       , 3  1.6 

4 4  1 

3 5  2 

19 6-7  2 

II »-13  2.5 
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FlO.  260. 


These  measurements  indicjite  that  the  shortening  is  not  likely  to 
be  very  great  as  a  result  of  tlie  operntiou,  certainly  very  much  less 
than  after  complete  or  ev-en  partiiil  excision  performed  at  tlie 
same  age. 

Excision.  Excision  of  the  joint  iu  ciiiltllioud  has  been  practi- 
cally abandoned,  becjuise  of  the  great  siiurtening  that  follows 
complete  removiU  of  the  e[)iphyses,  and  Iwcause  so-called  partial 
excision — that  is,  the  removal  of  the  thin  sections  of  bone  from 

the  surfaces  of  Ihe  femur  and 
tibia,  lejiving  the  cartilages 
— is  usually  an  unnecessary 
operation,  in  the  sense  that 
disease  tluit  might  be  ciu'ed 
by  this  pnicwlure  might  have 
ln-eu  cured  l)y  conservative 
iiicthods. 

Early  excision  iu  adult 
ciises  is  often  indicated  be- 
oiiuse  it  will  assure  a  cure  of 
tlie  disease  in  a  short  time, 
whereas  mwhauical  treat- 
ment will  retjuire  years  of 
di^ibility  with  no  certain 
prospect  of  absolute  cure  at 
the  end  of  the  perind.  If, 
tjierefore,  the  disease  has  pro- 
gressed sufficiently  to  indicate 
that  the  nalund  cure  would 
result  iu  aneliyhisis,  or  if 
the  time  required  for  natural 
cure  is  of  importance  to  the 
patient,  early  excision  may 
be  advised  in  the  case  of  the  adult  nr  adolescent  whose  growth 
is  nearly  oompletetl. 

The  operati(»u  is  perfnrmed  imdcr  the  Esmareh  bandage,  and 
the  joint  is  exjK)sed  liy  the  imterior  incision,  as  iu  the  openition  nf 
arthrectomy.  All  the  diseased  tissues  are  cut  away  and  sections 
of  the  liones,  ]>aiallfl  ti»  the  articular  surfaces,  are  removed, 
sufficient  in  dcptli  to  include  all  the  diseased  area.  If  the  sec- 
tions are  so  made  as  to  allow  the  bones  to  be  brought  into  close 
apjKtsition,  sutures  tfirough  the  periosteum  will  hold  them  in 
position,   without  nails  or    wiring.      The   vessels   having   been 


Ufformlly  •iid  shdrtculug  reiuliiog  from  ex- 
clalon  of  Uie  knee  iu  chlldhixxl. 
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ligated,  the  wound  may  be  closed  with  or  without  draiuage,  as 
may  be  indicated  by  the  character  of  the  disease,  a  piaster-of- 
Paris  dressing  is  applied,  and  the  limb  is  elevated.  Mechanical 
support  is  of  service  in  the  after-treatment  in  lessening  the 
discomfort  and  hastening  the  cure. 

Results  of  Excision.  In  Koenig's  statistics  of  300  ex- 
cisions, 6  deaths  were  due  directly  to  the  operation,  and  23  others 
occurred  during  the  course  of  the  after-treatment — a  total  of  29 
(9.6  per  cent.). 

In  23  instances  amputation  was  afterward  performed  because 
of  failure  of  the  operation.  The  good  results  are  classed  by 
Koenig  as  75  per  cent.,  the  bad  as  2o  per  cent.  In  193  cases 
the  position  of  the  limb  in  after  years  was  investigated.  It  was 
straight  in  175,  distorted  in  18,  all  but  1  of  this  latter  group 
being  in  children. 

Amputation.  This  operation  is  indicated  as  a  life-saving 
measure.  When  the  disease  is  so  extensive  as  to  require  com- 
plete removal  of  the  epiphyses  in  early  childhood,  amputation  is 
the  preferable  operation,  as  the  limb,  aside  from  requiring  con- 
stant protection  to  prevent  deformity,  will  be  so  short  as  to  be  of 
little  practical  use. 

Operations  for  the  Belief  of  Final  Deformity.  In  the  majority 
of  the  cases  deformity  can  be  rectified  by  one  of  the  methods 
already  described.  If,  however,  there  is  bony  anchylosis  in  an 
attitude  of  marked  flexion  the  limb  may  be  straightened  by  the 
removal  of  a  sufficient  wedge  of  bone  from  the  joint.  The  de- 
formity may  be  remedied  almost  equally  well  by  linear  osteotomy 
of  the  femur  just  above  the  joint,  and  this  operation  is  to  be 
preferred  in  young  subjects,  as  no  bone  is  removed. 

Genu  valgum  may  be  corrected  by  a  similar  operation.  (See 
Osteotomy  for  Knock-knee.) 

Prognosis.  The  most  important  statistical  evidence  on  the 
course  and  the  outcome  of  tuberculous  disease  of  the  knee-joint 
in  childhood  has  been  presented  by  Gibney.  The  statistics  com- 
pleted in  1 892  were  the  result  of  an  investigation  of  499  cases 
treated  during  a  period  of  twenty  years,  1868-1887.  In  but 
300  of  these  could  definite  information  be  obtained.' 

Eighty-seven  per  cent,  of  the  cases  were  in  children,  and  51 
per  cent,  of  the  patients  were  less  than  five  years  of  age  at  the 
inception  of  the  disease. 

'  American  Journal  of  tbe  Medical  Sciences,  October,  1893. 
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The  cases  were  divided  into  three  classes,  according  to  the 
treatment  that  had  been  followed  : 

1.  The  expectant  treatment.  In  this  class  no  apparatus  was 
employed,  or,  if  employed,  it  was  inefficiently  used. 

2.  The  fixation  treatment  In  this  class  the  joint  was  more 
or  less  efficiently  splinted,  but  not  protected  from  impact  with 
the  ground. 

3.  The  protective  treatment.  In  this  class  the  joint  was  both 
splinted  and  protected  from  jar,  and  the  mechanical  treatment 
was  efficient 

The  results  were  classified  as  follows : 


Total,    i  Bxcialona. 


Expeetent . 
Fizstton 
PioCeotton  , 


71 

!      190 

39 


too 


14 


Ampatatloiii. 


Deatba. 


35 
2 


Onder 
treatment. 


9 
31 
11 


40 


61 


CDied. 


61 
U4 
26 


191 


MortaUty.  The  total  deaths  in  the  300  oases  were  40  (13.3 
per  cent. ) ;  26  of  these  were  from  causes  directly  or  indirectly 
connected  with  the  disease  (8.6  per  cent),  viz. : 

Opentlve  shock 1 

Prolonged  suppuntlon It 

Tuberculoiu  meningitis 6 

Pbtblsis 3 

26 
Intercurrent  diseases 14 

40 

Function.  The  functional  results  as  regards  motion  in  the 
cases  in  which  conservative  treatment  was  continued  to  tiie  end, 
including  the  cases  still  under  observation,  242  of  300,  were  as 
follows  : 


ToUl. 

'  Motion  retained. 

Anchyloaed. 

60 
146 
87 

242 

44  or   7  per  ct. 

118  ■•  77        •■ 
34   "  95 

16 

Flxktlon                               .'..... 

32 

3 

191  or  79  per  ct. 

SI 

Of  the  191   patients  who  retained  a  movable  joint,  74  had 
had  abscesses,  3  or  more  cicatrices  being  present  in  39. 

As  to  the  range  of  motion,  in  74  it  was  from  4;)  degrees  to 
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normal  and  in  41  more  than  90  degrees ;  thus  30  per  cent,  of  the 
patients  retained  a  fair  range  of  motion. 

Deformity.  In  51  cases  anchylosis  was  present;  in  16  of  these 
the  limb  was  practically  straight,  in  35  it  was  flexed  more  than 
30  d^rees  (69  per  cent.). 

These  statistics  again  illustrate  the  great  tendency  toward 
deformity,  when  during  the  growing  period  there  is  anchylosis  at 
the  knee  from  whatever  cause. 

In  the  191  cases  in  which  motion  was  retained  the  limb  was 
practically  straight  in  125  (65  per  cent.).  In  49  others  the 
flexion  was  less  than  25  degrees,  and  in  but  16  could  the 
deformity  be  classed  as  bad  (8  per  cent.). 

In  10  cases  only  did  relapse  occur  after  apparent  cure. 

In  but  16  of  the  449  cases  was  there  involvement  of  other 
joints  while  the  patients  were  under  observation  (3.2  per  cent.). 
In  8  of  these  the  spine  was  involved,  in  2  the  hip,  and  in  6 
other  joints. 

The  influence  of  age  upon  the  death-rate  and  the  ultimate 
causes  of  death  are  illustrated  by  Koenig's  statistics,  the  death- 
rate  being  much  higher,  at  least  in  the  cases  in  early  childhood, 
than  in  this  country. 

According  to  Koenig's  statistics,  the  death-rate,  direct  and 
indirect,  from  disease  of  the  knee-joint,  was  as  follows  : 

323  children  (  1  to  15  yean  of  affi),       deaths  .    65  ^  20  per  cent. 

225  patients  (1«  "  30     "         "    ).  "  .       .    61  =  2< 

68       "         (31  "  40      "  "    ),  "  .        .    30  = « 

74      "        more  than  40  jreara  of  age     "  .45-60      " 

Causes  of  Death. 

Deaths  from  cansea  not  connected  with  the  disease       .    14  —  2  per  cent. 

following  operations 18  =  2.5      " 

"       caused  by  tuberculosis,  141  ==22.5  per  cent,  of  all  cases  and 
80  per  cent,  of  all  the  deaths. 

Tuberculosis  of  the  knee 1 

"             "       lungs 94 

General  tuberculosis SO 

Tuberculous  meningitis 7 

Acute  miliary  tuberculosis 8 

Tuberculosis  of  other  parts 6 

141 

It  may  be  noted  that  16  of  the  40  deaths  in  Gibney's  cases 
were  due  to  prolonged  suppuration,  and  that  of  51  cases  still 
under  observation  26  had  been  treated  for  ten  years  or  longer, 
and  were  still  uncured.  This  indicates  that  in  a  lai^er  propor- 
tion of  the  cases  conservative  methods  should  have  been  supple- 
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mented  by  more  radical  treatment.  Still,  taken  as  a  whole,  the 
results,  although  the  mechanical  treatment  was,  in  many  instances, 
far  from  efficient,  are  much  better  than  any  others  that  have  been 
presented. 

Qeneral  Conclusions.  On  this  evidence  the  following  con- 
clusions seem  to  be  justified.  The  death-rate  in  childhood  from 
all  causes  should  be  less  than  10  per  cent.  The  duration  of 
treatment  is  from  two  to  five  years.  Recovery  with  a  useful 
range  of  motion,  when  the  diagnosis  has  been  made  at  an  early 
stage  and  when  efficient  mechanical  treatment  has  been  employed, 
may  be  predicted  in  50  per  cent,  of  the  cases. 

Deformity  can  always  be  prevented  by  treatment  and  by  super- 
vision. Under  favorable  conditions  radical  operations  are  not 
often  indicated,  but  when  indicated  they  should  not  be  delayed 
too  long.  Amputation  of  the  limb  should  prevent  death  from 
prolonged  suppuration.  In  a  certain  proportion  of  cases  the 
disease  may  be  cut  short  by  early  exploratory  operations,  for  the 
removal  of  foci  of  disease  in  the  bone  before  the  joint  has  become 
involved. 

Although  the  benefits  of  protective  treatment  are  as  evident  in 
disease  of  the  adult  as  in  childhood,  yet  early  operation  is  often 
indicated  in  this  class,  because  of  the  necessity  for  shortening  the 
period  of  disability,  and  because  excision  assures  a  straight  and 
useful  limb. 


CHAPTER  X. 

NON-TUBERCULOUS    AFFECTIONS    AND    DEFORMITIES    OF 
THE  KNEE-JOINT. 

Strains  and  Iigiiries  of  the  Knee  in  Childhood. 

Injury  of  the  knee  in  childhood  may  cause  local  discomfort 
and  persistent  flexion  of  the  leg,  even  when  but  little  synovial 
effusion  is  present.  In  this  class  of  cases  the  application  of  a 
plaster  bandage,  under  sufficient  traction  to  overcome  the  deform- 
ity, is  of  service  in  placing  the  part  at  rest  and  preventing  further 
injury.  The  importance  of  treating  promptly  slight  injuries  of 
the  joints  in  childhood,  especially  in  the  class  of  patients  predis- 
posed to  tuberculous  infection,  has  been  mentioned  already  in  the 
consideration  of  hip  disease. 

Muscular  "  cramp,"  a  form  of  tetanic  contraction,  induced 
possibly  by  injury,  which  fixes  the  limb  in  a  flexed  or  extended 
position,  is  sometimes  seen  in  children  of  a  susceptible  or  nervous 
temperament.     The  treatment  is  similar  to  that  of  strains. 

Synovitis. 

Acute  traumatic  synovitis  is  properly  treated,  immediately  after 
the  injury,  by  splints,  by  elevation  of  the  limb,  by  the  application 
of  ice-bags  and  the  like  ;  but  after  the  acute  symptoms  have  sub- 
sided the  absorption  of  the  effused  fluid  is  aided  by  functional 
use  of  the  limb,  if  the  joint  is  properly  protected.  One  of  the 
most  efficient  methods  of  treatment  is  that  by  means  of  the  adhe- 
sive plaster  strapping  advocated  by  Cottrell  and  Gibney.  The 
entire  surface  of  the  knee,  except  a  narrow  space  in  the  popliteal 
region,  is  firmly  strapped  with  overlapping  layers  of  adhesive 
plaster,  extending  from  the  upper  third  of  the  leg  to  the  middle 
third  of  the  thigh ;  and  over  this  a  flannel  bandage  is  applied  ; 
or  if  the  leg  is  swollen,  the  entire  limb  should  be  firmly  bandaged 
with  elastic  stockinette  bandage,  from  the  toes  to  the  upper  third 
of  the  thigh  in  addition  (Fig.  267).  The  adhesive  plaster  serves 
as  a  support  which  allows  a  certain  degree  of  motion,  sufficient  to 
stimulate  the  circulation,  and  thus  to  hasten  the  restoration  of 
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the  normal  condition.  If  greater  compression  is  desired,  the 
entire  joint  may  be  covered  with  the  adhesive  plaster  as  st^gested 
by  Hoffmann.'  A  pad  of  cotton  is  placed  in  the  popliteal  space, 
a  close-fitting  stocking  leg  is  drawn  over  the  knee,  and  about 
this  circular  bands  of  plaster  are  drawn  as  tightly  as  the  comfort 
of  the  patient  will  permit.  The  adhesive  plaster  strapping  is 
renewed  from  time  to  time,  as  the  swelling  diminishes,  and  its 
use  is  continued  until  the  symptoms  have  entirely  disappeared. 

Chronic  synovitis  may  be  treated  in  a  similar  manner,  although 
if  the  effusion  is  persistent  the  fluid  may  be  removed  by  aspira- 
tion. If  the  ligaments  are  lax,  a  supporting  brace  may  be 
required  for  a  time  (Fig.  176).  Massage  and  exercises  and  static 
electricity  are  of  service  in  the  stage  of  recovery  to  restore  the 
strength  and  activity  of  the  supporting  muscles. 

Infectious  Arthritis. 

Suppurative  arthritis  of  this  as  of  other  joints  should  be 
treated  by  free  incisions,  and  efficient  drainage  should  be  assured. 
If  this  cannot  be  attained  by  ordinary  methods  the  capsule  should 
be  widely  opened  and  the  patella  divided  by  means  of  a  trans- 
verse anterior  incision.  The  interior  of  the  joint  may  then  be 
completely  exposed  by  flexing  the  leg  to  an  acute  angle,  as  sug- 
gested by  Mayo.  Mechanical  protection  is  usually  required  after 
the  immediate  symptoms  are  relieved.  The  subject  is  considered 
more  at  length  elsewhere.     (See  Chapter  VI.) 

Osteoarthritis. 

In  this  disease  several  joints  are  usually  involved,  but  occasion- 
ally the  affection  may  be  confined  to  the  knee.  The  early  symp- 
toms are  stiffness,  discomfort,  and  pain  more  noticeable  in  damp 
weather,  and  often  creaking  sensations  in  the  joint  are  appreciable 
to  the  patient.  At  intervals  the  symptoms  may  be  more  acute 
and  the  joint  becomes  hot  and  swollen  ;  as  a  rule,  however,  they 
are  subacute  in  character.  The  progress  of  the  affection  is  slow, 
the  joint  becomes  somewhat  enlarged  and  irregular  in  outline,  the 
range  of  motion  becomes  more  restricted,  and  flexion  of  the  limb 
after  a  time  jxjrsists.     (See  Rheumatoid  Arthritis,  page  274.) 

Treatment.  The  general  and  constitutional  treatment  does 
not  require  especial  consideration  here.     Locally  massage  and 

>  New  York  Medical  Journal,  Januar}-  27, 1900. 
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the  hot-air  bath  may  add  to  the  comfort  of  the  patient  and  in- 
crease the  mobility  of  the  joint,  in  the  early  stage  of  the  afFection 
at  least.  Static  electricity  has  been  employed  with  advantage  in 
certain  cases.  The  application  of  the  cautery  and  stimulating 
liniments  are  useful  in  relieving  pain,  and  the  support  of  a  flannel 
bandage  adds  much  to  the  comfort  of  the  patient.  In  many 
instances  a  brace  (Fig.  1 76)  may  be  employed  with  advantage  to 
lessen  the  strain  upon  the  part.  Operative  removal  of  the  hyper- 
trophied  synovial  membrane,  loose  bodies  or  irregular  projections 
of  bone  that  may  interfere  directly  with  movement,  is  sometimes 
of  service.     Excision  is  a  final  remedy  in  extreme  cases. 

Prepatellar  Bursitis. 

Synonym.     Housemaid's  knee. 

A  chronic  enlargement  of  the  bursa  lying  over  the  patella  and 
its  ligament  is  common  among  those  who  have  to  kneel  much 
of  the  time ;  hence  the  popular  name.  Occasionally  cases  of  acute 
bursitis,  in  which  there  is  considerable  effusion  into  the  sac,  are 
seen,  and  these  are  sometimes  mistaken  for  synovitis  of  the  knee. 

Treatment.  In  acute  cases  strapping  the  front  of  the  knee 
with  strips  of  adhesive  plaster  which  will  limit  motion  and  pro- 
vide compression  is  an  effective  treatment.  If  the  effusion  is 
considerable  it  may  be  relieved  by  aspiration.  In  chronic  cases 
cure  can  be  attained  only  by  the  removal  of  the  thickened  sac. 

Pretibial  Bursitis. 

Beneath  the  ligamentum  patellse,  occupying  the  space  between 
the  tendon  and  the  periosteum  of  the  tibia,  is  the  deep  pretibial 
bursa.  It  is,  according  to  the  investigations  of  Lovett,'  as  wide 
or  somewhat  wider  than  the  tendon  ;  its  upper  border  is  on  a 
level  with  the  joint,  its  lower  border  reaches  to  the  tubercle  of 
the  tibia,  and,  being  slightly  longer  on  the  outer  than  on  the 
inner  border,  it  is  somewhat  triangular  in  shape.  It  does  not 
communicate  with  the  knee-joint. 

Enlargement  of  this  bursa  is,  as  a  rule,  the  result  of  injury, 
but,  as  bursitis  elsewhere,  it  may  be  a  complication  of  infectious 
diseases,  rheumatism  and  the  like. 

Symptoms.  The  symptoms  are  stiffness  at  the  knee  and  pain 
on  sudden  movement,  especially  when  strain  is  exerted  on  the 
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'zsuaio.  tf  ^^■.c^^J^.*  £«xi<>o  or  exurnsion  '^f  tb«  lee  >$  i>  aeone 
ise.  Tit  TJ-jix^'jz  *A  tbe  tibia  seems  enlare«*l  aD*i  i»  scftaihT 
•a  3r>«!im.  aaj  a  svelling  on  either  side  </  tbe  Ixfameu  k 
isJBiZJT  *T>>?nt. 

TkcaSaCBL  The  affection,  if  at  all  acute,  mav  be  treated  bf 
rvLtiTis;  tbe  straio  and  pressure  on  the  tendon,  bv  fixatioa  of 
•sm  lie:*  f->r  a  time  io  a  plaster  )>andage  or  other  form  of  splint. 
Lass^  tbe  adhesive  plaster  strapping  will  provide  sofBcient  fixt- 
axi  a»]  pressure.  The  absorption  of  the  fluid  mav  be  hastened 
05  tbe  application  of  the  cauten>'.  If  the  swelling  is  pera^tent, 
the  dnid  may  l>e  removed  by  a>ipiration  or  incision  or  removal  of 
tbe  sac. 

Enlargement  of  the  Snperficial  Pretibud 

A  small  bursa,  lying  upon  the  insertion  of  tbe  ligameoi 
patelbe,  may  lje*.-ome  enlarge<l,  (fusing  an  apparrat  hypertrophy 
of  the  tubercle  of  the  til>ia.  It  may  l>e  treated  by  strapping  with 
adhesive  plaster,  and  the  prr>mincnt  tubercle  should  be  protected 
by  some  form  of  bunion  plaster. 

Ixi-oxj  of  the  Tibial  Tubercle. 

OsgOfKl'  has  callwl  att<;ntIon  to  the  fact  that  symptoms  reson- 
bling  those  <les<;ril)c<l  may  l)e  causc<i  by  partial  separation  of  the 
tuljercle  of  the  til)ia.  The  tresitmcnt  is  primarily  rest  in  the 
exteu<le<l  jxwture. 

Bursse  and  Cysts  in  the  Popliteal  Region. 

Simple  infliiriirnatioii  of  the  I)ur8a  lying  l)etween  the  inner  head 
of  the  gastrocnemius  and  the  semimcnihniuosus  muscle  may  cause 
a  flu(!tuating  swelling  on  the  inner  side  of  the  popliteal  region. 
It  may  l>e  treated  l>y  conipr(!ssion  or  l>y  inirision  as  may  seem 
advisable.  Cysts  in  the  |)<)pliteal  region  usually  communicate 
with  the  kn(H>-joint  and  arc  compliciitions  of  rheumatic  or  tuber- 
culous <lis«'ase.  They  are  of  interest  jirineipally  from  the  diag- 
nostic staii<I|)oiiit. 

Internal  Derangement  of  the  Knee-joint.    (Hey.) 

The  term  internal  deningenient  ,«ignifu>s  sudden  interference 
'  c  function  of  the  joint  wiiich   nuiy  lie  due  to  (a)  loose 
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bodies  iu  the  joint  ;  (6)  displacement  or  fracture  of  a  semilunar 
cartilage  ;  (c)  other  injury.' 

Loose  Bodies  in  the  Knee-joint.  Loose  bodies  in  the  knee- 
joint  may  be  composed  of  portions  of  fibrin,  fragments  of  synovial 
membrane,  or  bits  of  cartilage  or  bone,  and  the  like.  In  certain 
forms  of  synovial  tuberculosis  and  osteoarthritis  these  loose  bodies 
may  be  present  in  large  numbers,  but  from  the  therapeutical 
standpoint  the  important  cases  are  those  in  which  the  joint  is 
otherwise  normal.  In  this  class  the  foreign  body  is  sometimes 
detected  by  the  patient  as  a  smooth,  movable  object  on  one  or  the 
other  side  of  the  patella  ;  but  in  many  instances  the  first  sign  of 
its  presence  is  interference  with  the  function  of  the  joint.  After 
a  sudden  movement  or  when  the  knee  has  been  flexed,  as  in  the 
kneeling  position,  or  without  appreciable  cause,  severe  pain  in 
the  knee  is  felt  and  the  joint  may  be  fixed  in  the  position  of 
flexion.  By  massage,  manipulation,  or  spontaneously  the  foreign 
body  is  dislodged  from  between  the  surfaces  of  the  bones  and 
movement  becomes  free  and  painless,  but  discomfort  remains  for 
a  time  and  in  most  instances  synovial  effusion  follows.  These 
symptoms  recur  at  intervals,  and  the  disappearance  of  the  mov- 
able body  from  its  accustomed  place  at  such  times  demonstrates 
its  relation  to  the  disability. 

Displacement  of  a  Semiltmar  Cartilage.  Displacement  of 
a  semilunar  cartilage  is  usually  of  traumatic  origin.  The  internal 
cartilage  is  usually  affected,  and  it  appears  to  be  caused  most  often 
by  an  outward  twist  of  the  tibia  upon  the  femur.  The  patient's 
limb  is  fixed  in  the  attitude  of  flexion,  and  in  certain  instances 
an  irregularity  may  be  detected  at  the  inner  and  upper  border 
of  the  tibia. 

To  replace  the  cartilage  the  leg  should  be  flexed,  then  suddenly 
extended  and  rotated  inward.  In  some  instances  an  anaesthetic 
may  be  required.  The  displacement  is  followed  by  discomfort 
and  synovial  effusion.  The  accident  having  once  occurred,  is 
likely  to  recur ;  the  patient  recognizing  the  character  of  the 
movements  that  are  likely  to  cause  the  displacement,  also  the 
proper  manipulation  for  its  replacement. 

Il\jury.  In  other  instances  somewhat  similar  symptoms  may 
follow  injury  at  the  knee,  pinching  of  the  synovial  membrane, 
bruising  or  fracture  of  the  cartilage,  or  a  strain  of  one  of  the 
ligaments  within  the  joint,  being  assigned  as  causes.     In  cases  of 
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this  character,  in  which  symptoms  recur  from  time  to  time,  the 
joint  becomes  weak  and  insecure,  partly  because  of  the  repeated 
synovial  effusion  and  partly  because  of  the  muscular  relaxation. 

Treatment.  If  the  patient  is  seen  immediately  after  the  dis- 
placement or  injury  the  limb  should  be  fixed  in  a  plaster  bandage 
for  four  weeks  or  more  to  allow  for  reattachment  of  the  displaced 
part.  Afterward  it  may  be  protected  by  the  adhesive  plaster 
strapping,  and  when  the  effusion  has  been  absorbed  massage  and 
exercises  for  strengthening  the  muscles  should  be  employed. 

In  the  more  chronic  cases  in  which  the  ligaments  are  lax,  a 
brace  which  will  permit  anteroposterior  motion,  but  prevent 
lateral  mobility,  may  be  required.  The  Campbell  brace  (Fig. 
176)  used  by  Shaffer,  is  a  light  and  effective  support  that  inter- 
feres little,  if  at  all,  with  the  use  of  the  limb. 

If  the  diagnosis  of  displaced  or  fractured  cartilage  can  be 
verified,  and  if  it  is  the  cause  of  persistent  disability,  it  should 
be  removed.  And  the  same  may  be  said  of  isolated  foreign 
bodies,  which  are  known  to  be  the  cause  of  the  symptoms. 

Under  the  Esmarch  bandage  the  joint  is  opened  by  an  incision 
about  three  inches  in  length  on  the  anterolateral  aspect  of  the 
joint.  After  the  capsule  is  opened  the  leg  is  flexed  to  bring 
the  cartilage  into  view.  If  loose  it  is  then  separated  from  its 
attachments  with  a  tenotomy  knife  and  is  removed.  The  capsule 
is  then  united  with  a  fine  catgut,  the  wound  is  closed,  and  a 
plaster  bandage  is  applied.  At  the  end  of  a  week  or  more  the 
patient  may  walk  about.  At  the  end  of  a  month  the  adhesive 
plaster  strapping  may  replace  the  bandage.  Perfect  functional 
recovery  is  the  rule.  The  treatment  of  hypertrophied  and  con- 
gested synovial  membrane,  or  loose  bodies,  is  conducted  in  a 
similar  manner. 

Acquired  Oenu  Recoryatmn. 

S]mon]nii.     Back  knee. 

Genu  recurvatum,  as  the  name  implies,  is  a  deformity  in  which 
the  knee  is  habitually  overextended. 

Etiology.  Awjuired  genu  recurvatum  may  be  a  simple  local 
deformity,  or  it  may  be  secondary  to  weakness  or  distortion  of 
other  parts.  Local  or  primary  genu  recurvatum  may  be  an  effect 
of  rhachitis,  or  of  disease  or  injury  of  the  femur  or  tibia.  In 
this  form  the  femur  may  be  curved  sharply  forward  above  the 
joint,  or  the  upper  extremity  of  the  tibia  may  be  bent  backward 
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at  the  epiphyseal  junction,  and  flexion  may  be  limited  by  the 
obliquity  of  the  articulating  surfaces. 

More  often  the  deformity  is  secondary.  It  may  be,  for 
example,  an  effect  of  equinus,  either  congenital  or  acquired,  in 
which  the  knee  is  strained  by  the  effort  of  the  patient  to  place 
the  heel  upon  the  ground.  It  may  be  caused  by  the  use  of  a 
brace  in  the  treatment  of  hip  disease,  if  the  knee-joint  is  not  prop- 
erly supported,  and  it  is  often  seen  also  as  a  result  of  disease  at 
this  joint,  for  which  no  apparatus  has  been  employed.  It  even 
appears  in  some  instances  on  the  sound  side,  apparently  as  a  form 
of  compensation  for  the  shorter  limb  (Fig.  189).  It  is  one  of  the 
comparatively  infrequent  complications  of  disease  at  the  knee- 
joint,  in  which  the  leg  has  been  supported  by  the  brace  in  an 
extended  or  overextended  position,  or  in  which  the  growth  at  the 
epiphyseal  cartilages  of  the  femur  or  tibia  has  been  irregular. 
In  rare  instances  it  is  the  direct  result  of  traumatism,  as  when 
the  limb  has  been  suddenly  forced  into  an  overextended  position, 
and  the  posterior  ligaments,  and  possibly  the  crucial  ligaments 
also,  have  been  ruptured  or  weakened.  It  is  most  often,  however, 
an  accompaniment  of  paralysis  of  the  posterior  thigh  muscles  or 
of  the  gastrocnemius  muscle,  or  both.  A  slight  degree  of  over- 
extension at  the  knees  is  not  uncommon  in  children  who  have 
the  so-called  loose  joints. 

In  many  cases  genu  recurvatum  is  combined  with  a  varying 
degree  of  knock-knee,  and  there  is  often  an  abnormal  mobility  at 
the  joint  that  allows  a  certain  amount  of  posterior  displacement 
of  the  tibia.  In  extreme  cases  of  this  class  there  may  be  well- 
marked  subluxation. 

83rmptoms.  The  symptoms,  aside  from  the  deformity,  are 
weakness  and  insecurity  caused  by  the  hyperextension  when 
weight  is  borne.  If  the  deformity  is  extreme,  the  strain  upon 
the  weakened  parts  usually  causes  discomfort.  Flexion  is  ren- 
dered difficult  because  of  the  abnormal  relation  of  the  joint  sur- 
faces and  of  the  accommodative  changes  in  the  ligaments  and 
muscles,  so  that  in  extreme  cases  the  patient  swings  the  leg 
along  in  the  extended  or  overextended  position. 

Treatment.  If  the  recurvation  is  caused  by  deformity  of  the 
bones,  the  normal  relations  may  be  restored  by  osteotomy  of  the 
tibia  or  femur,  as  may  be  indicated.  Deformity  secondary  to  dis- 
tortions elsewhere  may  be  treated  by  remedying  the  primary  cause. 

Traumatic  genu  recurvatum  may  be  treated  by  fixation  in  the 
flexed  position  until  the  repair  is  complete,  afterward  by  massage 
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and  support  if  necessary.  The  ordinary  form  of  overextende<l 
knee,  combined  with  lateral  mobility',  must  be  supported  by  a 
brace  which  permits  only  anteroposterior  motion  to  the  normal 
limit  or  slightly  less.  Whenever  possible  massage  and  exercises 
should  be  employed. 

Congenital  Qena  Recarvatum. 

Synon3nn.     Anterior  displacement  of  tlie  til>ia. 

The  most  common  of  the  congenibil  deformities  at  the  knee  is 
the  so-called  genu  recurvatum,  in  which  the  knee  is  bent  some- 
what backward ;  or,  in  other  words,  the  leg  is  hyperextended  on 

PlQ.  261. 
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1 1  gi'uu  recunratum.    (Hod'a.) 

the  thigh.  The  condition  is  often  spoken  of  as  an  anterior  dis- 
location, but  there  is  no  actual  disphwement,  except  in  the  extreme 
cases  in  which  the  tibia  may  be  turned  directly  forward  on  the 
femur,  even  to  a  right  angle  or  less.  In  the  ordinary  cases  the 
range  of  extension  is  merely  exaggerated,  while  flexion  is  limited 
or  checked,  principally  i)y  adaptive  shortening  of  the  quadriceps 
extensor  muscle  (Fig.  261).  In  some  cases  there  may  l)e  changes 
in  the  direction  of  the  articulating  surfaces  in  adaptation  to  the 
deformity  of  the  femur  and  tibia.' 

The  apjiearance    in    well-marked    genu  recurvatum   is    very 
|>eculiar ;  it  is  as  if  the  patient's  leg  were  reversed,  for  the  popliteal 
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depression  has  become  a  prominence  and  the  range  of  overexten- 
sion seems  to  represent  normal  flexion.  In  such  cases  the  leg 
may  be  brought  to  the  straight  line,  but  greater  flexion  is  resisted 
by  the  retracted  tissues,  and  when  the  pressure  of  the  hand  is 
removed  the  leg  is  drawn  back  to  the  deformed  position  by  the 
contraction  of  the  quadriceps  extensor  muscle. 

Other  Deformities  and  Malformations.  Genu  recurvatum  is  not 
infrequently  accompanied  by  varus  or  valgus  deformity  at  the 
knee,  more  often  by  the  latter,  and  by  laxity  of  the  ligaments. 
In  many  instances  the  patella  is  absent  or  is  rudimentary,  and  not 
infrequently  the  deformity  is  accompanied  by  malformations  or 
defective  development  of  other  parts. 

Seventy-eight  cases  were  collected  by  Potel.'  In  37  instances 
the  deformity  was  limited  to  one  side ;  in  the  others  both  limbs 
were  affected.  In  50  cases  the  condition  of  the  patella  was  noted  ; 
in  26  of  these  it  was  absent  or  rudimentary.  Twenty  of  the  cases 
were  accompanied  by  talipes. 

Etiology.  The  deformity  in  cases  of  simple  recurvatum  may 
be  explained  by  an  abnormal  and  fixed  position  in  utei-o,  and  in 
cases  seen  soon  after  birth  the  mechanism  is  clearly  shown  by  the 
habitual  attitude.  The  thighs  are  sharply  flexed  on  the  body ; 
the  dorsal  surfaces  of  the  hyperextended  knees  are  in  relation 
to  the  abdomen,  while  the  feet  may  be  brought  into  contact  with 
the  face  or  trunk,  according  to  the  degree  of  deformity.  The 
retarded  development  of  the  quadriceps  extensor  muscle  explains 
the  rudimentary  patella  which  is  often  an  accompaniment  of  the 
deformity. 

Treatment.  The  treatment  of  the  hyperextended  knee  is  very 
simple.  It  consists  in  massage  of  the  atrophied  and  contracted 
muscles,  combined  with  more  or  less  forcible  manipulation  in  the 
direction  of  flexion.  If,  as  is  often  the  case,  the  leg  seems  to  be 
drawn  forward  by  spasmodic  muscular  action,  the  mctho<lical 
massage  should  be  combined  with  the  use  of  a  simple  posterior 
splint. 

In  the  more  extreme  cases  manual  force  may  be  applied  under 
anaesthesia,  and  the  deformity  may  be  overcome  at  one  or  several 
sittings,  according  to  the  resistance  of  the  contracted  parts.  The 
leg  is  then  fixed  in  a  flexed  position  until  the  tendency  to  recur- 
rence has  been  overcome.  When  the  child  begins  to  walk  a  light 
lateral  brace  may  be  necessary  to  insure  perfect  functional  use  of 

I  ixaAe  sur  les  Malformations  Conginitale  du  Genou.    Lille,  1897,  Imp.  L.  Dane). 
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the  joint,  as  in  many  instances  laxity  of  ligaments  iiiid  nuiscular 
weakness  may  persist  for  a  long  time. 

Rudimentary  or  Absent  Patella. 

As  has  been  stated,  a  rudimentary'  patella  is  a  frequent  com- 
plication of  genu  recurvatuni  or  of  any  congenital  defect  or 
deformity  of  the  knee  or  limb  that  involves  imperfect  develop- 
ment of  the  quadriceps  extensor  muscle.  In  niany  cases  of  this 
type  it  is  impossible  to  distinguish  the  patella  during  the  early 
months  of  infancy,  but  later  a  minute  patella  appears  that  slowly 
increases  to  an  approximately  normal  size. 

Absence  of  patella  under  tlie  same  conditions  is  less  frefjuent, 
although  Potel  collected  one  hundred  cases  from  literature. 

Treatment.  The  treatment  of  rudimentary  patella  is  included 
in  the  massage  and  stimulation  of  the  atrophied  or  rudimentary 
muscle  with  which  it  is  usually  associated,  and  the  support  that 
the  weak  or  deformed  knee  may  require. 

Congenital  Displacement  of  the  Patella. 

The  jmtella  may  be  displaced  upward  as  a  rt^sult  of  extreme 
genu  recurvatuni,  and  in  rare  instances  it  may  be  displaced  inward 
or  downward,  but  far  more  often  the  displacement  is  outward. 
Fifty  cases  of  this  form  are  reconled,  in  most  of  which  it  was  a 
complication  of  congenital  genu  valgum. 

Slipping  Patella. 

This  term  is  applied  to  an  abnormal  laxity  of  the  supporting 
tissues  that  allows  occasional  displacement  of  the  patella  U{)on 
or  to  the  outer  side  of  the  external  condyle. 

Etiology.  This  disability  is  more  common  among  females 
than  males,  and  is  more  often  unilateral  than  bilateral.  The 
abnormal  mobility  may  be  an  inheritwl  pecnliiirity  ;  it  may  be 
due  to  weakness  of  the  quadriceps  extc^usor  muscle,  or  to  imper- 
fect development  of  the  patella  or  of  the  external  condyle ;  or  the 
original  displacement  may  have  been  due  to  injury.  In  many 
instances,  however,  the  predisjjosing  cause  is  genu  valgum,  as  a 
consequence  of  which  the  patella  is  carried  toward  tlie  external 
condyle. 

Weimuth'  has  collected  66  cases.     Of  these  32  were  of  con- 

'  rMiitwhe  Zelb.  r.  Chlr.,  Bd.  1x1.    Bade,  Zelta.  t.  Orthop.  Chlr.,  190S,  Bd.  xt.  p.  3. 
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genital,  14  of  traumatic  (rupture  of  internal  ligaments),  and  20 
of  pathological  origin  (knock-knee). 

Symptoms.  If  the  slipping  of  the  patella  is  a  frequent  occur- 
rence it  causes  comparatively  little  pain,  but  when  the  parts  are 
less  relaxed  the  displacement  is  likely  to  be  followed  by  a  certain 
amount  of  effusion  into  the  joint  and  by  the  symptoms  of  a  sprain. 
It  is  usually  the  result  of  a  misstep  or  sudden  movement  when 
the  thigh  muscle  is  relaxed  or  of  extreme  flexion  of  the  leg.  As 
a  rule,  there  is  a  sense  of  insecurity  and  weakness  at  the  knee  in 
those  who  are  subject  to  the  accident. 

Treatment.  The  treatment  varies  according  to  the  condition 
of  the  parts  about  the  joint.  If  the  displacement  is  the  direct 
result  of  violence  the  leg  should  be  fixed  for  a  time  in  a  plaster 
bandage,  which  may  be  replaced  by  the  adhesive  plaster  strap- 
ping or  a  knee-cap.  Later  massage  and  muscle  training  should 
be  employed.  In  cases  in  which  the  slipping  has  become 
habitual  and  particularly  when  the  ligaments  of  the  joint  are 
much  relaxed,  a  light  brace  should  be  employed  to  prevent 
lateral  motion  and  to  limit  the  range  of  flexion  at  the  joint,  if 
this  predisposes  to  the  displacement  (Fig.  176). 

Operative  Treatment.  If  the  position  of  the  patella  that  pre- 
disposes to  the  further  displacement  is  a  consequence  of  genu 
valgum  the  rectification  of  the  deformity  will,  as  a  rule,  remedy 
the  secondary  disability.  If  the  displacement  appears  to  be 
caused  by  laxity  of  the  capsular  ligament,  as  well  as  by  the 
abnormal  position  of  the  patella,  an  operation  for  the  purpose  of 
limiting  the  mobility  and  restoring  the  proper  relation  of  parts 
may  be  conducted  in  the  following  manner  :  A  long,  curved 
incision  is  made  about  the  inner  side  of  the  knee,  the  lower 
extremity  of  which  crosses  the  ligamentum  patellae.  The  skin 
flap  having  been  reflected,  the  contracted  capsule  may  be  divided 
on  the  outer  side  without  disturbing  the  synovial  membrane.  The 
patella  is  then  forced  inward  and  the  redundant  tissue  on  the 
inner  side  is  folded  and  sutured,  or  a  section  of  the  capsule  may 
be  removed,  sufiicient  in  size  to  hold  the  patella  in  its  proper 
position.  In  extreme  cases  the  tubercle  of  the  tibia,  with  the 
attached  tendon,  may  be  removed  and  reimplanted  on  the  inner 
aspect  of  the  tibia,  as  performed  by  Wolff  and  Walsham. 

The  limb  should  be  held  in  the  extended  position  for  a  time, 
and  it  should  afterward  be  supported  by  a  brace  or  knee-cap  for 
several  months.  Subsequently  massage  and  exercise  for  restoring 
the  tone  of  the  weakened  muscle  should  be  employed. 
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The  operation  for  the  dislocated  patella  has  l>een  performed  iu 
childhood  by  i'ollard,'  and  in  early  infancy  by  Bajardi.' 
The  method  described  is  that  of  Bradford.' 

Elongation  of  the  Ligamentum  Patellae. 

In  certain  cases  the  ligamentnm  patellie  may  be  abnormally 
long,  so  that  the  patella  lies  hal)itiia!ly  above  its  proper  position. 
This  elongation  may  be  one  of  the  ovideuoea  of  general  relaxation 
of  the  ligaments  of  the  knee,  and  thus  a  predisposing  cause  of  the 
Hlipping  patella  or  of  abnormal  mobility  at  the  knee-joint. 

Etiology.  The  elongation  of  the  tendon  may  he  a  congenital 
peculiarity  or  it  may  be  ac<juired.  It  is  most  often  observe*!  a» 
an  effect  of  anterior  poliomyelitis  or  of  hemiplegia  or  paraplegia. 

Symptoms.  The  symptoms  of  elongation  of  the  ligamentum 
jMitellie,  !ia  distinct  from  those  of  the  general  la.xity  of  the  liga- 
ments that  is  often  present,  are  wezikuess  and  disability,  usually 
noticeable  on  walking  up  or  down  stairs,  or  after  overexertion. 
Shaffer,  who  first  c«!lwl  atteutiou  to  the  disjibility  fiimi  tiiis  cause, 
thinks  that  it  may  be  a  predisposing  cause  of  displacement  of  the 
semilunar  cartilages.* 

Treatment.  In  this,  as  in  other  forms  of  insecurity  or  of 
abnormal  mobility  at  the  knee,  a  brace  that  allows  only  autero- 
j)08terior  motion  will,  as  a  rule,  relieve  the  symptoms.  If  thf 
ligament  is  of  such  a  length  as  to  require  it,  it  may  be  shortened, 
or  the  tubercle  of  the  tibia  may  be  removed  and  implanted  at  a 
lower  point,  as  suggested  by  Walsham.' 

Other  Congenital  Deformities  at  the  Knee. 

Congenital  displacements  ore  uncommon.  As  a  rule,  they 
are  incomplete  and  are  caused  by  laxity  of  the  ligaments  and  by 
defective  formation  of  tiie  bones  or  other  parts." 


Snapping  Knee. 

A  very  slight  form  of  |>artial  recurrent  displacement  is  tlie 
snapping  or  clicking  knee  not  uncommon  in  early  infancy,  in 
which  the  til)ia  on  sudden  extension  of  the  limb  springs  forwanl 
or  rotates  outward  on  the  femur  with  an  audible  snapping  sound. 

>  Uincet.  l»l.  VOL  1.  p  DBS.  »  Archlr  d(  Ortopcd..  l«N,  p  Ji» 

•  TmnMOtlom  Aroerlr«ii  Ortbopedle  AaMeUaon.  toI.  rllL  p  234. 

«  V*a  ,  Tol.  XI.  '  Medical  Woek.  Febrauy  17.  l««. 

•  Drahmmm     Iile  I'oug.  Lax.  da  KnlcsalCDU.    ZelU.  t  onb.  Chir .  IMO.  Bd   rU  D   (. 
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This  movement  appears  to  be  the  result  of  voluntary  muscular 
contraction  combined  with  laxity  of  ligaments.  In  some  in- 
stances the  subluxation  appears  to  cause  pain  or  discomfort. 
The  ability  to  displace  the  tibia  on  the  femur  by  muscular  action 
is  sometimes  found  in  older  subjects.  Occasionally  the  snapping 
may  be  caused  by  slipping  of  the  biceps  tendon. 

Treatment.  The  treatment  of  congenital  dislocations  or  sub- 
luxations of  the  knee  consists  in  reposition,  support,  and  massage 
of  the  weak  part.  The  snapping  knee  may  be  supported  by  a 
flannel  bandage,  or,  in  the  more  marked  type  of  laxity  of  liga- 
ments, it  may  be  fixed  for  a  time  in  a  brace.  Complete  recovery 
is  the  rule. 

Oongenital  Contraction  at  the  Knee. 

Slight  limitation  of  the  range  of  extension  of  one  or  both  knees 
is  not  infrequent.  As  a  rule,  it  is  easily  overcome  by  massage 
and  manipulation.  In  the  more  extreme  cases  there  may  be  an 
accommodative  forward  bending  of  the  lower  extremity  of  the 
femur,  as  in  certain  cases  in  which  flexion  follows  anchylosis. 

Oeneral  Contractions. 

Congenital  contraction  at  the  knees  of  a  more  marked  and 
resistant  form  may  be  combined  with  flexion  contraction  at  the 
hips,  or  it  may  be  one  of  a  series  of  contractions  at  other  joints. 
In  the  latter  instance  other  congenital  deformities,  such  as  club- 
hand or  foot,  or  evidences  of  defective  development  are  usually 
present.  For  example,  certain  joints  may  be  fixed  in  flexion  or 
fixed  in  extension.  In  some  instances  the  contraction  or  the  par- 
tial anchylosis  appears  to  be  due  simply  to  long-continued  fixation 
in  xitero,  and  to  cousequent  non-development  of  the  muscles.  In 
others  it  appears  to  be  a  complication  of  so-called  foetal  rhachitis. 

Treatment.  The  treatment  consists  in  regular  massage  and 
manipulation,  with  the  aim  of  increasing  the  range  of  motion. 
Deformity,  if  present,  may  be  rectified  in  the  usual  manner. 

Prognosis.  The  prognosis  depends  upon  the  cause  of  the  con- 
traction or  fixation.  In  most  instances,  under  careful  and  con- 
tinued treatment,  the  range  of  motion  may  be  in  great  degree 
restored. 


CHAPTER    XI. 

DISEASES  AND  INJURIES  OF  THE  ANKLE-JOINT. 

Tuberculous  Disease  of  the  Ankle-joint. 

Disease  of  the  aukk-joint  is  the  third  iu  the  onler  of  impor- 
tance, although  it  is  far  less  comiuou  than  is  disease  at  tlie  knee. 

In  five  consecutive  yeare  1788  cases  of  tuherculoiis  disease  of 
the  jouits  of  the  lower  extremity  were  treated  at  the  out-patient 
department  of  the  Hospiud  for  Ruptured  and  ('rii»plwl.  In  54.1 
per  cent,  of  these  the  hip-joint  was  affected  ;  in  36.2  per  cent, 
the  knee-joint,  and  in  hut  il.7  jier  cent,  tlie  tuikle-joint. 


^ 


*9 


Tuberculuua  dlMiute  of  Ibc  anKIt- <iii<l  [|iri<ii<.     A,  illsiiw  oi  i he  ankle  and  gubaKlrag&loid 
olnu.    B,  cavily  iu  Uio  oi  otluU  coutAlulDg  aequiMtniiii. 

Pathology.  The  pathologj'  of  tuberculous  disease  at  the  ankle 
differs  in  no  essential  particular  from  that  of  disease  of  the  hip 
and  knee.  It  does  not,  therefore,  call  for  special  consideration. 
It  is  of  interest  to  note,  however,  that  abscess  is  a  more  common 
complication  at  this  than  at  the  other  joints. 

In  30  final  reaults  of  disease  at  the  ankle  reported  by  Gibncy,' 

■  AmerlckD  Journ*!  of  Obaleirlca,  April,  1880. 
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abscess  was  present  in  25  (83  per  cent.).  In  78  final  results 
reported  by  Prendlsburger'  abscess  was  present  in  68  (87  per 
cent.),  as  contrasted  with  a  percentage  of  69  and  51  at  the  knee 
and  hip,  respectively.  This  greater  liability  to  abscess  is  very 
possibly  apparent  rather  than  actual,  since  the  ankle-joint  is  so 
superficial  that  fluctuation  may  be  detected  here  that  would  be 
overlooked  at  the  hip.  And  because  the  tissues  about  the  joint 
readily  allow  spontaneous  opening  at  an  early  period,  before 
sufficient  time  has  elapsed  to  permit  of  spontaneous  absorp- 
tion. 

Situation  of  the  Disease.  Otto  Hahn'  has  recently  investigated 
the  cases  of  tuberculous  disease  of  the  ankle  and  foot  treated  at 
Tubingen  during  the  past  fifteen  years.  These  cases  were  704 
in  number  in  685  patients,  in  19  both  feet  having  been  in- 
volved. 

In  309  of  the  cases  the  disease  was  of  the  ankle-joint.  Of 
these  51  per  cent,  were  osteal  in  origin.  The  primary  focus  was 
in  the  internal  malleolus  in  11,  the  external  in  7,  in  both  in  5. 
It  was  in  the  astragalus  in  116  cases. 

In  16  instances  the  disease  of  the  ankle  was  secondary  to 
primary  infection  of  the  os  calcis,  and  in  5  cases  both  the  astrag- 
alus and  the  os  calcis  were  diseased. 

Etiology.  The  etiology  of  tuberculous  joint  disease  does  not 
require  further  comment.  It  may  be  noted,  however,  that  tuber- 
culous disease  at  the  ankle  is  relatively  more  common  in  later 
childhood  and  adult  life  than  is  the  same  affection  at  the  knee 
and  hip. 

Of  1000  cases  of  disease  of  the  hip-joint,  12  per  cent,  were  in 
patients  more  than  ten  years  of  age. 

Of  1000  cases  of  disease  of  the  knee-joint,  25  per  cent,  were 
in  patients  more  than  ten  years  of  age. 

Of  339  oases  of  disease  of  the  ankle-joint,  30  per  cent,  were 
in  patients  more  than  ten  years  of  age.' 

Of  the  339  patients  177  were  males  (52.2  per  cent.);  162 
were  females  (47.8  per  cent.).  The  disease  was  of  the  right 
ankle  in  173  cases  ;  of  the  left  in  166. 


>  Loc.  cit.  >  Beitrlge  zur  kltn.  Chir.,  1900,  Bd.  xxTl.  H.  2. 

*  Slatlatics  ftom  Hospital  for  Ruptured  and  Crippled. 
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AoE  AT  Incipienct  OF  Ankuc-joint  Disease  in  839  CoKSEOunYB 
Cases  Tbeated  at  the  Hospital  fob  Buptubbd  and  G&ippled. 
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Of  658  patients  412  were  males  (62  per  cent.);   246  were 
females  (38  per  cent.).     In  27  the  sex  was  not  stated. 


Age  of  the  Patients  Treated  fob  Ankle-joint  and  Tabsal 
Disease  at  T&bingen.    (Habn.) 
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Malet.  Femalet.  Total. 

10  yeare 45  28  78 

20      " 149  91  240 

30      " 89  34  123 

40      " 32  2«  60 

80      " 87  27  64 

60      " 35  26  61 

70      " 18  11  29 

80  " 6  1                   7 

81  " 1  0                   1 

412  246  658 


Symptoms.  The  symptoms  are  usually  subacute  in  character, 
and  are  often  mistaken  for  sprain  or  rheumatism.  In  some 
instances  they  appear  to  follow  an  injury,  but  in  the  majority  of 
cases  in  childhood  no  cause  can  be  assigned.  The  ankle  becomes 
sensitive  to  sudden  movements  ;  the  patient  limps,  and  discomfort 
after  overuse  and  pain  at  night  become  noticeable.  The  limp 
differs  in  character  from  that  caused  by  hip  or  knee  disease. 
The  patient  walks  with  the  foot  rotated  outward,  bearing  the 
weight  upon  the  heel  and  upon  the  inner  border,  active  leverage 
"  spring  "  being  avoided. 
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Deformity.  The  primary  deformity  of  ankle-joint  disease  in 
the  subacute  cases  is  valgus,  induced  apparently  by  the  continued 
use  of  the  limb  in  the  passive  attitude.  In  more  advanced  cases 
it  lieconies  equinovalgus,  and  when  tlie  limb  is  no  longer  capable 
of  supporting  weight,  but  is  held  pendent,  the  erjuinus  deformity 
predominates,  due  partly  to  the  force  of  gravity  and  partly  to 
the  muscular  spasm. 

Via.  us. 


i  ubvrvUlulis  (llhctuK:  ui  Lbc  utiktc. 


As  has  been  stated,  in  the  early  stage  the  symptoms  are  those 
of  a  persistent,  somewhat  painful  disability  at  the  anlile,  causing 
ittlffncim,  limp,  and  at  times  pain  ;  later  mrdUnff  and  dfjoniiily 
appciir. 

Physical  Examination.  The  joint  is  usually  somewhat  enlarged. 
In  some  instances  the  swelling  is  uniform  ;  in  others  it  is  local- 
ized in  front  or  behind  one  of  the  malleoli.  This  swelling  is  not, 
as  a  rule,  like  that  of  simple  effusion  into  the  joint,  but  the 
tissues  have  the  peoiliar  elastic  characteristic  of  thickening  and 
infiltration.  There  is  usually  a  perceptible  increase  in  the  local 
temjierature,  and  pressure  directly  ujion  the  malleoli  causes  dis- 
comfort.    The  voluntary  movements  of  the  joint  are  restricted, 
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and  passive  movements  show  the  charaoteristic  reflex  muscular 
spasm,  limitinsr  both  dorsal  and  plantar  flexion. 

Subastragaloid  Disease.  If  the  astrafialiis  is  primarily  diseased, 
the  syriiptoni.s  are  usually  first  apparent  in  the  ankle-joint,  hut  in 
certain  cases  the  joint  between  the  astnigaliis  and  the  os  caleis  is 
6rst  involved,  the  primary  focus  being  in  tlio  os  oalcis.  Disease 
at  the  subastragaloid  joint  is  usually  classeil  as  ankle-joint  disease, 
although  the  swelling  is  most  marked  at  a  point  somewhat  below 
the  malleoli  (Fig.  264). 


rm.  Xi. 


Tuberculous  Olnease  of  Ibc  subutraiittluicl  Jolut. 


In  this  form  forced  lateral  motion  of  the  os  calcis  causes  dis- 
oomfort,  and  the  range  of  atlduetion  and  alnluction  of  the  foot 
is  restricted,  while  doi'sal  and  plantar  flexion  may  remain  com- 
pletely free. 

Diagnosis.  The  jirineiples  of  differential  diagnosis  of  tuber- 
culous disease  from  other  affections  have  been  considered  in 
detail  in  the  description  of  disease  of  the  spine  and  of  the  larger 
joints. 

In  childhood  a  chronic,  painful  disease  confined  to  a  single 
joint  in  which   motion   is   limited   by   muscular  spasm,  and   in 
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viueh  th««  ^  s  GHirii*iK7  a>  deformirr,  is  almost  oertainly 
tatKrcakMK  in  daneter. 

In  adult  life  alio  ike  *azat  saxtBteat  applies,  and  distin^iishes 
tnbcTcakias  disems*  &om  ritntmnstitm,  Hkcummtoid  aiihritU,  or  other 
general  affecdoas.  Yoaa^  of  MAr<ibti»  arthritU  may  be  differ- 
entiated br  tfaie  hktorr.  Sprtiitk*  or  other  injury  may  be  distin- 
gnished  by  die  histocy  of  the  onset  and  by  the  absence  of  local 
signs  of  sesioas  disease.  In  r^id  jtai-foct  the  symptoms  are  local- 
ized at  the  mediotarsal  jmnt.  It  ahoold  be  borne  in  mind,  also, 
that  the  pain  from  a  veak  or  injoreil  foot  is  experienced,  as  a 
mie,  only  vhen  it  is  in  use ;  vhereas,  in  tnbercnlous  disease  of 
the  bone,  pain  is  common  vhen  the  part  is  not  in  nse,  and  it 
may  be  particularly  troablesome  at  night. 

Treatment.  In  disease  of  this,  as  of  other  joints,  fanctional 
rest  is  indicated.  This  necessitates  fixation  of  the  joint  and 
stilting  of  the  limb,  efficient  traction  being  manifestly  impossible. 
The  foot  should  be  fixed  in  a  light  plaster  bandage,  extending 
from  the  extremities  of  the  toes  to  the  calf,  at  a  right  angle  with 
the  leg  and  in  an  attitude  of  slight  supination,  in  order  to  guard 
against  the  tendency  toward  valgus.  This  deformity  is  very 
common  after  the  cure  of  the  disease,  and  it  often  subjects  the 
patient  to  the  additional  discomfort  of  progressive  flat-foot. 

Bednction  of  Deformity.  If  the  foot  has  become  distorted 
before  the  patient  is  brought  for  treatment,  the  plaster  bandage 
may  be  applied  in  the  attitude  of  deformity,  and  at  the  subse- 
quent applications  of  the  dressing,  when  the  muscular  spasm  is 
lesseued,  gentle  manipulation  will  gradually  overcome  the  mal- 
position. In  resistant  cases  imraeiliate  reduction  of  the  deformity 
under  ansesthesia  may  be  advisable.  Throughout  the  entire 
course  of  treatment  the  greatest  attention  must  be  paid  to  the 
attitude.  Deformity  is  easily  preveute<l,  but  is  often  very  diffi- 
cult to  correct,  especially  during  the  later  stages  of  the  disease, 
when  the  tissues  are  iufiltrated  and  sensitive,  and  especially  if 
discharging  sinuses  are  present. 

<^)ther  retentive  appliances  may  be  employed,  but  they  are 
inferior  to  a  properly  applied  bandage,  which  holds  its  place  by 
iWTiinicy  of  a<l]ustnient,  which  most  effectively  prevents  motion, 
and  wliit'h  exercises  a  certain  degree  of  compression  upon  and 
t'rrnonil  support  of  the  swollen  joint.  The  bandage  is  usually 
n'licwcfl  at  intervals  of  a  month,  hut  it  may  be  retained  indefi- 
iiitfly  if  it  is  properly  protected  by  a  light  shoe  or  slipper.  The 
'<ier  method  (jf  passive  congestion  may  be  applied  at  the  ankle 
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by  means  of  a  bandage  above  the  upper  border  of  the  plaster 
support.  And  the  adhesive  plaster  strapping  may  be  used 
beneath  the  plaster  bandage  if  local  compression  and  more 
comprehensive  support  is  desired. 

The  most  satisfactory  brace  to  serve  as  a  stilt  in  connection 
with  the  local  support  is  the  Thomas  brace,  which  has  been 
described  in  the  section  on  disease  of  the  kuee-joint  (Fig. 
258). 

When  patients  are  treated  eificiently  the  discomfort  or  incon- 
venience attending  the  disease  is  slight.  As  a  rule,  the  swelling 
of  the  joint  becomes  more  localized  and  finally  an  abscess  appears 
beneath  the  skin.  It  is  then  advisable  to  remove  the  fluid  and 
other  contents  by  means  of  a  simple  incision.  In  most  instances 
a  sinus  persists  for  a  time.  If  the  discharge  is  slight,  the  part 
may  be  dressed  with  ichthyol,  balsam  of  Peru  or  other  applica- 
tion, and  the  whole  inclosed  again  in  the  plaster  bandage ;  or,  if 
it  be  more  profuse,  an  opening  may  be  made  and  the  dressing 
applied  outside  the  plaster  bandage. 

Operative  Treatment.  Early  operation,  especially  of  a  gouging 
character,  should  be  avoided.  An  effective  operation  of  this 
class  often  involves  the  sacrifice  of  bone  that  would  be  spared 
in  the  natural  cure,  and  it  entails  an  irregularity  in  the  growth 
and  causes  deformity  in  after-life  that  may  be  irremediable  (Fig. 
265). 

Similar  operations  in  the  treatment  of  fistulse,  or  abscess,  while 
the  tissues  are  thickened  and  cedematous,  and  while  the  disease 
within  the  joint  is  active,  should  be  postponed  until  the  process 
of  repair  is  more  advanced.  During  the  stage  of  convalescence, 
however,  cure  may  be  hastened  by  the  removal  of  persistent  foci 
of  disease,  or  sequestra  in  the  bone,  or  tuberculous  tracts  in  the 
overlying  soft  parts. 

In  the  adult  or  adolescent,  and  in  exceptional  cases  in  child- 
hood, operative  removal  of  the  disease  may  be  indicated.  If  it 
is  confined  to  the  ankle-joint,  the  removal  of  the  astragalus, 
which  is  usually  the  primary  seat  of  infection,  is  the  operation  of 
choice. 

The  operation  is  performed  under  the  Esmarch  bandage ;  a 
curved  lateral  incision  is  made  passing  beneath  the  external 
malleolus  from  the  neighborhood  of  the  tendo  Aohillis  to  the 
anterior  aspect  of  the  joint.  The  lateral  and  capsular  ligaments 
are  divided,  after  which  the  foot  may  be  displaced  inward.  The 
astragalus  is  exposed  and  it  may  be  removed  easily  by  dividing 
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the  ligaments  about  its  head  and  its  attachmeut  to  the  08  calcis. 
All  the  diseased  tissue  in  the  soft  parts  and  in  the  bone  must  be 
removed  thorougiily.  If  the  disease  has  not  extended  to  the 
tarsus,  antl  if  it  seems  to  have  been  completely  removed,  the 
wound  may  be  closed,  but  in  most  cases  it  should  be  packed  for 
a  time  with  gauze.  The  after-treatment  is  conducted  as  if  the 
operation  had  not  been  performed,  supiwrt  and  fixation  being 
continued  until  it  is  evident  that  the  disease  is  cured. 

Removal  of  the  astragalus  does  not  interfere  to  a  marked  extent 
with  the  function  of  the  foot,  nor  does  it  cause  noticeable  de- 
forroity.  As  a  primary  operation,  permitting  inspection  and  the 
op[H>rtunity  for  thorough  removal  of  all  disease  in  the  neighbor- 
ing parts,  it  should  always  be  performed  in  preference  to  exten- 
sive gouging,  which  is,  as  a  rule,  of  little  avail. 

Prognosis.  Disease  at  the  ankle  is  not  only  less  common,  but 
it  is  less  dangenms  than  that  of  the  larger  joints,  becaase  it  is 
remote  from  important  structures,  and  because  there  is  less 
opjjortunity  for  the  burrowing  of  infected  abscesses.  The  dura- 
tion of  the  disease  here  is,  as  a  rule,  shorter  than  at  the  knee  or 
hip,  and  the  final  results  in  chihlhoijd  are  abuost  always  excel- 
lent. Often  free  motion  is  retained  at  the  ankle,  and  even  if  the 
astragalus  be  fixed  by  disease  the  mobility  in  the  other  joints  of 
the  foot  is  sufticient  to  compensate  very  effectively  for  the 
anchylosis.  Shortening  of  the  limb  is  of  comparatively  little 
consequence.  It  is  not  often  more  than  an  inch,  and  it  may  be 
absent.  The  growth  of  the  foot  is  often  considerably  retarded, 
partly  from  disuse  and  partly  because  of  the  destructive  effect 
of  the  diseitse  upon  tfie  tarsal  bones. 

In  the  ."^O  crises  rejiorted  by  (iibney,  treateti  expectantly,  in 
which  the  mechanicjd  treatment  was  far  from  effective,  (i  patients 
recovered  with  normal  motion ;  1 1  with  practically  normal  func- 
tion. In  7  there  was  good  motion.  In  <)  there  was  anchylosis, 
and  in  3  i)ersistent  valgus.  In  all  the  limb  was  efficient.  In  20 
instances  there  was  no  limp,  and  in  but  1  case  was  it  marked. 
In  no  instance  was  a  crutch,  cane,  or  other  support  used.  The 
average  duration  of  the  disease  was  three  years  and  three  months, 
a  minimum  of  one  year,  a  maximum  of  six  years.  There  were 
2  deaths,  of  which  but  1  was  dependent  upon  the  disease,  septi- 
ctemia  being  the  cause  assignetl,  though  it  is  stated  that  practically 
all  the  lioues  of  the  tarsus  were  involved.  In  this  case  amputa- 
tion was  evidently  indicate<l. 
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Tuberculoiu  Disease  of  the  Tarsus. 

Tuberculous  disease  of  the  joints  of  the  foot,  not  involving  the 
ankle,  is  not  uncommon. 

In  386  of  the  704  cases  reported  bj  Hahn,  the  disease  was 
limited  to  the  foot.  In  141  cases  the  mediotarsal  joint  was 
involved;  in  51  of  these  the  disease  was  confined  to  this  joint; 
in  46  the  ankle  was  involved ;  in  29  the  disease  extended  for- 
ward to  the  tarsometatarsal  articulation,  and  in  16  the  three 
joints  were  diseased.  In  78  cases  the  tarsometatarsal  joint  was 
involved,  in  .33  of  which  the  disease  did  not  extend  beyond  this 
articulation. 

Disease  of  Individual  Bones.  In  these  cases  the  distribution 
was  as  follows  : 

The  astragalus 170 ;  disease  confloed  to  the  single  bone  Id  8 

The  calcaneum 200;       "  "  "  "  "87 

The  cuboid 116:       "  "     18 

Tbescapboid 82;       •'  •'  '•  "  "      2 

The  eunelform  bones     ....      86;       "  "  "  "  "8 

{in  one-balf  of  these  the  disease  was 
of  the  first  metatarsal,  eltheralone 
or  In  connection  with  the  adjoin- 
ing cuneiform  bone  or  phalanx. 

In  a  total  of  1231  cases,  including  these  and  others  reported 
by  Audry,'  Koenig,*  Mondan,'  Miinch,*  Spengler,*  Vallas,* 
Czerny,'  and  Dumont,'  the  relative  frequency  of  the  disease  in 
the  bones  of  the  foot  and  ankle  appeared  to  be  as  follows  : 

Malleoli  ...     96,    7.7  per  cent.  Scaphoid  .  110,  8.9  percent. 

Astragalus  .               .  291,  23.6       "  Cuneiform  bones  .  109,  8.8       " 

Calcaneus  .       .       .  339,  25.9       "  Metatarsus  .       .  .  110,  8.9       " 

Cuboid  .       .  154,  12.5      "  Phalanges  .  .     22.  1.7       " 

Primary  Disease  of  the  Astragaloscaphoid  Joint.  In  dis- 
ease at  this  point  the  swelling  is  localized  in  front  of  the  ankle 
on  the  inner  side  of  the  foot.  Adduction  is  restricted,  and  the 
foot  is  often  fixed  in  an  attitude  of  persistent  abduction. 

Disease  of  other  lK>nes  of  the  tarsus  is  indicated  by  the  local 
swelling  and  sensitiveness.  The  disease  sometimes  involves  the 
shaft  of  a  metatarsal  bone,  or  one  of  the  phalanges,  causing 
expansion  and  destruction,  "  spina  ventosa." 

Treatment  of  Tarsal  Disease.  Disease  of  the-  tarsus  shows 
a  marked  tendency  to  extend  from  one  bone  to  another  until  the 
entire  foot  is  involved.     Consequently  if  an  early  diagnosis  is 

>  Revue  de  Chlr.,  1891.  ■  Schmidt's  Jabrb.,  1884,  Bd.  cdv. 

>  Deutsche  Chlr.,  1.  66.  *  Deutsche  Zelts.  f  Chir.,  1879,  Bd.  xl. 
i  Ibid  ,  1897,  Bd.  xliT.  •  Deutsche  Cbir.,  1.,  66. 

:  Volk.  S.  klin.,  T.,  No.  76.  •  Deutsche  Zeits.  f.  Cbir.,  1882,  Bd.  xvll. 
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made  of  a  distinctly  localized  process  prompt  removal  of  the  dis- 
eased bone  is  indicated  ;  but  in  most  instances  tlie  disease  is  too 
extensive  to  permit  of  its  nidicsil  removal,  lu  sneh  oases  opera- 
tive intervention  is  contra  indicated,  and  the  treatment  by  protec- 
tion, similar  to  that  em|>loyed  in  disease  of  the  ankle,  is  indicated. 
In  childhood  the  proj^nosis  \n  very  good  even  when  the  disease  is 
extensive,  but  in  adult  life  amputation  of  the  foot  may  be  advis- 
able l)ecause  of  the  time  required  to  assure  a  natural  cure  and 
because  an  artificial  leg  provides  a  lietter  support  than  a  stiff  and 
sensitive  extremity.  Amputation  is  almost  always  indicated, 
if  there  is  co-existent  disease  of  the  lungs. 

Sprain  of  the  Ankle. 

The  ankle  is,  from  its  position,  especially  liable  to  injurj'  ;  in 
fact,  the  term  "  sprain  "   is  popidarly  associated  with  this  joint. 

X  sjirain  is  most  often  caused  by  an  iingnanled  movement,  by 
which  the  foot  is  turned  suddenly  inward  or  outward,  with  suffi- 
cient force  to  injure  the  synovial  membrane,  to  rupture  some  of 
the  fibres  of  the  nuiscles,  to  strain  tendons  and  tendon  sheaths, 
and  even  to  rupture  ligaments.  If  the  foot  is  twisted  inwartl 
the  injury  is  most  marked  on  the  outer  side  of  the  joint ;  if  oiit- 
wartl,  on  the  inner  side  of  the  ankle.  In  the  slighter  degrees  of 
sprain  the  injury  may  be  confined  to  the  tissues  about  the  joint, 
but  in  most  instjinces  there  is  effusion  within  the  capsule,  even 
hemorrhage  when  the  injury  has  been  severe. 

Symptoms.  The  immediate  symptoms  of  sprain  are  pain, 
often  intense,  of  a  throbbing  character,  swelling,  heat,  and  in 
many  instances  discoloration  of  the  surrounding  parts,  even 
extending  over  the  leg  and   foot. 

Treatment.  If  an  opportunity  for  immediate  treatment  is 
offered,  the  swelling  and  the  effusion  of  blood  may  be  restrained 
by  the  application  of  elastic  stockinette  bandages  from  the  toes 
to  the  knee.  As  much  compression  is  exercised  as  the  comfort 
of  the  patient  will  allow,  and  the  bandage  should  be  made  suffi- 
ciently thick  to  prevent  painful  motion.  If  the  injury  has  been 
severe  and  if  tiie  j)art  is  very  sensitive  to  motion  or  jar,  the  joint, 
having  been  protected  with  cotton,  may  be  fixed  in  a  light  plaster 
bandage.  This  may  be  cut  down  the  front  to  allow  for  daily 
massage  of  the  foot,  ankle,  and  leg  which  is  of  great  service  in 
hastening  the  absorption  of  the  effusion. 

The  use  of  hot  air,  hot  and  cold  water,  and  static  electricity, 
and  the  like  are  of  service  also  in   relieving  the  discomfort  and 
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especially  iu  stimulating  the  ciiTiilatiun  of  the  blood,  upon  which 
repair  depeuds. 

By  far  the  most  effective  treatment  during  the  stage  of  recovery 
and  as  an  immediate  application  for  si)rains  of  sHijhter  degree,  is 
tlie  adhesive  jilaster  strapping  which  has  been  popularized  by 
Gibney.  His  method  is  as  follows  :  Strips  of  adhesive  plaster 
about  three-(|uarters  of  an  inch  in  width  and  from  nine  to  eighteen 
inches  in  length  are  preparetl.  A  long  strip  is  placed  with  its 
centre  beneath  the  heel,  and  the  two  ends  are  carried  upward 
over  the  malleoli,  to  a  point  at  the  junction  of  the  mi<ldle  and 
lower  thirds  of  the  leg.  A  second  strip  is  placed  at  the  pos- 
terior extremity  of  the  heel,  and  the  two  ends  are  carried  for- 
ward somewhat  beyond  the  tarsometatarsal  junction  on  either 


A  melbod  of  upplylng  adhesive  plmiter  strapping  for  >praln  of  the  ankle. 


side.  Another  strip  is  then  placed  by  the  side  of  the  first,  and 
the  fourth  by  the  side  of  the  second,  until  the  entire  ankle  is 
smoothly  coveretl,  except  for  a  sj>ace  about  two  inches  in  width 
directly  on  the  front  of  the  ankle.  One  takes  particular  care  to 
make  the  plaster  fit  well  about  the  malleoli  and  reinforces  it  at 
the  points  of  greatest  sensitiveness.  A  light  bandage  is  then 
applied  and  the  patient  is  encouraged  to  use  the  foot  in  walking. 
The  plaster  may  be  applied  in  a  variety  of  ways  ;  a  satisfactory 
metho<l  is  as  follows,  after  the  preliminary  massage  for  the  pur- 
lK)se  of  reducing  the  swelling  : 

One  end  of  a  strip  of  adhesive  plaster  about  three  feet  long 
and  three  inches  wide  is  applied  to  the  lateral  aspect  of  the  leg 
just  below  the  knee-joint  ;  it  is  carried   down  the  side  of  the  leg 
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over  the  malleolus,  beneath  the  heel  and  arch,  and  up  the  other 
side  to  a  point  opposite  the  beginning,  where  it  is  fixed  by  a  cir- 
cular band  about  the  calf.  If  the  sprain  is  of  the  outer  side  of 
the  ankle,  sufficient  tension  is  made  upon  the  outer  half  of  the 
plaster  to  hold  the  foot  slightly  abducted.  If,  as  is  more  common, 
tiie  sprain  is  of  the  inner  side,  the  inner  half  is  drawn  firmly 
l)eneath  the  arch,  currying  the  foot  toward  invereion  so  that  all 
strain  may  l>e  removeil  from  the  sensitive  part.  This  band  of 
plaj^ter  is  reinforced  by  one  or  more  so  that  the  lateral  aspect  of 
the  ankle  is  completely  covered.  And  in  addition  the  entire 
ankle  is  then  inclosed  with  narrow,  overlapping  strips  which  cover 
all  the  tissues  well  beyond  the  sensitive  area.     The  foot  and  leg 
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are  then  bandaged  to  assure  the  adhesion  of  the  plaster.  When 
the  joint  is  firmly  held  by  the  supporting  plaster  the  patient  can, 
as  a  rule,  walk  with  comfort ;  and  he  is  encouraged  to  do  so,  for 
functional  use,  provided  it  does  not  cause  additional  injur}',  is 
the  most  effective  stimulant  of  tiie  circulation  ;  thus  tlie  patient 
applying,  as  it  were,  an  automatic  massage,  cures  himself. 

As  the  swelling  subsides  the  plaster  strapping  wrinkles,  and  it 
must  be  renewed,  about  three  applications  being  i-eijuired,  as  a 
rule,  the  last  of  which  is  allowed  to  remain  until  all  of  the  symp- 
toms have  disappeared.  Vigorous  ma.ssage  before  applying  the 
new  dressing  is  of  service  in  hastening  the  cure.  It  is  perhaps 
needless  to  state  that  a  preliminary  shaving  of  the  part  will  add 
somewhat  to  the  comfort  of  the  patient. 
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Ohronic  Sprain. 

A  chronic  sprain  may  be  the  result  of  an  inefficiently  treated 
acute  injury,  in  which  an  improper  attitude  originally  assumed 
to  spare  the  sensitive  part  finally  becomes  habitual.  In  other 
instances  persistent  disability  may  be  the  result  of  fixation  of  the 
joint  for  too  long  a  time  in  splints.  Such  disuse  causes  atrophy 
of  the  muscles  and  of  the  bones  as  well  (see  Atrophy,  page  241), 
while  the  effused  material  within  and  without  the  joint  remains 
because  of  the  imperfect  circulation.  The  same  disability  may 
follow  simple  disuse  of  the  injured  part.  It  is  more  often 
observed  in  nervous  individuals  who  exaggerate  the  importance 
of  the  injury  and  the  discomfort  that  it  causes.  In  such  cases 
the  limb  may  be  discolored  by  venous  congestion,  the  foot  may 
be  (edematous,  and  the  movements  may  be  limited  by  adhesions 
or  by  muscular  adaptation  to  the  habitual  attitude. 

In  other  instances  the  original  injury  may  have  caused  a  slight 
subluxation  of  the  astragalus,  sufficient  to  throw  the  foot  into  an 
attitude  of  abduction,  in  which  it  has  become  fixed  by  the  second- 
aiy  changes  in  the  muscles  and  ligaments.  In  some  cases  of 
this  class  the  original  sprain  was  at  the  mediotarsal  or  at  the  sub- 
astragaloid  joint,  and  its  effect  has  t)een  traumatic  weak  foot. 
It  may  be  stated,  also,  that  many  of  the  so-called  sprains  of  the 
ankle  are  simply  injuries  of  a  weak  foot,  a  disability  to  which 
the  treatment  should  be  directed.     (See  the  Weak  Foot.) 

Treatment.  Treatment  must  be  conducted  with  the  aim  of 
restoring  the  normal  range  of  motion  and  so  supporting  the  part 
that  normal  functional  use  may  be  permitted.  If  adhesions  have 
formed  and  if  the  foot  is  persistently  held  in  an  abnormal  atti- 
tude, forcible  manipulation  under  anaesthesia  may  be  required  as 
a  preliminary  treatment,  followed  by  fixation  for  a  time  in  a 
plaster  bandage,  in  the  attitude  directly  opposed  to  that  which 
has  been  habitual.  In  this  class  of  cases  the  habitual  attitude  is 
usually  one  of  equinovalgus  ;  the  foot  should  be  fixed  for  a  time, 
therefore,  in  a  plaster  baudage  in  a  position  of  extreme  varus, 
at  a  right  angle  with  the  leg,  and  upon  it  the  patient  is  encour- 
aged to  bear  his  weight  both  in  standing  and  walking.  When 
all  discomfort  has  disappeared,  a  support,  usually  a  light  leg 
brace  to  prevent  lateral  motion,  and  if  the  arch  is  depressed  a 
foot  plate  also,  should  be  worn  for  a  time.  The  most  effective 
curative  agent  is  functional  use,  but  massage,  hot  air,  passive 
manipulation,  and  exercises  are  valuable  accessories. 
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function  ;  or  strain  of  a  tendon  and  of  its  sheath  may  cause 
symptoms  of  disability  when  the  joint  is  uninjured.  The  symp- 
toms of  acute  tenosynovitis  are  discomfort  on  motion  of  the 
affected  tendon,  and  this  motion  may  be  accompanied  by  a  pecu- 
liar creaking  which  is  apparent  on  palpation.  In  many  instances 
there  is  slight  local  swelling  and  sensitiveness  to  pressure  about 
the  affected  part,  and  the  general  movements  of  the  foot  that 
call  the  muscle  into  action  are  painful. 

The  arrangement  of  the  tendon  sheaths  should  be  borne  in 
mind.  At  the  ankle-joint  all  the  tendons  are  provided  with 
sheaths;  on  the  front  of  the  foot  are  three — the  sheath  of  the 
tibialis  anticus,  which  extends  from  a  point  about  two  inches 
above  the  extremity  of  the  malleolus  to  the  scaphoid  bone  (Fig. 
268) ;  that  of  the  extensor  longus  hallucis,  from  the  annular  liga- 
ment to  the  head  of  the  first  metatarsal,  and  the  common  sheath 
for  the  extensor  communis  digitorum,  extending  from  a  point 
about  half  an  inch  above  the  malleoli  to  about  one  inch  below 
the  annular  ligament.  Behind  the  internal  malleolus  are  the 
common  sheaths  of  the  tibialis  posticus  and  flexor  longus  digi- 
torum, beginning  about  an  inch  above  the  extremity  of  the  mal- 
leolus and  extending  to  the  astragaloscaphoid  junction,  and  that 
of  the  flexor  longus  hallucis  of  about  the  same  extent  (Fig.  269). 
Behind  the  outer  malleolus  is  the  sheath  of  the  two  peronei, 
beginning  one  inch  above  the  malleolus,  dividing  into  two  portions 
for  the  two  tendons  and  ending  just  behind  the  tuberosity  of  the 
fifth  metatarsal  bone  (Fig.  270). 

Treatment.  Simple  traumatic  tenosynovitis  should  be  treated 
by  rest  and  by  compression.  An  effective  treatment  is  strapping 
with  adhesive  plaster,  so  applied  as  to  prevent  the  movements  of 
the  foot  that  cause  discomfort.  In  more  painful  and  persistent 
cases  the  use  of  a  plaster  bandage  to  assure  absolute  rest  may  be 
necessary.  Cautery  applied  over  the  affected  part  is  of  service. 
Chronic  tenosynovitis  may  follow  injury  or  it  may  be  the  result 
of  gonorrhoea  or  other  infectious  disease.  In  chronic  cases  when 
the  palliative  treatment  is  ineffective,  thorough  removal  of  the 
affected  sheath  is  indicated.     (See  Achillobursitis.) 

Tuberculous  Tenosynovitis.  A  persistent  and  increasing 
swelling  of  a  tendon  sheath  always  suggests  tuberculous  disease. 
In  such  instances  the  sac  is  thickened  and  often  contains  the 
so-called  rice  bodies.  Prompt  and  complete  removal  of  the  dis- 
eased sheath  is  indicated,  and  by  this  means  a  permanent  cure 
may  be  attained  in  most  instances. 
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Other  Affections  of  the  Ankle-joint. 

The  ankle-joint  may  be  the  seat  of  an  infectious  arthritis ;  it 
may  be  involved  in  an  osteomyelitis  of  the  tibia.  It  may  be  one 
of  the  joints  affected  in  chronic  rheumatism  or  rheumatoid 
arthritis,  and  occasionally  Charcot's  disease  may  appear  in  this 
situation.  The  principles  of  the  treatment  of  these  affections 
liave  been  indicated  elsewhere. 


CHAPTER   XII. 


DISEASES  AND  INJURIES  OF  THE  ARTICULATIONS  OF  THE 
UPPER  EXTREMITY. 

Tuberculous  Disease  of  the  Shoulder-joint. 

Disease  at  the  shoulder  is  very  uncommon  in  childhood.  In 
a  total  of  453  cases  of  tuberculous  disease  treated  at  the  Vander- 
bilt  clinic  210  were  cases  of  Pott's  disease.  In  6  of  the  remain- 
ing 243  cases  the  disease  was  of  the  shoulder-joint  (2.5  per  cent.). 

In  1883  consecutive  cases  of  joint  disease — Pott's  disease  being 
excluded — treated  in  the  out-patient  department  of  the  Hospital 
for   Kuptured   and  Crippled  during  the   past   five   years,    the 

Fio.  t71. 


Section  of  the  shoulder-joint  at  the  age  of  eight  years.  (Schucbanlt )  Ossification  appean 
in  the  epipbysiB  of  the  head  of  the  humerus  at  the  end  of  the  first  year;  a  second  point 
appears  in  the  greater  tuberosity  during  the  second  year.  These  unite  between  the  fonrtli 
and  siztb  years.    Ossification  is  complete  between  the  eighteenth  and  twentieth  years. 

shoulder-joint  was  involved  in  38  instances  (2  per  cent.).  In 
1 900  cases  of  joint  disease  treated  at  Billroth's  clinic,  the  shoulder 
was  involved  in  14,  or  less  than  1  per  cent. 

Pathology.  The  disease  usually  begins  in  the  head  of  the 
humerus.  In  32  observations  on  adults  recorded  by  Mondan  and 
Andry,'  the  primary  disease  was  of  the  head  of  the  humerus  in 
23  cases,  of  the  humerus  and  scapula  in  4,  of  the  scapula  alone 
in  1,  and  in  3  instances  it  appeared  to  be  primarily  synovial. 

'  Revue  de  Chlr.,  1892. 
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In  the  majority  of  cases  abscess  forms  and  comes  to  the  sur&ce 
near  the  insertion  of  the  deltoid  muscle.  In  advanced  cases  the 
tissues  of  the  axilla  and  of  the  adjoining  thorax  may  be  infiltrated 
and  perforated  by  numerous  sinuses.  Not  infrequently  the  dis- 
ease is  of  the  form  called  caries  sicca,  in  which  there  is  no 
swelling,  but  progressive  destruction  of  the  head  of  the  humerus 
by  granulation  tissue.  This  form  is  characterized  hj  extreme 
muscular  atrophy  and  by  practical  anchylosis. 

Statistics. 

AOE  AT    InCIPIBNCT  OF    DISEASE  AT  THE    SHODLPEB-JOINT  IN  SlXTT- 

Two  Consecutive  Cases  Tkeated  at  the  Hospital  fob  Extp- 
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Males,  88 ;  females,  24 ;  right,  35 ;  left,  27. 

Townsend'  made  a  detailed  report  on  21  cases  treated  at  the 
Hospital  for  Ruptured  and  Crippled  during  the  years  1889  to 
1893,  Ten  of  these  were  less  than  ten  years  of  age ;  7  were 
between  ten  and  twenty,  and  4  were  more  than  twenty.  The 
youngest  patient  was  three  and  a  half  and  the  age  of  the  oldest 
was  thirty-five  years.  In  5  cases  the  disease  was  secondary  to 
disease  of  other  parts  ;  in  1  case  to  Pott's  disease ;  in  2  to  hip 
disease,  and  in  2  to  disease  of  the  knee-joint. 

Symptoms.  The  history  of  the  case  will  show  the  persistent 
and  progressive  character  of  the  disability,  but  the  symptoms 
characteristic  of  tuberculous  disease  are  far  less  marked  at  the 
shoulder  than  at  other  joints.  This  is  explained  by  the  fact  that 
the  upper  extremity  is  not  subjected  to  weight  bearing  and  be- 
cause the  mobility  of  the  scapula  upon  the  thorax  lessens  the 
injury  caused  by  unguarded  movements  of  the  arm.  This  double 
joint  at  the  shoulder  masks  the  interference  with  the  function' of 
the  joint,  and  the  strain  caused  by  overuse  may  be  lessened  by 
the  unconscious    restraint  that  the  patient  can    exercise   upon 

>  Transactions  of  the  American  Orthopedic  Association,  vol.  vil. 
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motion  at  this  joint.  In  fact,  even  when  absolute  anchylosis  is 
present  the  patient  may  think  that  motion  is  but  moderately 
restricted. 

The  symptoms  of  the  disease  may  be  classified  as  pain,  serusi- 
Uvenesa,  restriction  of  motion,  atrophy. 

There  is  usually  a  dull  ache  about  the  joint,  with  occasional 
neuralgic  pain  referred  to  the  elbow  and  arm.  The  discomfort 
is  increased  by  movements  that  pass  beyond  the  limits  allowed 
by  the  mobility  of  the  scapula,  especially  on  attempting  to  rotate 
the  humerus,  as  in  clothing  one's  self  or  brushing  the  hair.  The 
joint  is  sensitive  to  pressure  ;  thus  the  patient  finds  that  he  cannot 
lie  on  the  affected  side  at  night. 

The  normal  range  of  motion  between  adduction  and  abduction 
is  about  90  degrees,  and  between  flexiou  and  extension  somewhat 
less. 

On  examination  the  limitation  of  motion  caused  by  muscular 
spasm  will  be  evident  when  the  scapula  is  fixed,  so  that  movement 
of  the  joint  can  be  tested. 

Pressure  upon  the  head  of  the  humerus  usually  causes  pain, 
and  in  many  instances  local  heat  and  swelling  are  present.  The 
atrophy  of  the  shoulder  muscles  is  often  extreme  and  that  of  the 
other  muscles  of  the  limb  is  well  marked. 

As  has  been  stated,  abscess  is  a  common  accompaniment  of  the 
disease,  and  in  such  cases  the  tissues  about  the  joint  are  swollen 
and  infiltrated.  In  other  instances  there  is  progressive  destruc- 
tion of  the  head  of  the  humerus  without  abscess  formation  (caries 
sicca).  In  cases  of  this  type  the  flattening  of  the  shoulder  may 
be  so  extreme  as  to  be  mistaken  for  subcoracoid  dislocation. 

Treatment.  The  treatment  of  the  disease  here  as  elsewhere 
is  rest.  To  assure  absolute  functional  rest  the  wrist  should  be 
attached  to  the  neck  by  a  sling,  the  elbow  being  flexed  to  an 
acute  angle ;  the  arm  is  then  fixed  to  the  thorax  by  a  bandage, 
and  all  the  clothing,  including  the  shirt,  is  placed  outside  the 
affected  part.  Local  rest  and  compression  may  be  still  further 
assured  by  strips  of  adhesive  plaster  applied  over  the  shoulder 
and  extending  to  the  back  and  chest ;  or  a  shoulder  cap  of  leather 
or  plaster  may  be  employed.  This  method  of  fixing  the  arm  is 
the  only  one  that  assures  continuous  rest,  as  a  change  of  the 
clothing  necessitates  movement  of  the  joint.  During  the  acute 
phases  of  the  disease  the  arm  may  be  supported  in  the  attitude  of 
extreme  abduction  by  means  of  a  triangular  splint  or  pad.  This 
position  is  often  that  of  greatest  comfort  to  the  patient.     Direct 
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traction  is  not  often  employed,  as  support  of  the  pendent  limb  is 
asually  preferred  by  the  patient. 

Operative  Treatment.  If  the  focus  of  disease  seems  to  be  local- 
ized, an  exploratory  operation  for  its  early  removal  may  be 
indicated.  Excision  of  the  joint  in  the  adult  cases,  or  arthrec- 
tomy  in  younger  subjects,  may  be  advisable  when  suppuration  is 
persistent  or  when  for  other  reasons  it  may  seem  best  to  attempt 
to  remove  the  diseased  area. 

Prognosis.  The  duration  of  the  disease  appears  to  be  from 
two  to  five  years.  The  death-rate  is  higher  than  in  disease  of 
the  joints  of  the  lower  extremity,  because  a  lai^r  proportion  of 
the  patients  are  adults,  and  in  this  class  tuberculosis  of  the  lungs 
is  not  an  infrequent  complication. 

It  is  impossible  to  speak  positively  of  the  results  of  the  con- 
servative treatment  of  disease  of  the  shoulder.  The  disease  is 
uncommon,  and  protection  is  almost  never  applied  in  the  in- 
cipient stage,  nor  efficiently  and  persistently  employed  to  the 
end.  The  ordinary  result  is,  therefore,  anchylosis,  usually  of 
the  fibrous  rather  than  of  the  bony  variety. 

If  the  disease  appears  in  early  life  the  growth  of  the  limb  may 
be  seriously  interfered  with ;  an  inch  or  more  of  shortening  from 
this  cause  is  not  uncommon. 

Tubercoloas  Disease  of  the  Elbow-joint. 

Tuberculous  disease  of  the  elbow-joint  is  the  fourth  in  order 
of  frequency,  preceding  the  shoulder  and  the  wrist.  Of  1883 
consecutive  cases  of  joint  disease  treated  at  the  Hospital  for 
Ruptured  and  Crippled  56  were  of  the  elbow. 

Pathology.  The  primary  disease  is  in  most  instances  osteal, 
as  in  92.8  per  cent,  of  the  cases  investigated  by  Scheimpflug,  44 
in  number.'  The  original  focus  of  infection  is  somewhat  more 
often  of  the  ulna  than  of  the  humerus.  Of  the  ulna  the  olecranon 
process,  and  of  the  humerus  the  external  condyle,  appear  to  be 
the  points  of  election.  Disease  of  the  head  of  the  radius  is  com- 
paratively infrequent.  In  119  cases  reported  by  Oilier  the 
olecranon  was  involve<l  in  73,  the  humerus  in  33,  and  the  radius 
in  12  instances.'  And  in  the  cases  investigated  by  Kummer,* 
and  Middledorpt,*  the  ulna  was  more  often  the  seat  of  the  primary 
disease  than  was  the  humerus,  but  in  81  cases  treated  in  Koenig's 

>  Feslscbrlft  flir  Billroth.  1892. 

*  Karewakl.    Chlr.  Krank.  des  KIndenaltera,  p.  268. 

•  Deutacbs  ZelU.  f.  Chlr.,  Bd.  xxvlt.  <  ArchlT  f.  kiln.  Chlr.,  Bd.  xxzlU. 
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clinic  the  primary  disease  was  of  the  humerus  in  43,   of  the 
olecranon  in  36,  and  of  the  radius  in  2  instances.' 

Statistics. 

Agb  at  Incipibncy  of  Disease  at  the  Elbow-joint  in  Fifty-nine 
Consecutive  Cases  Treated  at  the  Hospital  fob  Rcptureo 
AND  Cbippled. 
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Males,  28 ;  females,  31 ;  right,  27 ;  left,  32. 

Symptoms.  The  symptoms  are  those  of  a  chronic,  persistent, 
destructive  disease.  Pain,  local  sensitiveness  and  swelling,  stiffness, 
deformity,  atrophy. 

The  pain  is  usually  localized  at  the  elbow.  It  is  increased  by 
sudden  movements,  and  as  the  bones  are  so  superficial  there  is 
usually  local  sensitiveness  to  pressure,  most  marked  over  the  seat 
of  the  disease.  In  the  early  stage  the  swelling  is  slight,  and  it 
is  of  the  peculiar  elastic  character  due  to  thickening  of  the  tissue 
rather  than  to  effusion  within  the  capsule,  but  as  the  disease 
progresses  the  joint  assumes  the  peculiar  spindle  shape  character- 
istic of  white  swelling.  The  degree  of  elevation  of  the  local 
temperature  depends  upon  the  activity  of  the  disease.  The 
most  important  physical  sign  is  the  restriction  of  motion  due  to 
the  characteristic  muscular  spasm  which  becomes  evident  when 
the  limit  of  painless  motion  is  passed.  The  limitation  of  exten- 
sion and  flexion  gradually  increases,  and  finally  the  limb  becomes 
fixed  in  an  attitude  midway  between  flexion  and  extension,  with 
the  forearm  in  an  attitude  between  pronation  and  supination. 
This  is  the  characteristic  deformity  of  the  disease. 

Atrophy  of  the  muscles  of  the  arm  and  forearm  is  present, 
corresponding  to  the  intensity  and  duration  of  the  disease  and  to 
the  functional  disability  of  the  joint. 

Treatment.  The  treatment  here  as  elsewhere  consists  essen- 
tially in  placing  the  joint  at  rest  in  the  attitude  at  which  anchy- 
losis or  limitation  of  motion  will  least  inconvenience  the  patient, 

'  Koenlg.    Lehrbucb  Spec.  Cbir.,  Berlin,  1900. 
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and  at  the  elbow-joint  this  is  practically  at  right  angular  flexion 
(Fig. -27^). 

In  the  treatment  of  young  children  the  wrist  may  be  attached 
closely  to  tlie  nvck  \>y  means  of  a  «ling,  with  the  elbow  at  an 
acute  angle  (the  Thomas  method)  within  the  clothing.  Or  a 
light  plaster  iMuidage  may  Iw  used  to  fix  the  joint,  the  wrist  l>€ing 
sup]iorted  l)y  a  sling.  This  enables  the  patient  to  dress  himself 
without  moving  the  part,  and  it  protects  the  joint  from  injury. 
Other  forms  of  splints  may  be  employed,  but  the  plaster  bandage 

Flu.  272. 


Tuberculoui  dlscue  of  the  dbow-Jolnt. 


answers  every  j)urpose.  It  should,  of  course,  extend  from  die 
axilla  to  the  hand,  and  in  sensitive  cases  it  may  include  the  hand 
also. 

Reduction  of  Deformity,  In  many  instances  the  arm  is  fixeil  in 
the  semi-extended  attitude  when  the  patient  is  brought  for  treat- 
ment. In  this  class  of  eases  a  simple  and  effective  means  of 
reducing  deformity  is  that  suggested  by  Thomas.  M'hen  it  is 
impossible  to  bring  the  wrist  to  the  neck,  one  bends  the  neck 
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towartl  the  wrist  and  attaches  the  two  by  a  bandage  that  the 
patient  is  unable  to  rejnove.  From  this  uncomfortable  attitude 
tlie  patient  can  free  himself  only  by  drawing  the  arm  toward  the 
neck  and  tliiis  re<Iuciug  the  deformity.  At  the  next  visit  the 
same  procedure  is  rejwated,  (mill  liually  the  elbow  is  flexed  to 
the  required  degree.  A  periniinent  sling  may  be  constructed  of 
a  leather  wrist-band  and  a  tube  of  leather  to  pass  about  the  neck, 
through  which  the  bandage  may  be  drawn  ;  thus  the  pressure  on 
the  wrist  and  neck  may  be  lessened.     In  the  very  resistant  cases 

Fia.  273. 
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reduction  of  deformity  under  anajstheaia  may  be  require<l,  but 
this  is  not  often  necessary. 

Prognosis.  If  the  case  is  treated  at  an  early  stage  the  prog- 
nosis iu  childhood  is  good.  The  duration  of  treatment  may  be 
estimated  at  two  years  or  more,  and  retention  of  a  fair  range  of 
motion  may  be  expected.  Anchylosis  in  tlic  right-augletl  position 
does  not,  however,  seriously  inconvenience  the  patient,  provided 
the  cure  is  absolute.  The  loss  of  growth  is  usually  less  than 
when  the  upper  epiphysis  of  the  humerus  Las  been  destroyed,  the 
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final  disproportion  depending,  of  course,  upon  the  age  of  the 
patient  and  upon  the  d^ree  of  function  that  is  preserved. 

Operative  Treatment.  In  some  instances  it  is  possible  to  re- 
move small  foci  of  disease  from  the  humerus,  or  from  the  ulna, 
before  the  joint  is  involved.  The  position  of  the  disease  may  be 
indicated  by  sensitiveness  or  swelling,  and  in  older  subjects  a 
Roentgen  picture  may  demonstrate  its  position  accurately. 

Excision  of  the  E11m>w.  Excision  is  often  advisable  in  adolescent 
or  adult  life,  because  by  this  procedure,  in  most  instances,  the  dis- 
ease may  be  cured  in  a  definite  time  and  because  a  movable  joint 
may  be  assured. 

Oschman  has  recently  investigated  the  final  results  of  the 
operation  performed  on  this  class  at  Kocher's^  clinic  at  Berne, 
1872-1897.  In  40  of  45  cases  the  operation  was  performed  for 
tuberculous  disease.  There  were  no  deaths  referable  to  the 
operation.  Of  the  entire  number  of  cases  15  were  dead,  but  11 
of  these  survived  the  operation  for  from  five  to  twenty  years. 
Eight  of  the  deaths  were  due  to  tuberculosis,  2  to  other  causes, 
and  in  5  the  cause  of  death  was  unknown.  In  96  per  cent,  of 
the  cases  the  local  disease  was  cured.  In  68  per  cent,  of  the 
cases  the  patients  were  able  to  use  the  limb  at  hard  labor,  and  in 
the  others  it  was  efficient  for  light  work.  In  6  cases  there  was 
subluxation  or  luxation  ;  in  5  the  joint  was  not  firm.  In  59  per 
cent,  the  motions  were  practically  normal.  In  11  per  cent,  the 
joint  was  auchylosed. 

Tuberculous  Disease  of  the  Wrist-joint. 

Disease  of  the  wrist-joint  is  very  uncommon  in  childhood.  In 
a  total  of  3105  cases  of  tuberculous  disease  treated  in  the  out- 
patient department  of  the  Hospital  for  Ruptured  and  Crippled 
during  the  past  five  years,  98  were  of  the  upper  extremity,  and 
in  but  4  of  these  was  the  wrist-joint  involved.  Of  43  cases  in 
which  the  joint  was  resected  by  Oilier,  the  youngest  patient  was 
thirteen  years  of  age. 

Of  990  cases  of  disease  of  the  joints  in  childhood,  reported  by 
Karewski,  the  wrist  was  involved  in  31.' 

Disease  of  the  wrist  in  older  subjects  is  less  infrequent,  although 
at  all  ages  it  is  rare  as  compared  with  disease  in  otlier  joints. 
Tuberculous  disease  of  the  metacarpus  and  phalanges  (spina 
ventosa)  is,  however,  far  more  common. 

•  Archlv  f.  kiln.  Chlr.,  1900,  Bd.  Ix.  H.  2. 

<  Chlr.  Krank.  dea  Klndenaltere,  Berlin,  1894. 


DISEASES  OF  ARTWULATIOSS  OF  UPFEU  EXTREMITY.    465 


AOE     AT     IncIPIENCY    OF    DiSKASB  AT  THE    WrIST-.IOINT   IN    ElOHTEES 

Consecutive  Cases  Tkeated   at  the  Hospital,   foe  Ruptubed 
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Symptoms.  The  symptoms  of  tiilieroulous  disease  of  the  wrist 
are,  as  in  other  situations,  pain,  local  mcfUing  anil  naufith^enoss, 
limUaiion  of  motion,  caused  by  muscular  spasm,  and  atrophy.  In 
advanced  cases  the  hand  is  usually  flexed  somewhat  upon  the 


arm. 


Fio.  ?74. 


Tuberculous  (lliietiw  of  the  wdm  and  1.  n 
deformlUei  In  Deglecte<l 


^'  the  uhaructertitle 

lype. 


Treatment.  The  treatment  of  this,  as  of  other  joints,  is  func- 
tional rest,  with  support  in  the  attitude  in  wliioh  anchylosis  or 
limitation  of  motion  will  rjiuse  the  lea.st  inconvenience,  A  light 
plaster  bandage  extending  from  the  elliow  to  the  tips  of  the 
fingers,  applied  over  a  flannel  bandage  drawn  as  tight  as  the  com- 
fort of  the  j)ationt  will  permit,  is  a  satisfactory  support ;  or  a 
leather  splint  or  other  form  of  appliance  may  be  used.     The  hand 
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should  bo  held  in  an  attitude  of  moflerale  dorsal  flexion,  which 
will  permit  the  flexor  muscles  to  close  the  fingers  easily  if  the 
wrist  becomes  fixed  by  the  disease.  If  flexion  defonnity  is 
present  it  should  be  corrected  by  degrees,  with  each  application 
of  the  bandage,  until  the  desired  attitude  is  attained  (Fig.  275). 
The  fliinnol  bandage  exercises  a  certain  amo\mt  of  compression 
upon  the  wrist  which  seems  to  be  of  benefit,  and  in  certain 
instances  this  compression  and  fixation  may  be  still  further  in- 
creased by  the  application  of  adhesive  plaster.  When  the  disease 
of  the  joint  is  quiescent,  or  in  the  sUxge  of  recovery,  tlie  bandage 
or  splint  may  be  shortened  to  allow  the  patient  to  use  the  fingers. 
Prognosis.  The  |>rognosis  as  regards  function  in  cases  treated 
promptly  in  childhood  should  be  good.  In  the  adult  cases  wrist- 
joint  disease  seems  to  be  very  often  complicated  by  disease  of  the 
luuga ;  thus  the  prognosis  as  to  life  is  often  bad.  In  this  class 
of  cases  early  excision  is  usually  recommended,  with  amputation 
as  a  final  resort. 

Spina  Ventosa. 

Central  disease  of  the  long  bones  of  the  foot  and  hand  is 
the  most  common  form  of  diaphyseal  tuberculosis.     While  the 

Fm.  XIK 


Trealuieiit  or  tuberciilnsis  of  the  wriat-jolul  by  plaster  of  Psrla,  Bbowing  Ibe 
proper  attitude. 


cortical  substance  is  destroyed  from  within  it  is  often  replaced 
in  part  by  a  formation  of  periosteal  bone  from  writhout,  which 
in  turn  may  be  destroyed  by  the  advancing  disease.  In  the 
early  cuses  the  affected  Ixjue  is  enlarged,  spindle-shaped,  and  is 
somewhat  sensitive  to  pressure.  At  this  stage  repair  may  take 
place  with  l)ut  little  ultimate  change  from  the  normal,  but  in 
many  instances  the  bone  is  perforated  and  in  part  destroyed,  the 
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of  instances  several  of  the  hones  anil  larger  joints  were  involved 
(loft  cases  in  135  patients). 

The  disease  is  more  common  in  the  early  years  of  life,  84  of 
the  13o  patients  being  four  years  of  age  or  less,  38  of  these 
being  less  thau  two. 

Spina  ventosa  of  the  phalanges  may  be  treated  by  rest  and 
compression,  and  both  splinting  and  compression  may  be  exer- 
cised by  adliesivf  piaster  strapping.  If  the  joint  is  involved 
amputation  of  the  finger  may  be  indicated,  because  of  the  dis- 
tortion and  loss  uf  growth  that  may  lie  expected.  Tul)erculous 
disease,  limite<l  to  a  single  bone  of  the  carpus  or  metacarpus,  may 
be  treated  by  operative  removal  of  the  disease. 


Periarthritis  of  the  Shoulder. 

Under  the  title  of  scapnlohuraeral  periarthritis,  l>uplay'  in 
1872  describe*!  a  painful  alTection  of  the  shoulder  induced  by 
traumatism,  dependent  upou  an  intlammatiini  of  the  bursa  lying 
between  the  deltuid  and  supraspinatus  and  iufraspinntus  muscles 
and  the  coracoMomtnial  ligjinieat.  But  under  tlds  title  are  now 
included  a  number  of  affections  that  cause  similar  symptoms  in 
which  it  would  appear  that  the  interior  of  the  joint  is  not  in- 
volved. 

Symptoms.  In  a  typical  case  of  so-called  periarthritis  the 
patient  complains  of  a  dull  pain  about  the  joint  and  sensitiveness 
to  pressure  just  below  the  acromion  process  or  over  the  bicipital 
groove.  The  pain  is  increased  by  motion,  particularly  by  abduc- 
tion or  by  rotation  of  the  arm.  In  mild  cases  only  extensive 
motion  causes  pain,  but  in  most  instances  there  is  a  constant  sen- 
sation of  discomfort  which  is  increased  to  acute  pain  by  suddea 
movements  or  jars.  The  part  becomes  sensitive  to  pressure,  so 
that  the  patient  avoids  lying  on  the  shoulder  at  night.  In  cer- 
tain instances  the  pain  may  radiate  down  the  arm,  and  there  may 
be  weakness  and  numbness  of  the  fingers.  (Jradually  the  passive 
movements  of  the  joints  are  diminished  in  range,  and  atrophy  of 
the  shoulder  muscles  appears. 

These  symptoms  usually  pass  sis  rheumatism,  but  there  is  no 
fever,  no  involvement  of  other  joints,  no  swelling,  and,  as  a  rule, 
no  general  sensitiveness  to  pressure,  as  is  usual  when  the  synovial 
membrane  of  the  joint  is  affected.  In  certain  instances  these 
symptoms   follow   injury,  or  exposure  to  cold,  or  they  appear 

<  Arcbiv.  g«ii«rale  de  MM.,  Piria,  IS72. 
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without  apparent  cause.  In  one  class  of  cases  the  symptoms  may 
be  due  to  an  inflammation  of  the  subdeltoid  bursa,  as  in  the  cases 
originally  described  by  Duplay  ;  in  others  to  a  tenosynovitis  of 
the  biceps  tendon  that  may  extend  to  the  surrounding  parts. 
This  is  suggested  by  local  sensitiveness  at  the  bicipital  groove, 
and  by  the  creaking  sensation  at  this  point  when  the  muscle  is 
in  use.  Or  the  symptoms  may  be  due  to  neuritis  affecting  the 
circumflex  nerves,  as  suggested  by  Amidon.*  It  is  probable  also 
that  the  nerves  in  the  neighborhood  of  the  joint  may  be  second- 
arily implicated  in  an  inflammation  of  bursse,  or  directly  injured 
by  the  original  traumatism,  if  such  preceded  the  symptoms.  It 
is  also  possible  that  the  bursitis  may  have  been  a  sequel  of 
gonorrhoea  or  of  other  infectious  disease. 

Treatment.  During  the  acute  and  painful  stage  the  part 
should  be  kept  at  rest.  Cautery  may  be  applied  and  the  joint 
should  be  inclosed  in  adhesive  plaster  strapping,  and  if  the 
weight  of  the  limb  causes  discomfort  it  s^hould  be  supported. 
In  certain  instances  tension  on  the  sensitive  part  may  be  relaxed 
by  supporting  the  arm  in  an  attitude  of  abduction.  When  the 
acute  symptoms  have  subsided  passive  movements,  massage,  and 
static  electricity  are  of  service.  Voluntary  exercises  should  be 
employed  when  they  no  longer  aggravate  the  symptoms.  In  the 
cases  of  long  standing  in  which  motion  is  very  much  restricted, 
apparently  by  adhesions  without  the  joint,  passive  movements 
under  anaesthesia  may  be  of  benefit.  In  such  cases  it  may  be 
well  to  support  the  limb  for  a  time  in  the  abducted  attitude  to 
prevent  the  formation  of  the  adhesions.  Afterward  passive 
motion,  massage,  and  exercises  may  be  employed.  If  these  cases 
are  treated  carefully  in  the  early  stage,  recovery  is  usually  rapid, 
but  if  neglected  the  symptoms  may  persist  indefinitely 

Chronic  BnrsitiB. 

Chronic  bursitis  at  the  shoulder-joint  is  comparatively  infre- 
quent. The  bursse  most  often  involved  are  the  coracoid,  the 
subscapular,  and  the  deltoid.  Of  these  the  last  is  the  most  often 
affected.  Sixteen  cases  have  been  reported  by  Blauvelt,'  and 
three  others  by  Ehrhardt.'  The  enlarged  bursa  forms  a  fluctuat- 
ing swelling  most  evident  on  the  anterior  and  outer  aspect  of  the 
shoulder,  the  symptoms  being  discomfort,  weakness,  and  limita- 

>  American  Medico-Surgical  Bulletlu,  March  21, 1R96. 

'  Beitrkge  zur  kiln.  Chlr.,  Bd.  xzll.  '  Archlv  f.  Iclin.  Chir.,  1900,  Bd.  Iz. 
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tion  of  motaou  of  the  arm.  The  rlisease  is  usually  tuberculous  in 
chiiracter,  and  it  should  be  treated  by  incision  or  by  complete 
removal  of  the  sac  if  possible. 

Sprain  of  the  Wrist. 

This  is  a  ver>'  common  accident.  The  most  effective  treatment 
is  the  adhesive  plaster  strapping  applied  about  the  metacarpus, 
wrist,  aud  lower  half  of  the  forearm.  If  the  pain  on  motion  is 
severe  sufficient  plaster  is  applied  to  splint  the  part  and  to  limit 
movement  to  the  point  of  comfort.  If  the  injury  is  of  a  slighter 
grade  the  compression  and  support  of  a  single  layer  of  plaster 
is  usually  sufficient.  This  dressing  prevents  injury  and  yet  it 
allows  a  certain  degree  of  functional  use,  which  is  the  most  effec- 
tive means  of  restoring  a  joint  to  its  normal  condition  by  hasten- 
ing the  absorption  of  the  effused  material  within  and  without 
the  joint. 

Chronic  Sprain.  Persistent  weakness  and  stiffness  may  follow 
treatment  of  a  sprain  by  splints,  or  when  for  any  reason  disuse  of 
function  has  been  long  continued.  In  many  instances,  however, 
the  sprain  was  in  reality  a  fracture  or  displacement.  All  chronic 
sprains,  therefore,  should  be  examined  by  means  of  the  X-ray  in 
order  that  the  presence  or  absence  of  more  extensive  injury  may 
be  determined. 

The  treatment  is  similar  to  that  of  the  acute  sprain  :  protection 
from  injury,  and  functional  use  to  the  extent  of  which  the  part  is 
capable.  With  this,  massage,  hot  air,  and  electricity  or  other 
form  of  local  stimulation  may  be  employed  with  advantage. 
The  same  treatment  is  indicated  when  the  joint  is  stiff  and  painful 
as  the  result  of  rheumatism  or  other  iuflamaiation,  provided  the 
stage  of  recovery  has  been  reached. 


Acnte  Tenosynovitifl. 

Tenosynovitis  is  common  at  the  wrist-joint.  It  is  usually 
induced  by  strain  or  overuse  of  a  muscle  or  muscular  group. 
Movements  of  the  muscles  that  are  involved  cause  discomfort, 
and  there  is  usually  local  sensitiveness  and  a  creaking  sensation 
on  palpation  over  the  affected  tendon  shejith.  The  adhesive 
plaster  strapping,  so  applied  as  to  exert  compressiou  and  to  pre- 
vent the  motion  that  causes  discomfort,  is  the  most  effective 
treatment. 
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Chronic  tenosynovitis,  causing  progressive  enlai^ment  of  a 
tendon  sheath  with  accompanying  symptoms  of  weakness  and 
discomfort,  is  usually  tuberculous  in  character.  In  such  cases 
the  diseased  part  should  be  promptly  removed.  If  the  disease  is 
of  long  standing,  extending  into  the  palm  of  the  hand,  it  may 
be  advisable  to  simply  evacuate  the  contents,  including  the  rice 
bodies,  through  an  incision.  An  astringent  solution  may  be 
injected,  and  after  its  removal  the  incision  may  be  closed. 
Pressure  is  then  applied,  with  the  aim  of  securing  partial 
adhesions  of  the  apposed  surfaces. 


CHAPTER   XIII. 

DEFORMITIES  OF  THE  UPPEK  EXTREMITY. 

Congenital  Dislocation  of  the  Shoulder. 

This  may  occur  in  two  forms,  one  in  which  there  is  actual 
misplacement  before  birth,  and  the  other  in  which  a  dislocation 
is  caused  by  violeuee  at  birth.  In  either  case  the  displacement 
is  almost  always  backward  upon  the  dorsum  of  the  scapula 
(subspinous).  Thus  the  arm  is  abducted  and  rotated  inward, 
and  the  head  of  the  displaced  bone  nmy  l)e  felt  iu  its  aluiormal 
position.  Cases  of  congenital  displacement  in  other  directions 
are  reconle<l,  but  these  are  so  unusual  as  to  be  of  little  practical 
importance.' 

True  primarj'  displacement  of  either  variety  is  uncommon. 
Many  of  tlie  reported  cases  were  appureutly  subluxiitious  secondary 
to  the  relaxation  of  the  capsule  of  the  joint  and  to  the  muscular 
atrophy  caused  by  anterior  poliomyelitis,  or  more  often  to  the 
habitual  malposition  due  to  obstetrical  paralysis  (Fip.  278). 
According;  to  Porter,-  twenty -nine  cases  are  recorded  in  literature, 
in  at  least  half  of  which  the  diagnosis  is  doubtful.  It  is,  of 
course,  apparent  that  both  displacement  and  paralysis  may  be 
coincident  and  caused  by  injury  at  liirth. 

Treatment.  The  only  treatment  of  a  dislocation  is  replace- 
ment of  the  displaced  bono  if  it  be  pr)ssible.  If  the  displacement 
were  discovered  iu  infancy  it  should  l>e  possible  to  reduce  it  by 
manipulation,  especially  if  it  were  of  traumatic  origin.  As  a 
rule,  however,  the  cases  are  not  seen  until  later  childhoo<l,  when 
the  accommodative  changes  are  so  great  as  to  make  rejwsition 
difficult. 

Phelps,  of  Xew  York,  has  reported  several  cases  of  congenital 
dislocation  of  the  shoulder,  caused  apparently  by  injury  at  birth, 
as  most  of  them  were  accompanied  by  jmralysis.  In  the  first 
case  (a  boy  eight  years  of  age)  the  joint  waa  opened  by  a  posterior 
incision  along  the  border  of  the  deltoid  muscle.     The  head  of 


<  Bcudder,    American  Journal  of  tbe  Medical  Sciences,  February,  19IW. 
'  Tnuiactloni  of  Uie  American  Ontaopedlc  AaociaUon,  1000,  vol.  zlU. 
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the  scapula  was  found  to  be  atrophied,  and  the  posterior  margin 
of  the  glenoid  cavity  broken  away.  This,  together  with  the 
contraction  of  the  tissues  on  the  anterior  aspect  of  the  joint,  made 
it  necessary  to  cut  away  a  part  of  the  head  of  the  bone  in  order 
to  replace  it.  The  secondary  articulating  surface  on  the  scapula 
was  excised  and  the  redundant  capsule  was  removed.  The 
immediate  result  of  the  operation  was  very  favorable.  Phelps 
states  that  he  has  operated  on  two  similar  cases,  but  a  final  report 
of  the  results  has  not  been  presented.^  In  all  cases  of  this  char- 
acter limitation  of  motion  or  even  anchylosis  is  to  be  expected. 

It  would  seem,  however,  that,  as  in  a  posterior  displacement 
the  contracted  tissues  must  be  those  in  front  of  the  joint,  an 
anterior  rather  than  a  posterior  incision  would  be  preferable. 
In  any  event  prolonged  forcible  manual  stretching  of  the  con- 
tracted parts,  in  the  manner  described  in  the  treatment  of 
congenital  dislocation  of  the  hip  with  the  aim  of  securing  bloodless 
reposition,  should  precede  the  open  operation.  By  this  means  the 
writer  has  reduced  the  displacement  easily  in  several  cases  in 
early  childhood.  After  reduction  the  limb  should  be  fixed  for 
months  in  the  attitude  of  extension  on  the  scapula,  so  that  the 
head  of  the  humerus  may  be  forced  forward,  and  it  should  be 
rotated  outward  in  order  to  overcome  the  tendency  to  inward 
rotation  that  is  almost  always  present.  When  the  parts  have 
become  adapted  to  one  another  the  support  is  removed,  and 
manipulation  and  exercises  are  then  employed,  as  in  the  after- 
treatment  of  congenital  dislocation  of  the  hip.  If  the  bone 
cannot  be  retained  in  proper  position,  and  especially  in  those 
cases  in  which  the  paralysis  is  extensive,  the  joint  may  be  opened 
by  an  anterior  incision,  and  the  cartilage  may  be  removed 
from  the  humerus  and  scapula,  with  the  aim  of  obtaining  bony 
anchylosis.     (See  Arthrodesis.) 

Obstetrical  Paralysis. 

Partial  or  complete  paralysis  of  the  muscles  of  the  arm 
may  be  a  result  of  difficult  or  protracted  labor.  It  may  be 
caused  by  direct  injury  of  the  brachial  plexus,  but  most  often 
it  is  caused  by  traction  on  the  body  or  the  head,  and  by 
violent  twists  of  the  neck  during  delivery.  The  muscles  most 
often  paralyzed  are  those  supplied  principally  by  the  fifth  and 
sixth  cervical  roots  of  the  plexus,  the  deltoid,  the  biceps,  and  the 

>  Transactions  of  the  American  Orthopedic  Anoclation,  vol.  vlli. 


474 


ORTHOPEDIC  SURGERY. 


FlO.  27«. 


\' 


supinators  of  the  forearm.'  Thus  in  most  instances  tlie  arm 
liangs  in  an  attitude  of  slight  abduction  and  exaggerated  prona- 
tion (Fig.  278).  If  the  attitude  is  allo\ve<l  to  persist  and  if  the 
[>aralysis  is  perniauent,  t!ie  head  of  the  liumerua,  rotated  backward 
beneath  tlie  atrophied  deltoid  muscle  and  held  in  the  abnormal 

attitiule  by  accommodative 
changes  in  the  capsule  and 
surrounding  parts,  simulates 
very  closely  in  later  years  the 
true  congenital  dislocation  of 
the  shoulder  (Tig.  279). 

Whether  cases  reported  aa 
congenital  displacement  of 
the  shoulder  are  secondary  to 
paralysis  or  not,  it  is  evident 
that  all  ciises  of  obstetrical 
[wralysis  should  be  carefully 
examined  with  regard  to  a 
complicating  dislocation,  and 
that  the  secondary  deformity 
induced  by  paralysis  should 
be  prevented. 

Treatment.  During  the 
first  month  after  birth  the 
shoulder  of  the  paralyzed  arm 
is  often  somewhat  swollen, 
and  motion  may  cause  pain. 
In  such  cases  rest  is  in- 
dicated. The  arm  should 
be  placed  against  the  side,  and  the  hand,  with  the  fingers 
extended,  should  be  supported  on  the  chest  beneath  the  clothing. 
When  the  primary  sensitiveness  has  subsided,  each  of  the  joints 
of  the  extremity  should  be  moved  systematically  to  the  limits  of 
the  normal  range  of  motion  several  times  in  a  day.  Particular 
care  should  be  exercisetl  in  supinuting  the  forearm  and  ex- 
tending the  wrist  and  fingers,  if  they  are  involved  in  the 
paralysis.  The  muscles  should  be  massaged,  and  the  arm  should 
be  supported  by  a  sling,  or  otherwise,  in  proper  {position. 
Recovery  may  be  complete,  although  it  is  often  delayed  for 
many  months.     As  a  rule,  traces  of  the  injur}'  are  evident  in 


Obatetrloal  panlyalB.    Cluracteristlc  attitude. 


>  Tbaoai.   Jobni  Bopklni  Bctpllal  BoUeUn,  NoTomber,  IMO. 
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atrophy  of  certain  muscles,  psirtlcularly  of  the  deltoid,  and  a 
certain  weakness  of  the  arm  persists,  even  though  no  paralysis 
remains. 

In  many  instances  recovery  is  but  partial,  the  arm  is  weak, 
certain  muscles  are  paralyzed,  and  there  is  much  restriction  of 
movement  at  the  shoulder.  The  growth  of  the  member  is  re- 
tarded, and  the  attitude  simulates  that  of  posterior  dislocation,  as 

PlO.  27«, 


k  )l'su-iriL-ul  paralysis  In  adtili^fiCenct;. 


has  been  stated.  Even  in  such  cases  massage,  exercises  and 
training  will  often  improve  the  functional  ability  of  the  disabled 
part.  If  from  neglect  of  treatment  subluxation  of  the  humerus 
is  present,  it  should  be  retluced  by  manipulation  in  the  manner 
described.  lu  certain  cases  of  this  character  function  may  be 
greatly  improved,  if  the  operation  is  supplemented  by  massage 
and  approi)riate  training. 
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Recurrent  Dislocation  of  the  Shoulder. 

Recurrent  ilirilcK-atioii  of  the  shoulder  is  iu  most  instances  a 
sequel  to  traumatic  disioeation.  The  cause  of  tlie  instability  is 
usually  laxity  of  the  capsular  ligament  and  weakness  of  the  sup- 
portiiif^  muscles,  tlie  result,  it  may  be,  of  too  early  use  of  the 
arm  after  the  accident.  Iu  rare  instances  greater  derangement 
of  the  joint,  caused  by  fracture  of  one  or  other  of  the  articulating 
surfaces,  rupture  or  displacement  of  ligaments  or  muscles,  or 
permanent  paralysis  of  the  deltoid  muscle,  may  be  present. 

The  dis|)hu'ement,  which  may  l)c  partial  or  comjilete,  recurs  at 
intervals  and  is  a  very  serious  disability. 

Treatment.  If  the  patient  is  seen  immediately  after  a  dis- 
placement and  if  the  dislocation  has  recurred  but  a  few  times  and 
at  long  intervals,  it  may  be  inferred  that  the  disability  is  the 
result  of  simple  laxity  of  the  capsule  and  of  muscular  weakness. 
In  such  cases  a  periml  of  fixation  followed  by  massage  and  exer- 
cise of  the  atropliied  muscles  may  result  iu  cure.  The  patient 
should  be  cjtrefully  cpiestioned  as  to  the  particular  movements  of 
the  arm  that  are  likely  to  cjiuse  the  displacement,  which  is,  as  a 
rule,  forwanl  beneath  the  coraeoid  process.  Most  often  elevation 
and  abduction  seem  to  be  the  predisposing  movements  that  • 
should  be  restrained.  A  simple  and  often  an  effective  means  of 
treatment  is  the  application  of  a  shoulder  cap  of  canvas  that  fits 
closely  about  the  shoidder  ami  ii])per  arm.  This  is  held  iu  place 
by  bands  crossing  the  Ixxly  and  buckled  beneath  the  other  arm  ; 
from  the  lower  bortler  of  the  cap  one  or  more  bands  pass  down- 
ward and  are  attached  with  the  braces  to  the  trousers,  so  that 
elevation  of  the  arm  is  restrained,  before  the  point  of  instability 
is  reached. 

Operative  Treatment.  If  these  milder  measures  are  ineflFective, 
an  operation  to  reduce  the  size  of  the  lax  capsule  may  be  per- 
formed according  to  the  method  emph)yed  by  Hiirrell.  The  arm 
being  slightly  abducted,  an  incision  is  made  from  the  coraeoid 
process  downward  and  outwarti  along  the  line  of  the  cephalic 
vein  to  a  point  below  the  upper  border  of  the  tendinous  insertion 
of  the  pectoralis  major.  The  deltoid  and  the  pectoralis  major 
are  separated,  exposing  in  the  u[)per  border  of  the  wound  the 
coracobrachialis,  and  in  the  lower  angle  the  upper  part  of  the 
insertion  of  the  pectoralis  major  muscles.  The  upper  three- 
fourths  of  this  insertion  is  divided  in  order  to  expose  the  head 
and  nock  of  the  bone.     The  humerus  is  then  rotated  outward 
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and  a  portion  of  the  insertion  of  the  subscapularis  muscle, 
stretched  over  the  head  of  the  humerus,  is  divided.  The  capsule 
is  thus  laid  bare. 

In  Burrell's  second  case  a  portion  of  the  anterior  wall  of  the 
capsule  three-eighths  of  an  inch  wide  and  three-fourths  of  an 
inch  long  was  excised,  and  the  wound  was  closed  with  sutures. 
The  incised  muscles  fell  into  apposition  when  the  ami  was  fixed 
to  the  side.  Burrell  has  operated  on  two  patients  by  this  method 
with  perfect  success. 

Similar  operations  in  which  the  lax  capsule  was  overlapped 
and  sutured  without  opening  it  have  been  performed,  by  Ricard 
in  1892  and  by  Steinthal  in  1895.' 

Congenital  Deformities  of  the  Elbow. 

Congenital  displacement  of  the  ulna  is  one  of  the  rarest  of 
deformities.  The  displacement  is  usually  incomplete,  and  it  is 
a^ociated  with  laxity  of  the  ligaments. 

Congenital  displacement  of  the  radius  is  much  more  common. 
Thirty  cases  collected  from  the  literature  have  been  reported  by 
Bonnenburg.''  The  symptoms  are  similar  to  those  of  traumatic 
dislocation.  The  deformity  is  often  overlooked  in  childhood,  and 
as  it  causes  no  great  disability,  treatment  is  not  usually  desired.  In 
several  instances  the  head  of  the  radius  has  been  removed  with  a 
favorable  effect  in  increasing  the  range  of  supination. 

Cubitns  Valgus,  Gabitus  Varus. 

Cubitus  valgus,  in  which  the  forearm  is  abducted  at  the  elbow, 
and  cubitus  varus,  in  which  it  is  inclined  in  the  other  direction, 
are  occasionally  seen  as  congenital  deformities.  They  are,  in 
most  instances,  associated  with  laxity  of  the  ligaments. 

Similar  deformities  are  not  uncommon  during  the  progressive 
stage  of  rhachitis,  but  they  usually  disappear  when  the  erect 
attitude  is  assumed  and  when  the  arms  are  relieved  of  the  strain 
of  supporting  the  body  in  the  sitting  posture. 

The  forearm  forms  an  angle  with  the  upper  arm,  opening 
outward  when  the  limb  is  extended  at  about  173  degrees  in 
males  and  167  degrees  in  females.'  This  is  sometimes  called 
the  "  carrying  "  angle,  because  the  hand  is  held  at  some  distance 

I  Burrell  and  Lorett.    American  Journal  of  the  Medical  Sciences,  August,  1897. 

«  ZeiU.  f.  Orth.  Chlr.,  Bd.  II. 

'  Potter.    Journal  of  Anatomy  and  Physlologjr,  vol.  zxix,  p.  488. 


478  ORTHOPEDIC  SURGERY. 

from  the  body  while  the  arm  is  in  contact  with  the  trunk.  What 
may  be  called  normal  cubitus  valgus  is  common  among  women, 
and  in  certain  instances  it  may  be  exaggerated  to  deformity. 
Ac(juired  cubitus  varus  is  usually  the  result  of  direct  injury. 
Both  deformities  may  be  treated  by  osteotomy  of  the  humerus 
just  above  the  articulation  after  the  methotl  used  to  correct 
similar  deformity  at  the  knee. 

Subluxation  of  the  Wrist, 

A  peculiar  displacenientof  the  hand  forward  and  usually  toward 
the  radial  side,  deseribed  by  Madelung'  as  "  spontaneous  subluxa- 
tion," is  sometimes  seen  in  young  subjects  whose  occupation  may 
require  constant  use  of  the  flexors  of  the  hand  and  fingers.  In 
these  cases  the  lower  extremity  of  the  ulnar  is  displaced  toward 

Pio.  290. 
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the  dorsum  of  the  hand  ;  there  is  abnormal  separation  of  the  two 
bones  of  the  forearm  from  one  another  at  the  wrist,  and  in  many 
instances  the  lower  extremity  of  the  radius  is  bent  forward.  As 
a  consequence  the  wrist  Is  enlarged,  the  ligaments  are  relaxed, 
and  dorsal  flexion  of  the  hand  is  restricted.  The  symptoms, 
aside  from  the  deformity,  are  weakness  and  sensations  of  discom- 
fort about  the  dorsum  of  the  wrist. 

Etiology.  The  predisposing  causes  of  the  affection  are, 
apparently,  relaxation  of  the  ligaments,  and,  possibly,  slight 
pre-existing  rhaehitic  deformity  of  the  sjime  character.  The 
exciting  causes  are  occupation  or  injury.  The  slight  forward 
bending  of  the  lower  extremity  of  the  radius  is  due,  apparently, 
to  irregularity  in  growth  at  the  epiphyseal  junction. 

•  ArcbU  f.  Uln.  Chlr.,  Bd,  xxlU. 
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Treatment.  The  treatment  is  rest,  massage,  forcible  manipu- 
lation in  the  direction  of  extension,  and  a  support  of  leather  or 
other  material  to  hold  the  hand  in  the  extended  position.  In 
more  extreme  cases  the  deformity  of  the  radius  may  be  overcome 
by  osteotomy. 

Oongenital  Deformities  at  the  Wrist. 

Simple  congenital  dislocation  of  the  wrist  is  extremely  rare. 
Displacement  of  the  wrist  and  hand  is  usually  associated  with 
defective  development  of  the  bones  of  the  arm,  and  the  deformity 
is  usually  classed  as  club-hand. 

Clnb-hand. 

Congenital  distortions  of  the  hand  may  be  divided  into  four 
primary  varieties,  according  to  the  direction  in  which  the  hand  is 
turned,  viz. : 

1.  Forward  or  palmar. 

2.  Backward  or  dorsal. 

3.  Lateral  to  the  radial  side — radial. 

4.  Lateral  to  the  ulnar  side — ulnar. 

Lateral  and  anteroposterior  distortions  occur  also  in  combina- 
tion. 

Etiology.     There  are  two  distinct  varieties  of  club-hand  : 

1.  In  which  there  is  simple  distortion  caused  apparently  by 
abnormal  restraint  and  pressure  in  utero.  In  certain  cases  of 
this  class  there  may  be  limited  motion  at  both  the  shoulder-joint 
and  elbow-joint  and  defective  muscular  development  apparently 
dependent  upon  long-continued  fixation. 

2.  In  which  the  deformity  is  associated  with  defective  develop- 
ment of  the  radius  or  ulna  and  often  with  congenital  abnormali- 
ties of  other  parts. 

In  the  palmar  and  dorsal  distortions  the  bones  of  the  arm  are 
usually  normal.  The  lateral  deviations  of  the  hand  are  often 
complicated  by  defective  formation  of  the  radius  or  ulna,  and 
thus  they  correspond  to  talipes  due  to  absence  of  the  tibia  or 
fibula. 

According  to  Hoffa,'  39  cases  of  the  former  and  but  6  of  the 
latter  are  recorded  ;  in  but  1  case  was  there  entire  absence  of  the 
ulna.     Of  the  39  cases  of  radial  club-hand  19  were  of  both  sides. 

<  Lebrb.  der  Ortb.  Cbir.,  p.  481. 
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These  statistics,  however,  by  no  means  represent  the  relative  fre- 
quency of  the  deformity.  From  the  writer's  observation  it 
would  appear  that  ra<lial  trlub-hand  is  nearly  as  common  as  the 
dcfonnity  of  tlie  foot  caused  by  absence  of  the  fibula,  of  wliich, 
according  to  Potel,  there  are  200  recorded  cases.  The  ulnar 
form  of  cliib-biuul  is  less  frO(|uent  even  than  the  deformity  due 
to  defective  formation  of  the  tibia. 

The  most  important  form  of  club-hand  is,  then,  that  due  to 
absence  or  to  defective  formation  of  the  radius.  As  in  talipes 
valgus  due  to  absence  of  tlie  fibula,  tiie  tibia  is  short  and  often 

FlO.  281. 
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bent  sharply  forward,  so  in  this  form  of  club-hand  the  ulna  is 
usually  short  and  bent  iuward.  The  hand  iiiay  be  perfect  in 
formation,  but,  its  a  rule,  the  thiunli  is  absent  or  rudimentary, 
and  other  adjoining  bones,  together  with  tlie  corresptmding  liga- 
ments and  muscles,  may  be  absent  also  (Fig.  282). 

The  hand  occupies  practically  a  right-angle<l  relation  to  the 
ulna,  and  as  this  bone  is  usually  bent  inward  as  well  the  direction 
of  the  hand  is  often  reversed  and  is  parallel  to  the  forearm.  As 
a  rule,  the  hand  is  also  somewhat  bent  forward,  so  that  the 
deformity  might  be  described  as  railiopalmar  (Fig.  2H',i). 
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Treatment.  In  those  forms  of  elub-hand  in  which  the  struc- 
ture is  Dormal  the  ileformity  may  be  overcome,  as  a  rule,  by 
manipulation,  and  support  by  the  plaster  bandage  or  otherwise, 
as  described  iu  the  treatment  of  talipes.  Massage  and  muscle 
training  are  require<l  in  the  after-treatment.  If  the  deformitj*  is 
complicated  by  defective  muscular  development  and  limited  joint 
motion  massage  and  passive  manipulation  may  be  require<l  for 
years.     Complete  recovery  is  uuusual. 

In  slighter  cases  of  radial  club-hand,  due  to  defective  develop- 
ment, it  may  l>e  j>08sible  by  manipulation  and  tenotomy  to  replace 

Pia.  '2S2. 
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the  hand  in  its  normal  position,  but.  this  is  unusual.  As  a  rule, 
an  operation  on  the  ulua  will  be  necessary,  together  with 
division  of  the  contracted  tissues.  Sayre'  removed  a  portion  of 
the  carpus  and  implanted  the  head  of  the  ulna  at  the  iwint  of 
resection.  McCurdy*  sawetl  through  the  ulua,  leaving  the 
extremity  in  relation  to  the  carpus  and  sutured  the  proximal 
fragment  and  the  semilunar  bone  to  one  another.  Thomson'^ 
rephiced  the  hand  by  subeut^ineous  tenotomy  and  by  the  removal 
of  a  cuneiform  section  of  bone  from  the  lower  end  of  the  ulna. 


<  TraiuaoUoni  of  the  Amerlon  Ortbopedlo  AuoctatloD,  vol.  vl. 
•  Ibid.,  TOl.  via.  •  Ibid.,  vol.  Ix. 
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The  operatiou  of  splitting  the  ulna  into  an  ulnar  and  radial 
portion  and  implanting  the  carpus  between  the  two  has  been 
performed  by  Bardeuhauer.'     The  inimwliate  effect  of  the  various 

operative  procedures  was  favor- 
able, but  no  final  results  have 
been  reported. 

In  any  event  some  form  of 
apparatus  nmst  be  used  during 
childhood  at  least,  to  support 
the  hand,  whether  the  operation 
has  been  successful  or  not ;  and 
at  best  the  arm  will  be  short 
and  the  thuiubless  hand  weak 
as  compared  with  its  fellow. 


Cong^enital  Contraction  of 
the  Fingers. 

The  must  common  form  of 
congenital  contraction  is  that  of 
tlie  little  finger  (hammer  finger) 
of  one  or  both  hands.  This  is 
.semiflexed  and  extension  ia 
checked  by  what  appears  to  be 
a  congenital  shortening  of  all 
the  soft  parts  on  the  flexor 
side.  In  other  instances  several 
fingers  may  be  similarly  af- 
fected. 

Treatment.  If  treatment  by 
I  manipulation  and  splinting  is 
■  l^eguu  early  the  deformity  may 
be  overcome  by  lengthening 
the  contracted  tissue.s.  In  later  life  the  prospet>t  of  perfect  cure 
by  any  metliod  of  treatment  is  slight,  because  of  tlie  strong  ten- 
dency to  recontraction  after  the  finger  has  been  straighteneil. 

Webbed  Fingers. 

In  the  moat  common  form  of  this  deformity  two  or  more 
fingers  are  joined  by  8i<in  and  fibrous  ti.ssue  to  the  first  phalangeal 
joints,  but  sometimes  throughout  the  entire  length  of  the  fingers. 

I  Verbnnd.  der  deuuch.  0«teUa.  t  Chlr.,  ■&  Kong.,  18IK. 
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In  other  instances  the  web  may  be  thicker,  containing  muscular 
fibres  from  the  apposed  parts,  and,  occasionally,  the  bones  of  the 
two  fingers  may  be  joined  to  one  another,  even  to  the  finger-nails. 

Etiology.  The  cause  of  the  deformity  is  arrest  of  develop- 
ment before  the  fingers  have  been  separated  from  one  another ; 
thus  the  thumb,  which  is  differentiated  from  the  other  parts  of 
the  hand  as  early  as  the  seventy-fifth  day  of  intra-uterine  life,  is 
rarely  involved,  as  compared  with  the  fingers,  which  are  separated 
from  one  another  at  a  later  period. 

Treatment.  In  all  hut  the  extreme  grades  of  deformity  the 
fingers  may  be  separated  from  one  another  ;  operative  treatment 
being  conducted  according  to  the  rules  of  plastic  surgery. 

Congenital  Displacements  of  the  Phalanges  and  Distortions 
of  the  Fingers. 

These  deformities  are  not  particularly  uncommon.  They 
should  be  treated  by  manipulation  and  by  splinting  at  as  early 
a  period  as  is  practicable.  Other  congenital  deformities  and 
malformations  of  the  hand  do  not  call  for  extended  comment. 

Trigger  Finger. 

S]mon3nns.     Jerking  finger,  snapping  finger. 

This  affection  was  first  described  by  N6laton  under  the  title 
"  Doigt  &  Ressort."  On  extending  the  closed  hand  one  finger 
remains  flexed.  If  the  flexion  is  overcome  by  greater  muscular 
effort  or  by  passive  force  the  finger  flies  back  to  complete  exten- 
sion with  a  sudden  snap  or  jerk ;  hence  the  name.  In  well- 
marked  cases  the  same  difficulty  and  the  subsequent  snap  is 
experienced  in  flexing  the  finger.  The  middle  and  ring  fingers 
are  more  often  affected,  but  sometimes  the  thumb  or  the  fifth 
finger  may  be  involved. 

The  patient  usually  complains  somewhat  of  stiffness  and  pain 
in  the  finger,  but  the  interference  with  its  function  is  the  prin- 
cipal symptom. 

Etiology.  The  usual  explanation  of  the  disability  is  inter- 
ference with  the  motion  of  the  tendon  in  its  fibrous  sheath,  either 
because  of  a  reduction  of  its  calibre  due  to  injury  or  inflammation, 
or  to  an  enlargement  or  irregularity  of  the  tendon  itself.  In 
most  instances  the  obstruction  appears  to  be  in  the  neighborhood 
of  the  metatarsophalangeal  joint. 

The  duration  of  the  affection  is  indefinite. 
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Treatment.  If  the  obstruction  appears  to  he  of  inHammatory 
or  traumatic  origin  it  may  be  treated  by  splintiug  and  later  by 
massage.  In  oonfirraed  cases  the  tenilon  and  the  sheath  may  be 
explored  in  the  hope  of  finding  and  removing  the  obstruction.' 

Mallet  Finger. 

Synonym.     T>rop-finger. 

This  is  caused  usually  by  a  l)lovv  njKin  the  terminal  ■^)halanx, 
which  ruptures  or  weakens  the  attachment  of  the  extensor  tendon 
at  the  base  of  the  phalanx  so  that  it  is  habitually  flexed  some- 
times nearly  to  a  n{>;ht  angle. 

The  treatment  must  be  by  incision  and  reattachment  of  the 
tendon  to  the  periosteum. 

"  Hasehall  finger  "  is  the  reverse  disjilaeement  of  the  terminal 
phalanx  which  is  dislocated  backward,  forming  a  bayonet-like 
deformity.  There  is  often,  in  addition,  injury  of  the  base  of  the 
phalanx  that  causes  suliseiiuent  irre^jular  hypertrophy. 

If  reposition  is  imiM)9flible  open  incision  may  he  employed  to 
correct  the  deformity. 

Dnpuytren's  Oontraction. 

Dupuytren'a  contraction  is  a  deformity  of  the  hand  caused  by 
coutniction  of  a  part  of  the  palmar  fa.scia  and  of  its  prolongations 
to  one  or  more  of  the  fingers.  The  fingers  are  flexed  as  a  conse- 
quence to  a  greater  or  less  degree,  and  in  advanced  cases  they 
may  be  drawn  to  close  contact  with  the  palm.  The  ring  finger 
is  most  often  primarily  affected,  but,  as  a  rule,  two  or  more 
fingers  are  somewhat  involved  in  the  contraction. 

In  a  large  proportion  of  the  cases  both  hands  are  affected, 
but  not  as  a  nile  simultaneously,  the  contraction  beginning  in  the 
second  hand  sevend  years  after  the  deformity  in  the  first. 

Pathology.  The  characteristics  of  the  deformity  are  explained 
by  the  anatomy  of  the  palmar  fascia.  This  consists  of  a  »trt)ng 
central  portion,  and  two  thinner  lateral  parts  that  cover  the 
muscles  of  the  thumb  and  little  finger.  It  is  made  up  of  longi- 
tudinal fibres  continuous  with  the  tendon  of  the  palmaris  longus, 
and  the  annular  ligjiment.  It  divides  into  four  processes  that 
are  attached  to  the  digital  sheaths,  to  the  integument  at  the  clefts 
of  the  fingers,  and   to  the  superficial  transverse  ligament.     Pro- 

■  The  bIbUognpby  U  Iar(e.    Mora  recent  kittclM  an  thaw  of  Jkmlu,  Cant.  f.  Chlr.,  Jaiu 
t,  1898,  who  reporti  tblrtyK>ne  ciue>,  and  A.  Necker.  Beltrig«  lur  kiln.  Chlr.,  B.  x.  p.  46t. 
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longadons  of  the  fascia  pass  along  the  lateral  aspect  of  the  fingers 
and  are  attached  to  the  periosteum  and  to  the  tendon  sheaths  of 
the  first  and  second  phalanges. 

The  cause  of  the  contraction  appears  to  be  a  chronic  plastic 
inflammation  of  a  part  of  the  fascia,  which  becomes  hypertrophied 
and  finally  contracts,  drawing  the  finger  toward  the  palm  in  the 
manner  described. 

Etiology.     The  etiology  is  uncertain. 

The  contraction  is  much  more  common  in  men  than  in  women, 
and  it  is  practically  confined  to  middle  and  later  life.  It  is 
claimed  that  the  deformity  is  more  common  among  those  who 
are  subject  to  gout  or  rheumatism.  It  appears,  also,  to  be  an 
hereditary  affection  in  certain  instances.  Injury  or  irritation  of 
the  palmar  tissues,  incident  to  certain  occupations,  would  seem 
to  explain  the  disproportionate  liability  of  the  sexes  to  the 
affection. 

Symptoms.  The  first  symptom  is  usually  the  deformity  ;  the 
patient  finds  it  impossible  to  completely  extend  one  or  more  of 
the  fingers ;  the  tissues  about  the  base  of  the  finger  seem  stiff, 
and  when  it  is  forcibly  extended  a  hard,  elevated  cord  may  be 
felt  extending  from  about  the  centre  of  the  palm  to  the  second 
phalanx,  most  prominent  at  the  metacarpophalangeal  articulation. 

To  this  the  skin  is  adherent,  and  as  the  contraction  increases 
it  is  thrown  into  elevated  ridges.  liater  other  bands  appear  if 
the  contraction  affects,  as  it  usually  does,  other  portions  of  the 
fascia.  In  many  instances  no  pain  is  experienced  unless  the 
contracted  fascia  is  forcibly  stretched  or  is  pressed  upon.  In 
other  cases  complaint  is  made  of  neuralgic  pain  in  the  hand  and 
even  in  the  arm  and  back.  Occasionally  the  first  symptom  to 
attract  attention  may  be  a  sensitive  nodule  in  the  skin  at  the 
base  of  the  finger. 

The  contraction  usually  increases  slowly  until  the  finger  that 
is  most  affected  is  drawn  to  the  palm. 

Treatment.  The  deformity  may  be  overcome  in  part  by 
multiple  division  of  the  contracted  bands  from  the  finger  to  the 
palm,  but  complete  removal  of  the  contracted  fascia  is  preferable 
if  it  be  possible.  The  finger  is  then  supported  in  an  attitude 
of  slight  flexion  until  the  circulation  is  adjusted  to  the  new 
position. 


CHAPTER    XIV. 


CONGENITAL    AND    ACQUIRED    AFFECTIONS    LEADING    TO 
GENERAL  DISTORTIONS. 

Rhachitis. 

S3rnonyin.     Rickets. 

Rhachitis  is  a  constitutional  disease  of  infaaey  caused  by 
defective  nutritiou,  of  which  the  most  marked  effect  ia  distortion 
of  the  hones. 

Etiology.  The  predisposing  cause  is  constitutional  weakness. 
This  may  be  inherited  or  it  may  be  the  direct  effect  of  illness, 
but  most  often  it  is  the  result  of  improper  hygienic  .surroundings, 
particularly  lack  of  .sunlight,  damp  rooms,  overcrowding,  and 
defective  ventilation.  The  direct  cause  of  the  disease  is  im- 
projier  nourishment.  In  most  instances  this  is  due  to  the  substi- 
tution of  artificial  food  for  the  mother's  milk,  in  others  to 
improper  diet  after  the  infant  Is  weaned  ;  in  rare  cases  it  may  be 
the  result  of  pndonged  lactation,  <)r  it  may  be  caused  by  the 
defective  quality  of  the  mother's  milk.  The  disease,  therefore, 
begms  usually  between  the  ages  of  six  and  eighteen  months, 
although  it  is  by  no  means  confined  to  these  limits.  In  most 
instances  improper  surroundings  and  improper  nourishment  are 
combined  in  the  cau.satiou  of  the  disease  ;  thus  rluuUiitis  is  rela- 
tively wjmmon  in  large  cities.  At  the  Hospital  for  Ruptured 
and  < 'rippled  the  most  extreme  ca.ses  are  observed  among  the 
Italian  and  the  colored  children.  The  former  are  usually  nursed, 
but  are  improperly  fed  after  weaning,  while  the  latter,  if  nursed 
at  tdl,  are  usually  alloweil  a  mixed  diet  even  (luring  the  early 
miinths  of  life. 

Pathology.  The  manifestations  of  a  disease  dependent  upon 
impaired  nutritiou  are,  of  course,  general  in  character.  In 
rhachitis  there  is  a  mild  degree  of  anieinia,  and  a  general  weak- 
ness and  relaxation  of  the  voluntary  and  involuntary  muscles. 
As  a  result  the  circulation  is  impaired  and  the  power  of  assimila- 
tion is  dirainishetl ;  thus  congestion  and  enlargement  of  the 
internal  organs,  intestinal  catarrh,  bronchitis,  and  the  like  are 
oommou  accompaniments  of  the  disease.  The  most  marked  and 
characteristic  changes  are  found  in  the  bones  ;  these  consist  in 
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a  diminution  of  the  earthy  substances  and  in  ovei^rowth  of 
osteoid  tissue. 

"  The  essential  features  of  the  morbid  processes  are,  first,  an 
exaggeration  of  the  processes  immediately  preparatory  to  the 
development  of  true  bone  ;  secondly,  an  imperfect  conversion  of 
this  preparatory  tissue  into  true  bone ;  and,  thirdly,  a  great 
irregularity  of  the  whole  process."     (Erichsen.) 

On  section  of  rhachitic  bone  it  will  be  noted  that  the  perios- 
teum is  increased  in  thickness,  and  is  more  or  less  adherent  to 
the  underlying  softened  and  spongy  tissue.  The  medullary  canal 
is  enlarged,  and  its  contents  are  abnormally  vascular.  The 
epiphyseal  cartilage,  normally  a  thin,  bluish  line,  is  much  increased 
in  thickness.  It  appears  to  be  swollen  and  infiltrated,  and  it  has 
lost  its  former  translucency.  Microscopic  examination  at  this 
point,  where  growth  is  most  active,  shows  marked  irregularity 
in  size  and  shape  of  the  columns  of  cartilage  cells  ;  the  zone  of 
calcification  is  lacking  or  is  ill-defined,  and  masses  of  cartilage 
cells  are  found  unchanged  in  what  should  be  the  area  of  true 
bone.  The  same  irregularity  of  line  and  shape  is  observed  in 
the  medullary  spaces  of  the  newly-formed  osteoid  tissue. 

As  a  direct  result  of  the  changes  that  have  been  described,  the 
epiphyseal  junctions  are  enlarged  aud  the  shafts  of  the  bones  are 
thickened  by  the  formation  of  osteoid  tissue  beneath  the  perios- 
teum. The  indirect  effects  of  the  disease,  and  of  the  weakness 
that  it  causes,  are  deformities,  the  nature  of  which  will  be  indi- 
cated under  the  heading  of  symptoms.  The  stage  of  weakness 
is  followed  by  that  of  repair,  which  sometimes  goes  on  with 
great  rapidity ;  the  softened  bones  become  abnormally  hard, 
"  eburnated,"  and  premature  solidifieation  at  the  epiphyseal 
junctions  may  be  one  of  the  remote  results  of  the  disease  that 
accounts  in  part  for  the  dwarfing  of  the  stature,  observed  as  one 
of  the  final  results  of  severe  rhachitis. 

S3rmptoms.  As  the  disease  is  the  effect  of  imperfect  assimila- 
tion its  more  pronounced  symptoms  are  preceded  by  those  of 
indigestion,  such  as  flatulence,  constipation,  and  the  like.  Pro- 
fuse perspiration,  especially  about  the  head,  and  restlessness  at 
night  are  common  symptoms.  Teething  is  often  delayed  or  is 
irregular.  The  infant  is  slow  in  its  movements,  and  makes  little 
effort  to  stand  or  to  walk  at  the  usual  time,  and  if  the  disease  is 
active  the  affected  parts  may  be  sensitive  to  pressure. 

Defonnities.  The  deformities  are  in  part  due  to  the  direct  effect 
of  the  disease.     One  of  the  earliest  and  most  constant  evidences 
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of  rhachitis  is  the  enlargement  about  the  epiphyses,  an  enlargt^ 
ment  caused  in  part  by  the  direct  hypertrophy  and  in  part  by 
pressure  upon  the  softened  tissues.  The  oularjirenicnts  at  the 
junctions  of  the  ribs  and  the  costal  cartilages,  the  rluicliitk'  romiry, 
and  at  the  wristi)  and  ankles,  double  joinl«,  arc  almost  invariably 
present  in  well-marked  coses.  The  more  general  ili?itorti<>ns  an- 
in  part  the  effect  of  atmospheric  pressure,  in  |iart  the  effect  of 
the  force  of  gravity  and  habitual  postures,  and  in  some  instances 
miisfulur  action  or  injury  may  deform  the  softened  bones.  These 
deformities  differ  greatly  according  to  the  time  of  on-set  of  the 
disease,  and  with  its  duration  and  severity.  The  head  may  l)e 
long  and  ohloiig  in  shape,  or  rectangular,  coftut  ijiuidnitum,  and 
it  sometimes  presents  prominences  in  the  frontal  and  parietal 
r^ons  due  to  thickening  of  the  bone,  and  on  the  posterior 
aspect  depressed  and  softeue<l  areas,  criniiotabrit.  The  fontanelles 
are  abnormally  large,  and  they  may  remain  op<'n  long  after  the 
usual  time  of  closure. 

The  thorax  is  compressed  from  side  to  side,  the  compression 
being  most  marked  in  the  middle  region,  where  the  ribs  have  the 
longest  cartilages  and  the  least  direct  supjwrt.  As  secondary' 
results  the  back  of  the  thorax  is  flattened  ami  the  sternum  is  thnist 
forwanl,  forming  the  pif/mn  hmtxl.  The  lower  ribs  are  evertr<l 
to  accommmlate  the  distended  abdomen,  pothelly.  In  well- 
marked  cases  the  rhachitic  chest  presents  two  distinct  grooves, 
one  transverse  in  the  axillary  line,  Jlnrriions  t/more,  and  the 
other  passing  upward  by  the  side  of  the  rhachitic  rosary.  The>«? 
deformities  are  in  great  degree  caused  by  atmospheric  presj^ure, 
but  they  are  increased  if  the  chihl  assumes  the  sitting  posture 
habitually.  In  this  attitude  the  body  is  inclined  forward,  the 
clavicles  are  distorted,  and  the  spine  is  bent  into  a  more  or  lem 
rigid  posterior  curve,  most  marked  in  the  lower  dorsal  and 
lumbar  regions,  the  rhuchU'w  Jcyj>hoiti«,  Less  often  there  may  lie  a 
lateral  deviation  or  umlionln. 

The  arms  may  be  distorted  by  the  efforts  of  the  child  to  sup- 
port the  body  in  the  sitting  jwsture,  or  by  active  exertion,  as  in 
creeping  (Fig.  284).  Occasionally  the  deformities  may  l)c  local- 
used  at  the  cllxtws,  and  suRiciently  marked  to  merit  the  name 
oubitim  raru.t  or  nilt/iiM,  corresponding  to  genu  valgum  or  varum  ; 
or  the  principal  distortion  may  be  a  dorsal  convexity  of  the  lower 
extremity  of  the  radius. 

The  Ixines  of  the  lower  extremities  are  often  distorted,  prim.'irilja 
by  the  haltitual  postures  assumed  in  sitting  or  creeping,  an<l  tUvt 
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deforraitieH  are  usually  exaggerated  whcu  the  erect  attitude  is 
assumed.  In  some  instances  it  would  appear  that  the  femoral 
necks  are  twisted  backward  somewimt  ;  this  distortion  may 
explain  in  part  the  limitation  of  inward  rotation  that  is  some- 
times observed  in  rhachitic  children.  Depression  of  the  femoral 
neck  (coxa  vara)  may  lie  present  also,  although  this  deformity 
does  not,  as  a  rule,  attract  attention  until  a  much  later  period  of 
life.  The  changes  in  the  pelvis  are  of  special  interest  to  the 
obstetrician.     These  are  essentially  an  increase  in  the  sacrover- 


Geneml  rliachitio  •jLfuMuiLit*,  KhuwitiK  UihlurtiuuM  uf  ihu  urui!)  iin<J  Icgi 
Induced  by  posture. 


tebral  prominence,  due  to  the  forward  and  downward  displace- 
ment of  the  sacrum,  an  almormal  expansion  of  the  i!i:i,  caused  by 
pressure  of  the  abdominal  contents,  and,  in  some  instances,  a 
decrease  of  the  lateral  diameter,  an  effect  of  the  pressure  of  the 
femora  upon  the  yielding  bone. 

In  the  milder  type  of  rhachitis  in  older  children  who  walk,  the 
deformities  are  often  confined  to  the  trunk  and  lower  extremities. 
In  such  cases,  in  addition  to  the  changes  in  the  bones,  there  is 
usually  a  prominent  abdomen  and  increased  lordosis,  combined 
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with  slight  habitual  flexion  of  the  thighs  and  lower  legs,  the 
rhachitic  (UlKudc. 

If  the  <liseasc  is  of  sudfleii  onset  and  is  severe  and  general  in 
its  manifestiitious,  it  may  be  acronipanied  by  pain,  by  sensitive- 
ness of  the  affected  boues,  and  by  such  weakness  of  the  lower 
extremities  as  may  pimiilute  paralysis,  rlxtchitlc  pHeuflopuralyisUi, 
It  is  probable,  htivvever,  that  the  cases  in  which  tiie  pain  is 
extreme,  "  acute  rhachitis,"  are,  in  reality,  scurvy  or  scurvy  and 
rhaehitis  foniViined,  soirvy  rickets  so-called. 

KUachitis,  as  described,  is  the  type  ordinarily  seen  in  hospital 
practice,  and  its  manifestations  are  unmistakaljle.  In  its  milder 
fonn  it  is  not  particularly  uncommon  among  the  children  of  the 
well-to-<lo,  whose  hygienic  surroundings  are  giHRl.  In  such 
aises  the  most  marked  symptom  is  weakness.  The  child  is 
often  fat  and  well  developed,  although,  as  a  rule,  pale.  The 
abdomen  is  somewhat  enlarged  and  slight  prominences  at  the 
epiphyseal  junctions,  particidarly  at  the  wrists,  may  be  made  out. 
The  legs  appear  small  in  proportion  to  the  body,  and  the  liga- 
ments are  lax,  so  that  if  the  child  stands  the  feet  arc  Hat  aud 
assume  the  attitude  of  valgus.  In  this  class,  in  which  tlic  child 
is  said  to  have  weak  ankles,  knock-knee  is  common. 

The  most  common  symptom  of  rhachitis  of  the  mild  t\'pc  is  the 
failure  of  (he  child  to  attempt  to  walk  at  the  usual  time,  about 
sixteen  months.  If  a  child  who  is  not  ill  and  who  has  not 
suffered  from  exluiustiug  disease  does  not  walk  at  two  years  of 
age  it  is  probably  rhachitic. 

Prognosis.  The  duration  of  the  progressive  stage  of  rhachitis 
depen»Ls,  of  course,  upon  the  age  of  the  patient  and  upon  the  treat- 
ment. In  cases  that  are  untreated  and  in  which  the  predisjKjsing 
causes  continue,  the  period  of  repair  may  be  delayed  for  several 
years  or  longer,  as  shown  by  the  fact  that  the  (^hild  makes  little 
effort  to  stand.  But,  iu  most  instances,  the  rhachitic  child  begins 
to  walk  at  some  time  during  the  third  year,  and  at  this  time  the 
deformities  of  the  lower  extremity,  knock-knee,  bow-leg,  flat-foot, 
aud  the  like  usually  develop  or  become  aggravated,  while  those 
of  the  upper  extremity  may  become  less  noticeable. 

The  deformities  of  rhachitis  tend  to  disappear  or  to  beoome 
less  marked  with  growth  ;  the  concavities  of  the  distorted  shafts 
are  tilled  by  accretions  of  periosteal  bone,  which  is  agiiin  al>sorbe<l 
from  the  interior  as  the  medullary  canal  straightens  itself.  The 
thickened  diaphyses  and  enlarge<l  epipiiyses  become  more  sym- 
metrical under  the  influences  of  rapid  growth  and  increased  func- 
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tional  activity,  but  traces  of  severe  rhachitis  always  remain,  and 
many  of  the  more  noticeable  and  permanent  distortions  of  the 
trunk  and  of  the  lower  extremities  are  due  to  this  cause. 

The  prognosis  as  to  the  outgrowth  of  rhachitic  deformities 
depends  upon  the  duration  and  the  severity  of  the  disease  and 
upon  the  function  of  the  deformed  part.  Rhachitic  distortions 
of  the  arms  almost  always  disappear.  The  rhachitic  chest  is 
rarely  seen  in  the  adolescent  or  adult.  The  rhachitic  kyphosis 
is  corrected  or  modified  when  the  erect  posture  is  assumed,  but 
rhachitic  scoliosis,  on  the  other  hand,  usually  increases  with  the 
growth.  Distortions  of  the  lower  extremities  may  occasionally 
entirely  disappear,  and  in  most  cases  they  are  less  marked  in  the 
adult  tlian  in  the  child.  Stunting  of  the  growth  is  a  constant 
effect  of  severe  and  prolonged  rhachitis  ;  it  depends  in  part  upon 
the  arrest  of  development  during  the  active  stage  of  disease  and 
in  part  upon  the  changes  in  the  bones  that  cause  premature 
consolidation  at  the  epiphyses. 

Treatment.  The  treatment  of  rhachitis  consists  essentially  in 
a  reversal  of  the  conditions  under  which  it  developed.  It  is, 
therefore,  dietetic,  hygienic,  and  medicinal.  Deformity,  the 
effect  of  the  disease,  may  be  prevented  by  guarding  the  weakened 
bones  from  overstrain,  and  it  may  be  remedied,  if  it  be  present, 
by  manipulation  or  by  mechanical  or  by  operative  treatment. 

The  more  detailed  treatment  of  rhachitis  may  be  found  in 
works  on  Pediatrics.  In  general,  the  diet  in  the  cases  developing 
in  early  infancy  should  be  of  milk,  especially  modified  according 
to  the  need  of  the  patient.  At  a  later  time,"  corresponding  to  the 
normal  period  of  weaning,  the  diet  should  be  largely  animal,  to 
the  exclusion  of  starchy  food,  cream  and  fresh  butter  being  espe- 
cially valuable. 

The  patient,  protected  by  proper  woollen  underclothing,  should 
pass  as  much  time  as  possible  in  the  open  air,  and  should  sleep 
in  a  well-ventilated  room.  Daily  salt  baths  are  recommended 
for  older  children,  and  regular  massage  of  the  extremities  and  of 
the  abdomen  should  be  employed.  Medicinal  treatment  is  of 
secondary  importance.  The  bowels  should  be  regulated  and 
digestion  should  be  aided  by  proper  remedies.  For  anaemia, 
which  is  usually  present,  the  syrup  of  the  iodide  of  iron  is  of 
value  ;  cod-liver  oil  serves  both  as  a  food  and  medicine,  when  it 
is  readily  assimilated.  It  is  unlikely  that  any  drug  has  a  very 
direct  influence  on  the  disease.  Phosphorus  in  doses  of  ^^^  to 
y^  of  a  grain  is  often  given,  and  is  supposed  to  lessen  the 
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abnormal  congestion  of  the  bones,  while  the  deficiency  of  lime 
salts  may  be  supplied  possibly  by  the  administration  of  lime  in 
some  form,  the  syriip  of  the  lactophosphate  of  lime  being  a 
favorite  prescription. 

The  prevention  of  deformity,  other  than  by  the  means  already 
enumerated,  consists  in  preventinp  liabitual  postures  that  predis- 
pose to  deformity,  and  in  daily  massage  and  manipulative  cor- 
rection of  incipient  distortions.  Young  infants  and  tliose  whose 
bones  are  espceijilly  vnlneraljle  should  spend  much  of  the  time 
in  the  reclining  posture.  The  Bra<lford  frame  or  similar  appli- 
ance is  especially  useful  in  the  treatment  of  this  class  of  cases. 
The  treatment  of  the  more  advanced  deformities,  by  support  or 
by  operation,  is  described  elsewhere. 

"Late  Bickets." 

Late  rickets  is,  as  the  name  implies,  an  affection  presenting 
all  the  characteristics  of  the  common  infantile  form.  This,  in 
rare  instances,  appears  in  later  childhood  or  even  in  adolescence  ; 
in  some  cases  the  affection  appears  to  be  a  continuation  or 
recrudescence  of  the  infantile  form  ;  in  others  no  history  of  a 
preceding  affection  can  be  obtained.' 

By  many  writers  the  term  late  rickets  is  improperly  used  to 
explain  the  deformities  of  adolescence,  genu  valgum,  coxa  vara, 
and  the  like,  although  none  of  the  distinctive  signs  of  the  affec- 
tion may  be  present.  Local  rickets  is  less  objectionable  as 
applietl  to  the  same  class  of  cases. 


Chondrodystrophia. 

Synonyms.     Fcetal  rhachitis,  achondroplasia. 

Cases  that  present  the  signs  of  what  appears  to  be  severe 
general  rliaehitis  at  liirth  are  not  especially  uncommon.  The 
trunk  is  disprojwrtionately  long  as  compared  to  the  stunted 
limbs  ;  the  head  Ls  large,  the  chest  presents  a  pigeon-like  distor- 
tion, and  the  epiphyses  appear  to  be  generally  enlargetl.  In 
some  instances  t!ie  back  is  curved  into  a  rigid  kyphosis,  or  scoliosis 
and  restricted  motion  or  apparent  fixation  of  many  of  the  joints 
may  be  present. 

Etiology  and  Pathology.  These  cases  were  formerly  sup- 
posed to  be  instances  of  intra-uterine  rhachitis  ;  chondrodystrophia 

I  Drowltt.    TraoucUons  of  tbe  London  I>kiliuloglciil  Society,  ISSl,  toL  xzxil.    ClutUin, 
81.  Tbomai'  Boipluil  Re|iorU,  1884.  toI.  iIv. 
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18  not,  however,  the  result  of  a  disturbance  of  nutrition  ;  it  is  due 
apparently  to  a  congenital  defect  in  the  bones  themselves  or  rather 
of  the  original  cartilage.  Rhachitis  is  characterizwl  by  hyper- 
trophy of  the  epiphyseal  cartilages  and  by  delayed  ossification. 
In  chondrodystrophia,  on  the  contrary,  there  is  atrophy  of  the 
epiphyseal  cartilages  and  abnormal  rapi<lity  of  ossification.  On 
section  of  a  bone  the  shaft  is  seen  to  be  thickened  and  stunted, 

Fig.  2SS, 


Chondrodyitro|>hi*  or  slight  degree,  contramed  wlUi  ordinary  rhachUla,  In  ainti-rs.  1.  Chon- 
diodyuropbli.  Broad,  abort,  very  flexible  bandH :  trunk  dlnproportlonatcly  long ;  knock- 
koee*.  Age,  Ave  and  a  half  years ;  helgbt,  nOKj  Inches ;  normal  height,  iO  Inebea.  ::.  Rb&- 
cliltla,  bow-legs ;  age,  four  yean ;  height,  32' ,,  Inches ;  normal  height.  30  Inches. 


the  epiphyses  are  enlarged  also,  and  these  hypertrophied  and 
prematurely  o.ssified  segments  may  overhang  the  diminutive  car- 
tilage  that  intervenes. 

Chondrodystrophia,  or  an  affection  resembling  it,  is  sometimes 
seen  (Fig.  "28.5)  in  a  very  mild  form  j  the  appearance  of  the  child 
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suggests  rhachitis,  but  the  stunting  of  the  growth  is  greater  than 
is  ever  the  result  of  rhachitis  of  corresponding  severity. 

CnETlxiSM.  Cretinism  may  cause  a  similar  dwarfing  of  the 
stature,  and  (.'rL'tiiiism  may  be  combined  with  chomlrodystrophia, 
but  in  most  instances  the  symptoms  of  mental  deficiency  that 
acconiiinny  erctinisni  are  lacking  in  this  affection. 

Treatment.  The  treivtment  of  so-called  ffetal  rhachitis  con- 
sists in  regular  massage  and  manipulation  of  the  distorted  parts 
and  of  the  anchyloscd  joints.  This  trcafmciit  may  extend  over 
several  years,  during  which  the  limbs  and  back  must  l>e  protectetl. 

Rest  on  the  Bradford  frame  during  the  period  of  active  treat- 
ment is  advisable.  If  congenital  cretinism  is  susi>ected  the 
administration  of  thyroid  extract  would  be  indicated. 

ProgfDOsis.  By  persistent  treatment  the  range  of  motion  in 
the  stiffened  joints  may  be  regained,  but  the  prognosis  as  to 
growth  is  bad.  The  patients  present  in  later  years  the  abnor- 
mally long  trunk  and  stunted  extremities  that  were  present  at 
birth. 

Infantile  Scorbattts. 

Synonyms.     Scurvy,  scurvy  rickets. 

Scurvy  in  infancy,  as  at  other  periods  of  life,  is  a  constitutional 
disease  depcndt'nt  upon  impaired  luitritiou,  caused  apparently  by 
the  deprivation  of  proper  food.  The  disease  was  originally 
descrilied  by  Smith  and  Barlow  as  scurvy  rickets,  but  it  may, 
and  often  does,  occur  independently  of  the  latter  affection. 

Pathology.  The  pathological  changes  most  often  found  in 
cases  of  the  advanced  type  are  hemorrhages  beneath  the  mucous 
membranes  and  the  periosteum.  Sejiaration  of  tlie  epiphyses 
may  occur. 

Symptoms.  Tlie  disease  is  ujost  often  observed  in  bottle-fed 
infants  from  six  to  eighteen  months  of  age.  In  some  instsinces  the 
patients  are  evidently  ill-nourished,  but  in  others  they  may  appear 
to  be  in  good  conditiun.  The  esirly  symptoms  resemble  rheu- 
matism. The  child  shows  evidences  of  discomfort  when  certain 
joints,  usually  of  the  lower  extremity,  are  moved,  and  as  tlie 
disease  jirogresses  it  may  scream  whenever  it  is  turned  or  lifted. 
The  painful  joints  are  sensitive  to  press\ire  and  they  may  be 
somewhat  enlarged,  but  local  heat  and  retlness,  as  well  as  fever, 
are,  as  a  rule,  absent.  After  dentition  the  gums  may  lie  swollen 
and  spongy,  and  hemorrhageji  into  the  skin  or  beneath  the  mucous 
membranes  may  occur.     In  extreme  cases  the  swelling  about  a 
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joint  due  to  effusion  of  blood  and  accompanied,  it  may  be,  by 
separation  of  the  epiphysis  may  be  mistaken  for  the  symptoms 
of  infectious  epiphysitis  or  even  for  sarcoma. 

Treatment.  The  treatment  consists  primarily  in  the  regula- 
tion of  the  diet,  particularly  in  the  substitution  of  fresh  milk, 
properly  modified,  for  the  patent  food  or  sterilized  milk  that 
may  have  been  employed.  This  should  be  .supplemented  by 
orange  juice,  or  that  of  other  fresh  fruit.  The  change  of  diet 
usually  relieves  the  symptoms.  During  the  painful  stage  of  the 
disease  complete  rest  in  the  horizontal  position  on  a  pillow  or 
frame  may  be  indicated  ;  later,  massage  of  the  limbs  and  back 
may  be  of  service  in  improving  the  nutrition,  and  remedying 
slight  deformity. 

Fragilitas  Ossiom. 

Sjmonym.     Idiopathic  osteopsathyrosis. 

Idiopathic  fragility  or  osteopsathyrosis  is  of  congenital  origin. 
The  bones  appear  to  be  weak  simply  because  of  a  failure  in  the 
formation  of  periosteal  bone.  In  such  cases  there  may  be  dis- 
tortions at  birth,  apparently  caused  by  intra-uterine  fractures, 
and  in  after-life  fracture  may  follow  the  slightest  accident  or  even 
sudden  motion.  Blanchard'  has  reported  a  case  in  which  there 
were  seventy  distinct  fractures  between  the  ages  of  two  months 
and  twenty-seven  years.  A  similar  case  was  for  many  years 
under  treatment  in  the  Hospital  for  Ruptured  and  Crippled. 
For  a  part  of  the  time  the  trunk  and  legs  were  inclosed  in  a 
plaster-of-Paris  casing  to  prevent  the  fractures  that  followed  even 
ordinary  movements.  At  the  age  of  fourteen  the  strength  of  the 
bones  had  increased  sufficiently  to  enable  the  patient  to  walk 
about  with  the  support  of  braces,  but  he  was,  in  stature,  about 
the  size  of  a  child  of  seven  years. 

Fractures  in  this  class  of  cases  are  attended  with  but  little 
pain.  They  unite  slowly  with  but  a  small  callus.  It  is  prac- 
tically impossible  to  prevent  a  certain  amount  of  deformity. 
With  advancing  years  the  liability  to  fracture  may  diminish, 
but,  as  a  rule,  the  patient  is  disabled  and  dwarfed  in  stature. 

The  treatment  is  protective,  ilassage  is  of  some  service  in 
improving  local  nutrition.     Medication  is  of  little  avail.^ 

There  are  many  other  conditions  that  cause  local  or  general 

>  TramactionB  American  Orthopedic  Association,  vol  vi. 

*  Poiak.    Bull,  et  Mim.  de  la  Soc.  Obst.  et  Gyn.  de  Paris,  1840.    Salvetti,  Beitr.  znr  Path. 
Anat.  and  AUg.  Path..  1894,  Bd.  zri. 
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fragility  of  the  bones  and  thus  an  increased  liahility  to  fracture. 
For  example,  the  weakness  of  old  age,  sometimes  called  senile 
rickets ;  the  atrophy  caused  by  disuse  incidental  to  chronic  joint 
disease,  or  the  weakness  that  may  be  caiise<l  by  certain  diseases  of 
the  nervous  system.  In  otiier  instances  the  weakening  may  be 
the  direct  result  of  disesisf,  as,  for  example,  osteomalacia  or 
rhachitis,     (See  Atrophy  of  Boue,  page  241.) 

Osteomalacia. 

Synonjrm,     Mollitis  ossium. 

Osteomalacia  is  a  disease  of  an  inflammatory  nature,  charac- 
terized by  an  absorption  of  the  earthy  substances  (decalcification) 
of  the  bones  and  by  deformity.     The  disease  is  one  of  adult  life. 

Fra.  2M. 


Ostoomalaela  in  a  ohUd. 


It  is  far  more  common  among  females  than  males,  and  pregnancy, 
in  about  half  of  the  cases  that  have  been  reported,  seemed  to  be 
the  exciting  cause.  The  disease  usually  begius  insidiously.  The 
symptoms  are  paiu  on  motion,  referred  to  the  pelvis  and  to  the 
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thighs.  This  is  siipiwswl  to  be  of  rheumatic  origin  until  the 
chamcter  of  the  affection  is  made  evident  by  the  weakness  of  the 
limbs  and  by  the  deformities.  These  deformities  are  of  greater 
interest  to  the  obstetrician  tlian  to  the  surgeon,  for  when  the 
affection  complicates  pregnancy  the  distortion  of  the  jieK'is  may 
be  so  great  as  to  prevent  normal  delivery. 

Osteomalacia  in  Childhood.  Three  cases  of  osteomalacia  in 
childlio«id  iiave  l)een  reported  by  Siegert,'  and  one  case  has  come 
under  my  observation.  The  patient,  one  of  twelve  living  chil- 
dren of  healthy  parents,  was  nursed  by  his  mother  for  the  usual 
periwl,  and  until  the  age  of  four  years  he  appeareil  to  be  perfectly 
healthy.  At  this  time,  without  known  cause,  genend  weakness 
became  apparent,  and  at  the  same  time  deformities  of  the  lower 

Fio.  as7. 


Oatdtlt  deronnani  In  a  remale  Mventy-Uiree  yi»n  of  ■(«,   (Limn.^) 

extremities  developetl.  At  the  age  of  six  years  he  was  unable  to 
stand.  At  the  present  time  the  condition  of  the  patient,  now 
nine  years  of  age,  is  shown  in  Fig.  '2M.  There  is  no  evidence 
of  rhachitis  or  of  paralysis.  The  patient  has  never  suffered 
from  pain  or  discomfort.  The  lower  extremities  are  somewhat 
atrophieil  from  disuse,  the  bones  are  abnorninlly  flexible  ami  are 
distorted  lo  a  moderate  degree.  The  epiphyses  are  not  enlarged 
(Fig.  282). 

Treatment.  As  the  etiology  of  the  affection  is  unknown, 
the  treatment  is  therefore  experimental  or  symptomatic  and 
palliative. 

Local  Osteomalacia.  When  deformity  of  a  bone  appears  and 
increases  without  apparent  cause  it  is  often  assumetl  that  a  local 
disease — "  local  rickets  or  local  osteomalacia" — is  present. 


>  Mttnob.  med.  Wocbenichr.,  .'iorember  I,  isag, 
'  Prince.    American  Journal  of  Uie  Medical  Sciencet,  Noretnber,  1(02. 
3-.! 
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Local  weakness  uiid  deformity  may  l)e  caused  by  injury  or  by 
subacute  osteomyelitis  and  the  like.  If  there  is  a  distinct  local 
disease  that  deserves  the  uaiue  of  local  osteomalacia,  its  cause  has 
not  been  detenuiued. 

Osteitis  Deformans. 

This  disease  was  first  describetl  hy  Paget'  in  1S77.  It  is  a 
chronic  inHaminatory  affection  of  the  Lmjuo.s,  eharacterized  by 
hypertrophy  and  softening.  "  Tlie  bones  enlarge,  soften,  and 
those  bearing  weight  beajme  unnaturally  curved  and  misshapen." 


Flo.  288. 


no.  a». 


Normal  UbU  and  fooU 


Osleltii  derornuiDii.    Hyperoitod*  and  dcealol- 
acaUon.  (FlUt.)    Contrast  with  Fig.  2». 


Se<;tion  of  an  affected  bone  shows  it  to  be  markeilly  increased 
in  size,  and  somewhat  in  length,  by  a  couiliination  of  rarefying 
and  formative  osteitis.  The  inner  layers  become  porous,  and  at 
the  same  time  new  bone  is  deposited  benoatli  the  periosteum. 

The  disease  appears  to  l>e  eoufinetl  to  adult  life,  and  it  is 
apparently  more  common  among  males  than  females.  Of  07 
cases  collected  by  Packard,  Steele,  and  Kirkliride,'  fJl  per  cent, 
were  in  males.     Occasionally  but  a  single  bone  is  affected.    Such 


>  Med.  Chlr.  Trans.,  1R82.  toU.  xI.  and  IzT. 

'  American  Journal  of  the  Medical  Sdencaa,  November,  IWl. 
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are,  in  all  probability,  early  cases,  for,  as  a  rule,  the  lesions  are 
symmetrical  and  general  in  distribution,  the  bones  of  the  lower 
extremity,  the  skull,  and  the  spine  being  more  often  involved. 
Thus  the  head  progressively  increases  in  size,  and  the  legs  become 
bowed.  If  the  spine  is  affected  it  bends  forward,  forming  a  long, 
more  or  less  rigid  kyphosis. 

Aside  from  the  deformities  and  the  characteristic  enlargement 
of  the  bones,  the  symptoms  are  not  marked.  At  times  complaint 
is  made  of  pain  usually  supposed  to  be  rheumatic  until  the  char- 
acteristic changes  in  the  bones  appear.  The  disease  is  extremely 
chronic  in  its  course,  and,  as  a  rule,  the  general  health  is  not 
seriously  affected.  In  several  instances  sarcoma  of  bone  finally 
caused  death  many  years  after  the  onset  of  the  disease.  Its 
etiology  is  unknown,  and  its  treatment  is  palliative. 

Secondary  H]rpertrophic  Osteo-arthropathy.' 

Osteo-arthropathy  is  an  inflammatory  disease  of  the  bone  char- 
acterized by  hypertrophy,  clubbing  of  the  fingers,  and  effusion 
into  certain  of  the  joints.  The  hypertrophy  is  caused  by  a 
deposition  of  layers  of  bone  beneath  the  periosteum  of  the  meta- 
carpal and  metatarsal  bones,  the  phalanges  and  the  distal 
extremities  of  the  adjoining  bones  of  the  arms  and  legs.  Less 
often  the  area  of  the  disease  is  more  extensive,  involving  the 
femora,  the  humeri,  and  the  spine  even. 

Osteo-arthropathy  is  usually  a  complication  of  pre-existing 
chronic  disease,  most  often  of  the  lungs.  The  patient  first 
notices  clubbing  of  the  terminal  phalanges  and  hypertrophy  of 
the  finger-nails,  later  an  increasing  enlargement  of  the  wrists  and 
ankles  and  of  the  hands  and  feet,  accompanied  by  discomfort, 
sensitiveness  to  pressure,  and  often  by  effusion  into  the  neighbor- 
ing joints,  symptoms  that  would  be  classed  as  rheumatic  were  it 
not  for  the  evident  hypertrophy.  .....i.-i^.^ 

The  clubbing  of  the  fingers  is  due,  in  part  at  least,  to  impair- 
ment of  the  circulation,  and  the  connection  of  the  disease  of  the 
bones  with  that  of  the  lungs  has  suggested  the  theory  that  it  is 
caused  by  the  absorption  of  toxins,  and  that  its  etiology  is  similar 
to  the  amyloid  hypertrophy  of  the  internal  organs  that  sometimes 
follows  chronic  disease  of  bones  and  joints  attended  by  suppuration. 

The  treatment  is  symptomatic,  and  as  the  affection  is  almost 

>  Marie.    Revue  M<^dlcale.  Paris,  1890,  x.  p.  1.    Hamburger,  Wiener  klin.  Woch.,  1889,  No. 
11 ;  Deutsclie  Cbir.,  1899.  L.  28. 
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always  secondary  to  a  graver  disease  but  little  is  known  of  its 
outcome.  It  is  certain,  however,  that  the  secondary  osteo-arthro- 
pathic  symptoms  become  less  marked  or  may  even  disappear  as 
the  patient  recovers  from  the  original  disease  of  the  lungs  or 
other  organs.  The  affection  is  very  uncommon  in  childhood. 
In  one  characteristic  case  observed  by  the  writer  complete  recovery 
followed  the  cure  of  Potf  s  disease  and  chronic  bronchitis,  the 
hypertrophied  phalanges  alone  remaining.' 

Acromegalia. 

This  affection  is  also  characterized  by  progressive  enlargement 
of  the  hands  and  feet,  but  it  differs  from  osteo-arthropatby  in  that 
all  the  tissues  are  involved  in  the  hypertrophy.  The  hypertrophy 
of  the  bone  is  limited  to  the  epiphyseal  extremities,  and  is  slight 
compared  with  that  of  the  soft  parts.  The  face  is  often  involvetl, 
the  tissues  of  the  nose,  lips,  and  ears  being  enlarged  and  thickened, 
together  with  the  underlying  bones,  so  that  the  expression  is  very 
markedly  changed. 

Acromegalia  is  common  among  those  of  gigantic  stature,  the 
local  hypertrophy  and  the  gigantism  both  being  due,  it  is  sup- 
posed, to  disease  of  the  pituitary  gland. 

Diagnosis.  The  three  affections  that  have  been  described — 
osteitis  deformans,  osteo-arthropathy,  and  acromegalia — are  rare 
diseases,  and  they  are  of  little  practical  interest  to  the  surgeon 
other  than  from  the  standpoint  of  disignosis.  This  might  be 
somewhat  difficult  if  the  pathological  process  were  confined  to  a 
single  bone  or  limb,  as  is  sometimes  the  case  in  osteitis  deformans. 

The  essential  characteristics  of  the  three  diseases  may  be  sum- 
marized as  follows  :  In  osteitis  deformans  the  entire  bone  is 
increased  in  size  and  length,  and  because  of  the  coincident  weak- 
ening of  its  structure  it  l)ecomes  distorted  ;  the  skull  is  usually 
involved,  but  the  hands  and  feet  are  not  often  affected.  It  is  a 
disease  of  middle  or  later  life,  and  there  are,  as  a  rule,  no  symp- 
toms other  than  those  due  to  the  local  changes  in  tlie  bones. 

In  osteo-arthropathy  the  process  is  an  hypertropliy  of  a  slight 
degree,  caused  by  deposition  of  periosteal  bone,  especially  about 
the  distal  extremities  of  the  shafts  of  the  lx)neK  adjoining  the 
hands  and  feet.  It  is  not  often  accompanied  by  tiie  weakness  or 
tlie  deformity  that  is  characteristic  of  the  preceding  affection  ; 
the  skull  is  not  usually  involvc<l,  but  the  long  Iwncs  of  the  hand 

<  Wbttman.    Pediatrics,  February  13, 1899. 
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and  feet  are  thickened,  so  that  these  members  are  markedly 
increased  in  size.  There  is  often  coincident  discomfort  and  swell- 
ii^  of  the  neighboring  joints.  As  a  rule,  the  local  affection  of 
the  bones  is  secondary  to  chronic  disease  of  the  lungs. 

In  acrom^alia  the  marked  changes  are  hypertrophic  enlarge- 
ments of  the  hands  and  feet  in  which  all  the  tissues  are  involved  ; 
the  hypertrophy  of  the  bones  is  most  marked  about  the  epiphyses, 
the  diaphyses  remaining  unaffected ;  thus  it  differs  from  the 
preceding  disease,  in  which  similar  enlargement  of  the  extremities 
occurs.  The  head  is  often  involved,  but  the  hypertrophy  is  of 
all  the  structures  of  the  face,  not  of  the  skull,  as  in  osteitis 
deformans. 

The  disease  appears  to  be  confined  to  early  adult  life,  and 
it  is  often  preceded  or  accompanied  by  symptoms  of  a  general 
nature,  headache,  mental  impairment,  and  the  like. 

The  changes  in  the  bones  characterizing  the  affections  may  be 
easily  demonstrated  by  means  of  the  Roentgen  pictures. 
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(16.6  per  cent.)  in  males.*  In  500  cases  from  the  records  of  the 
Hospital  for  Ruptured  and  Crippled,  investigated  for  me  by  Dr. 
C.  P.  Flint,  413  (82.6  per  cent.)  were  in  females  and  87  (17.4 
per  cent)  in  males. 

The  dislocation  is  more  often  unilateral  than  bilateral.  In 
Lorenz's  series  of  671  cases  421  (64.4  per  cent)  were  single  ; 
225  of  the  right,  196  of  the  left  side.  In  245  cases  (36.6  per 
cent.)  the  displacement  was  bilateral. 

Statistics  of  Five  Hundred  Cases  op  Congenital  Dislocation  of 
Hip,  Recorded  at  the  Hospital  fob  Ruptured  and  Crippled. 

Per  cent. 

Halea 87  17.40 

Females 413  82.60 

500  100.00 

Right  blp 135  27.66 

Left  Up 218  44.47 

Both 186  27.87 

489  100.00 

Notspecifled 11 

600 
MaUi. 

Right  hip 25  3048 

Left  hip 82  39.04 

Both 25  30.48 

82  100.00 

Not  specified 5 

87 
FenuUa. 

Right  hip 110  27.04 

Left  hip 186  55.69 

Both Ill  27.27 

407  100.00 

Notspecifled 6 

413 

The  dislocation  at  the  time  when  the  patients  are  brought  for 
treatment  is  usually  posterior,  upon  the  dorsum  of  the  ilium  ;  in 
other  instances  it  is  anterior,  and  the  head  of  the  bone  may  be 
felt  beneath  the  anterior  superior  spine.  It  is  probable,  however, 
that  the  primary  displacement  is  often  directly  upward,  for  in 
those  cases  discovered  iu  infancy  this  position  is  common. 

Pathology.  The  pathological  anatomy  of  the  dislocation  was 
first  clearly  demonstrated  by  Dupuytren  in  1826,  and  since  1890, 
when  the  open  operation  was  first  performed,  the  exact  relation 
and  the  appearances  of  the  different  components  of  the  joint  have 
been  described  in  detail  by  HofFa,  Lorenz,  and  other  operators. 

>  Bemaccbl.    ZeiU.  Ortb.  Chir.,  vol.  ii.  p.  275. 
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Flo.  291. 


The  condition  of  the  joint  varies  with  the  age  of  the  patient 
and  the  strain  and  friction  to  which  the  displaced  parts  have 
been  subjected.  In  early  infancy  it  may  be  assumed  that  the 
•  heofl  of  the  bone  lies  in  close  proximity  to  what  is,  in  some 
instances,  a  practically  normal  acetabulum  ;  in  others  to  one  that 
is  somewhat  rudimentary,  often  shallow  and  small,  sometimes  of 
an  oval  or  of  a  somewhat  triangular  shape.  Tlie  <icdabnlum  is 
covered  with  normal  hyaline  cartilage,  the  ligamentum  teres  is 
present,  and  the  capsule  is  of  nearly  normal  structure.  At  a  later 
time,  when  the  joint  is  expose<l  at  ojicRition  at  the  age  of  five  or 
more  years,  the  capacity  of  the  rudimentary  acetabulum  may  be 
lessened  by  a  dejxjsit  of  fat  and  fibrous  ti.ssue.  As  a  rule,  how- 
ever, it  appears  to  l)e  of  fair  size  and  depth.  The  cajtsule  is 
elongated  to  accommodate  the  upward  displacement  of  the  femui-. 
It  is  hypertrophied,  especially  where  it  covers  the  upper  part  nf 

the  head  of  tlie  bone,  and  it 
may  be  drawn  into  a  shape 
like  an  hour-gla.ss  ;  the  up- 
per part  contains  the  head 
of  the  bone  ;  the  anterior  wall 
is  drawn  tightly  across  the 
acetabulum,  forming  at  its 
upper  LonL-r  a  narrow  slit- 
like communication,  through 
which  tin.'  ligamentum  teres 
pa.s-ses  if  it  be  present  (Fig. 
28(5).  The  interior  of  the 
capsule  is  in  part  lined  with 
synovial  membrane,  and  it 
often  contains  more  synovial 
Huid  than  is  found  in  the 
normal  joint. 

The  lii/iiiitentum  teres,  al- 
congeuiui  duioation  of  uic  hip,  showing  the   thouirh  probably  present  at 

orlKliul  and  the  mcqulrwl  Boctabol*.    (Loreiit-)  ,  •  « 

birth  in  a  large  proportion  of 
the  cases,  becomes  attenuated  and  ribbon-like  with  the  increasing 
elongation  of  the  capsule,  and  after  the  age  of  five  years,  or  at 
the  time  when  the  open  operation  is  performetl,  it  is  usually  absent, 
and  far  more  often  in  the  bilateral  than  in  unilateral  cases. 
According  to  Lorenz,  in  52  oases  between  two  and  a  half  and 
five  years  it  was  present  in  17;  in  48  cases  beyond  the  age  of 
five  years  it  was  present  in  but  4.     In  rare  instances  it  may  l>e 
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hypertrophied. 
in  a  very  much 
so  rudiraentary 
A  shallow  Mcc 
presaure  of  the 
aud  in  part  the 
found  upon  the 
depth  to  assure 


In  my  own  experience  the  ligament  is  present 

larger  proportion  of  the  cases,  although  it  is  often 

that  it  might  easily  he  overlooked. 

omidi-y  aeddbuluin,  formed  in  part  by  the  direct 

head  of  the  bone  through  the  adherent  capsule, 

result  of  irritation  of  the  periosteum,  is  usually 
ilium  (Fig.  292),  but  it  is  not  often  of  sufficient 
a  secure  support  for  the  head  of  the  femur  ;  thus 


Fio.  292. 


CoDgealtAl  (ILilooatlon  of  the  blpln  wlultoge,  abowlDg  the  abiiomul  »h«pe  of  the  ace- 
tabulum, tbe  deprenluDs  In  tbe  ilium  caused  by  the  ptemure  and  frictiou  of  the  head  of  the 
Amur,  and  the  deitrueUTe  eObct  of  tbl*  pretsure  and  friction  upon  the  femur.    (Adami.) 

its  upper  margin  gradually  recedes  or  two  distinct  depressions 
may  be  formed,  one  above  the  other.  The  upjier  extremity  of 
the  femur  is  usually  somewhat  atrophied.  The  neck  is  often 
shorter  than  normal,  and  its  angle  may  be  lessened,  iin<l  in  many 
instances  its  forward  inclination  is  increased.  The  head  of  the 
bone  may  be  nearly  normal,  although  usually  it  is  somewhat 
flattened  on  its  inner  and  under  surface,  or  it  may  be  somewhat 
conical,  acom-like  in  shape,  or  again  compressed  from  side  to 
side  to  an  almond  shape  or  otherwise  distorted.     The  abnormal- 
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The  long  muscles  of  the  thigh  are  shortened,  while  those 
attached  about  the  trochanter  are  changed  in  direction  and  are 
usually  lengthened.  There  is  also  a  slight  general  muscular 
atrophy  that  is  particularly  marked  in  the  gluteal  group. 

The  changes  that  have  been  described  are  in  great  degree 
secondary  to  the  displacement.  They  are  in  part  congenital,  in 
part  accommodative,  and  in  part  due  to  the  influences  of  attrition 
and  injury,  to  which  the  abnormal  mobility  predisposes.  Thus, 
as  a  rule,  they  become  more  marked  with  increasing  age,  and  in 
some  of  the  adult  specimens  but  little  resemblance  to  the  normal 
parts  remains. 

As  a  rule,  congenital  dislocation  of  the  hip  is  not  accompanied 
by  defective  development  or  deformity  elsewhere,  although  cases 
are  sometimes  seen  in  which  a  general  laxity  of  ligaments  is 
present  or  in  which  the  dislocation  may  be  one  of  a  series  of 
deformities  and  malformations. 

Etiology.  Nothing  positive  is  known  of  the  etiology  of  the 
dislocation.  In  a  small  proportion  of  the  unilateral  cases  it  may 
be  due  to  violence  at  birth,  but  the  fact  that  nearly  85  per  cent, 
of  the  patients  are  females  makes  it  evident  that  the  primary 
cause  can  be  neither  injury  nor  disease. 

Hereditary  influence  can  be  established  in  a  few  instances. 
The  writer  has  examined  three  female  children  in  a  family  of 
nine,  in  each  of  whom  there  was  dislocation  of  the  left  hip,  the 
order  being  the  third,  eighth,  and  ninth  child.  Also  twins  in 
another  family,  one  having  single  and  the  other  double  disloca- 
tion. And  in  four  instances  congenital  displacement  was  present 
in  the  mothers  of  patients. 

Of  the  various  theories  that  have  been  advanced  to  account  for 
the  condition,  the  most  reasonable  seems  to  be  defective  develop- 
ment. This  defective  development  may  affect  the  entire  acetabu- 
lum, or  it  may  involve  only  its  posterior  margin,  or  the  cause  of 
the  displacement  may  be  an  abnormal  laxity  of  the  capsule  that 
predisposes  to  displacement  when  the  thigh  is  flexed  and  ad- 
ducted. 

It  is  evident  that  the  defective  development  may  be  the  cause 
of  the  luxation,  or  it  may  be  an  effect  of  displacement  or  mal- 
position which  in  turn  may  be  due  to  an  abnormal  or  constrained 
attitude  of  the  fcetus. 

The  predisposing  attitude  is  doubtless  flexion  and  adduction  of 
the  thigh,  and  dislocation  at  this  joint  is  relatively  frequent 
because  the  acetabulum  is  shallow  in  foetal  life.     According  to 
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Sainton's  observations,  in  newborn  children  it  covers  but  one- 
third  of  the  femur,  but  at  tlie  age  of  five  years  it  is  sufficiently 
deep  to  contain  one-half  of  it. 

Heusner'   and  Marcwald,  from  an  examination  of  eighty-five 
fcetuses,  conclude  that   the  greater  liability  of  females   to  the 

disloiwtiou  is  explainetl  bv 
the  disproi>ortionate  laxity 
of  the  capsule  as  compared 
with  males. 

It  is  probable  that  the  dis- 
location, in  some  cases  at 
least,  is  at  birth  a  subluxa- 
tion only,  that  becomes  com- 
pleU'  through  muscular  ac- 
tion and  by  the  use  of  the 
limb  in  standing  and  walk- 
ing. 

Symptoms.  The  dis- 
placement does  not,  as  a 
rule,  attract  attention  until 
the  child  begins  to  walk, 
although  in  some  cases  the 
niotJR'r  limy  have  noticed  a 
j>eculiar  breadth  of  pelvis,  or 
a  "  lump  "  on  the  buttock, 
or  a  "  snup|»ing  "  about  the 
hip-joiut,  or  a  peculiar  atti- 
tude of  the  limb  before  this 
time. 

Unilateral  Dislocation,  If 
the  displacement  is  of  one 
side,  a  limp  is  inunodiately 
aj)parent,  which  becomes 
more  noticeable  as  the  child 
grows  older.  The  limp  is  {)eculiar,  and  its  character  is  ex- 
plained by  its  cause ;  for  the  :<hortene<l  limb,  owing  to  the 
elasticity  of  the  capsule,  becomes  still  shorter  when  the  weight 
falls  upon  it;  thus  in  walking  there  is  a  peculiar  lunge  of  the 
body  toward  the  short  side,  that  has  been  likened  to  the  motion 
in  walking  down  stairs.     In  the  ordinary  form  the  head  of  the 


CongeDiUI  ditlocatlon  of  both  tilps.  llliutraUiig 
tbe  •epamtioD  of  the  tbigha,  tbe  abnonnal  brewlth 
01  tbe  pelWo  rvIod,  and  the  promioent  croclxanien. 


'  ZelU.  f  Orth.  Chlr.,  1902,  Bd.  x.  H.  4. 
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may  be  seen  as  an  abnormal  lateral  projection,  on  a  level  with 
the  anterior  superior  spine,  which  is,  as  has  been  stated,  some- 
what tiltetl  downward. 

In  childhood  motion  in  the  false  joint  is  more  free  than  normal, 
and  the  abnormal  mobility  can  be  demonstrated  by  alternate 
traction  an<l  upward  pressure  on  the  limb,  but  as  the  femur 
becomes  larger  and  the  upward  displaceuieut  increases,  the 
mobilit)'  is  restricted.  The  range  of  abduction  is  much  diminished, 
and  in  extreme  cases  the  lind>  may  become  permanently  adducted 
and  flexetl,  thus  adding  the  apparent  shortening  of  adduction  to 
that  caused  by  the  disknaition  (Fig.  297), 

Bilateral  Dislocation.  When  the  dislocation  is  bilateral  the 
shortening  of  the  linil)s  is,  as  a  rule,  equal  or  nearly  so,  and  if,  as 

FlO.  2S7. 


Congenital  dislocaUon  In  kn  atlolescent,  lUuxtntlng  the  Sexlon  oontncUon 
In  >  well-marked  cme. 


is  usual,  both  femora  are  tlisplaced  backward,  the  pelvis  is  tilted 
forward  ;  tlius  in  compensation  '*  the  hollow  "  of  the  back  is 
increased,  the  aMomeu  protrudes,  the  buttocks  are  flattened,  the 
j)elvis  appears  to  be  abnormally  wide,  and  the  thighs  are  aep- 
arate<l  by  a  considerable  interval  (Figs.  '2iK)  and  2}Mj).  The  limp 
characteristic  of  tlie  single  displacement  is  replaced  by  an  exag- 
geratetl  wddillr,  a  "  sailor  gait." 

Oeneral  Symptoms.  In  early  childhood  there  are  no  special 
symptoms  other  than  the  limp  or  the  waddle,  but  as  the  child 
becomes  more  active  it  usually  complains  of  dhcomfort  after 
exertion.  It  is  easily  fatigued,  and  at  times  it  may  suffer  actual 
pain.  These  symptoms  are,  of  course,  more  marked  in  the  double 
than  in  the  single  displacement,  because  in  the  latter  case  the 
normal  limb  is  capable  of  bearing  more  than  its  share  of  the  strain. 
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The  symptoms  often  increase  during  adolescence,  but  they  may 
become  less  troublesome  in  adult  life,  when  the  head  of  the  bone 
may  have  found  a  permanent  resting  place  on  the  pelvis ;  a 
security  which  is  often  assured  by  a  corresponding  limitation  of 
the  range  of  motion.  The  shortening  and  the  secondary  effects 
of  the  displacement,  of  course,  persist,  so  that 
the  individual  is,  as  compared  with  the  normal 
standard,  more  or  less  disabled  and  deformed. 

The  great  majority  of  the  patients  are 
females,  and,  because  of  the  less  laborious 
occupations  and  the  distinctive  dress,  the  dis- 
ability and  its  effects  are  less  serious  than  if 
the  displacement  were  more  equally  divided 
between  the  sexes. 

Anterior  Dislocation.  The  symptoms  of 
the  unilateral  anterior  dislocation,  in  which 
the  head  of  the  bone  lies  beneath  the  anterior 
superior  spine,  are  much  less  marked  than  in 
the  ordinary  form  because  the  relation  of  the 
pelvis  to  the  femur  is  nearly  normal ;  so  that 
secondary  deformity  is  slight.  The  shorten- 
ing is  less  and  the  limp  is  less  noticeable 
because  the  resistance  of  the  tissues  attached 
to  the  anterior  superior  spine  is  sufficient  to 
assure  a  relatively  secure  support. 

In  bilateral  anterior  dislocation  the  entire 
body  is  swayed  slightly  backward,  but  the 
lumbar  lordosis  is  not  increased ;  in  fact,  the 
back  is  often  peculiarly  flat.  Otherwise  the 
symptoms  do  not  differ,  except  in  degree, 
from  those  of  the  posterior  displacement 
(Fig.  298). 

Snpracotyloid  Displacement.  As  has  been 
stated,  in  early  cases  the  displacement  may 
be  a  form  of  subluxation  in  which  the  head  lies  but  slightly 
above  the  normal  position.  The  same  upward  displacement  is 
occasionally  found  in  older  subjects.  The  physical  signs  are 
similar  to  those  of  the  anterior  displacement. 

Diagnosis.  The  diagnosis  offers  no  difficulty.  The  history 
of  the  limp  or  waddle  noticed  when  the  child  began  to  walk  and 
yet  unaccompanied  by  pain  or  preceded  by  injury  or  disease  is  in 
itself  sufficieutly  distinctive.     If  the  displacement  is  of  one  side, 


Bilateml  anterior  con- 
genluil  dislocaaon.  The 
lordosis  is  &r  leas  marked 
than  in  the  ordinary  form. 
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measurement  deuioustrates  the  shortening  as  compared  with  the 
other  limb,  a  shortening  that  is  explained  by  the  prominence  and 
the  elevation  of  the  trochanter  above  N6laton's  Hue.  Traction 
and  upward  pressure  on  the  leg  will  demonstrate  the  abnormal 
mobiiitj'  of  the  displaced  head  ;  and  finally,  if  the  thigh  be  flexed 
and  adducted  to  its  extreme  limit,  the  neck  and  head  of  the  femur 
can  be  easily  distinguished  moving  under  the  gluteal  muscles 
when  the  limb  is  rotated.     Thus  it  may  be  differentiated  from 

Fio.  »9. 


Bilslurul  cuagealt>l  dislocation  of  ihe  blp, 

depression  of  the  neck  of  the  femur  (co.r(t  vara),  in  which,  although 
the  trochanter  is  elevated,  the  neck  and  head  of  the  bone  Ciinuot 
be  felt,  and  in  which  tlie  abnormal  mobility,  characteristic  of  the 
dislocation,  is  absent.  Again,  coxa  vara  is  almost  never  a  con- 
genital affection ;  therefore,  the  history  itself  would  practically 
exclude  it. 

Upward  displacement  of  the  fenmr  not  infre(|ueutly  follows 
itifectlotui  epiplii/sitw  or  Kiilintln  of  infancy  or  c«irly  chiMhood. 
In  such  cases  a  jmrt  of  the  upper  extremity  of  the  bone  is  usually 
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destroyed,  tso  that  the  head  cannot  be  distinguished  on  palpation. 
Although  the  other  phj^ieal  signs  are  similar  to  those  of  tlie 
congenital  displac^ement,  the  scars  about  the  joint  show  the  evi- 
dence of  former  disease,  and  tlie  history  is  almost  always  available 
for  diagnosis.  Thus,  as  a  rule, 
such  dlsjtbilities,  as  well  as  trau- 
matic dislocations  or  other  re- 
sults of  injury  or  disease,  are 
readily  excluded. 

The  bilateral  dislocation  pre- 
sents, of  course,  tlie  same  physi- 
cal signs  aa  the  single  form  ;  it  is 
even  more  easily  recognized  by 
the  peculiar  ajipiarance and  dis- 
tinctive g»iit  of  the  patient. 

The  waddling  gait  may  be 
simulated  by  that  of  extreme 
bow-legx,  but  the  hip-joiuts  are, 
in  this  deformity,  normal  in  ap- 
pearance and  function.  Tiie 
waddling  of  luvtbnr  PoWn  ili-- 
en«e  is  also  somewhat  similar, 
but  this  is  an  ac(piire<.l  painful 
disease  of  the  spine,  in  which  the 
hip-joints  are  normal  iu  appear- 
ance and  usually  so  in  function. 

Paeiulo/ii/perfrophic  ptircUyaw 
may  be  mentioned  as  causing  a 
somewhat  similar  gait  and  at- 
titude, but  here  the  resemblance 
ceases. 

As  has  been  stated,  the  diag- 
nosis of   congenital   dislocation 

can  be  easily  made  by  physical  examination  ;  the  only  real  diffi- 
culty is  e.xperienced  in  certain  dislocations  or  suiiluxations  of  the 
anterior  type  in  which  a  secure  secondary  acetabular  support  has 
forme<l,  and  in  ca-ses  seen  iu  early  infancy  in  which  the  dislocation 
may  l>e  incomplete,  but  opportunity  for  such  early  diagnosis 
is  rarely  offered.  In  doubtful  cases  a  Roentgen  picture  will 
demonstrate  the  character  of  the  disability  (Fig.  20ft). 

Treatment.     Dupuytren,  in  1829,  after  a  c.ireful  study  of  the 
anatomy  of  the  deformity,  came  to  the  conclusion  that  it  was  not 

33 
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only  incurable  but  that  jmlliation  of  its  effects  even  was  bardlr 
attainable  ;  and  for  sixty  years  the  statement  was  generally 
accepted,  although  cures  were  attained  in  all  probability  by 
Pravaz,  of  Lyons,  1847,  and  at  a  much  later  time  by  Paci,  of 
Pisa,  1887. 

The  term  dislocation  naturally  suggests  that  cure  implies 
replacement  and  retention  of  the  displace*!  bone  in  its  proper 
place,  and  in  1890  Hoffa,  now  of  Berlin,  first  jierfomied  this 
operation  with  success  by  opening  the  joint  from  behind  and 
enlarging  the  rudimentary  acetabulum  to  a  size  sufHcieut  to  con- 
tain the  head  of  the  bone.  The  details  of  the  operation  were 
afterward  modified  by  Lorenz,  of  Vienna,'  and  at  tlie  present 
time  the  original  oj»eratiou  has  been  to  a  great  extent  abandoned 
for  bloodless  reposition,  but  to  Hoffa  belongs  the  credit  for  the 
introduction  of  the  modern  treatment  of  this  disability. 

The  Lorenz   Operation   of  Bloodless  Reduction,  Retention, 
and  Weight  Bearing. 

This  treatment  is  based  on  the  exiierience  obtained  by  the 
open  treatment  that  an  acetabulum  of  fair  size  is  jiractically 
always  present.  This  acetabulum  is  not  of  sufficient  capacity  to 
retain  the  head  of  the  femur  when  the  limb  is  in  the  normal 
attitude,  but  it  is  sufficiently  deep  to  permit  of  retention  when 
the  limb  is  fixed  in  abduction. 

It  has  l)een  proved,  also,  that  by  traction  and  leverage  the 
head  of  the  femur  in  most  instances  can  be  forcetl  into  direct  eon- 
tact  with  the  rudimentarj"  aeetaliulum.  Once  this  contact  or 
reposition  is  attained,  the  limb  must  be  fixed  to  prevent  dis- 
placement, and  as  soon  as  possible  tlie  |>!»tieut  must  stan<l  and 
walk  in  order  that  the  weight  of  the  body  and  functional  use  nuiy 
deepen  the  rudimentary  acetabulum.  Meanwhile  the  distended 
capsule  and  other  tissues  contract  about  the  new  joint,  and  the 
muscles  become  accustomed  to  their  new  functions.  That  the 
acetabulum  may  be  actually  enlarged  by  the  presence  of  the  head 
of  the  fenuir  is  proved  by  the  fact  that  secondary  depressions  of 
sufficient  size  to  form  joints  of  fair  stability  are  often  found  upon 
tlie  pelvis  in  anatomical  specimens  from  older  subjects. 

The  first  step  in  the  operation  is  to  overcome  the  resistance  of 
the  tissues,  namely,  of  the  capsule  and  of  the  long  muscles  that 


>  Pmhiilogle  und  Tberaple  der  Angebonicn  Hoea  Vemnkung,  Wlen,  189S :  Ueber  beUODg 
d«r  Augeboroea  Boeftgelenk  Vcireukung,  Leipzig  u.  Wleii,  IMO. 
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have  beoiine  structurally  shortenetl  in  accommodation  to  the 
upward  disphicenient  of  the  hc^id  of  the  femur.  The  second  step 
is  to  re«Ujce  the  ilislocation,  or,  rather,  to  force  the  head  of  the 
femur  over  the  jMisterlor  or  upper  border  of  the  acetabulum. 
The  thinl  is  to  increase  the  security  of  the  artiouhition  by 
stretching  the  anterior  border  of  the  capsule.  The  fourth  is  to 
fix  the  parts  securely  iu  a  plaster  bandage. 

The  Lorenz  Operation.  The  patient  is  placed  ujwu  a  table  with 
a  thick  folded  sheet  beneath  the  buttocks.  The  assistant,  stand- 
ing opposite  the  operator,  fixes  the  pelvis  with  his  hands  (Fig. 
301).     In  some  instances  better  control   is  assured  by  pressing 

Fia.  301. 


ReducUonof  dUloeatlon  of  the  rigtii  hip.    Flratatep.    Thu  operator  break!  dowD  Itie 
reditenee  offiired  by  the  adducton  by  forcible  manage. 


the  flexed  thigh  of  the  sound  side  tlownwurd  against  the  abdomen, 
as  in  the  Thomas  Xnst  for  Hexion  in  liip  disease. 

The  oi^erator  first  Hexes  the  thigh  to  a  right  angle  with  the 
body,  then  forcibly  alnlucts  it,  at  the  same  time  kneading  the 
tense  muscles  with  the  ulnar  border  of  the  hand,  stretching  and 
nipturing  the  fibres  until  the  normal  prominence  has  entirely 
disappeared.  The  stretching  is  continued  until  the  limb  can  be 
forced  down  to  the  plane  of  the  body.  One  next  overcomes  the 
shortening  of  the  tissues  on  the  posterior  aspect  by  flexing  the 
limb,  extended  at  the  knee,  upon  the  trunk,  gradually  forcing  it 
downward  until  the  toes  may  l>e  placed  against  the  patient's  face 
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(Fig.  302).  During  this  manfruvre  the  assistant  fixes  the  pelvis 
bv  holding  the  extendetl  thigh  of  the  sound  side  firmly  against  the 
table.  The  next  step  is  to  overcome  the  resistance  of  the  tissues 
on  the  front  of  the  joint.  The  pelvis  is  fixed  by  the  assistant. 
The  leg  is  then  flexed  upon  the  thigh,  and  the  thigh  is  forced 
downward  l>ehind  the  plane  of  the  body,  or  the  patient  may  be 
tunied  upon  the  side,  as  in  Fig.  303.  After  this  preliminary 
stretching  traction  is  made  upon  the  limb,  and  if  with  sligiit 
effort  tl»e  trochanter  can  be  drawn  down  to  N^laton's  lino  reduc- 
tion is  attempted. 

Reduction.  The  pelvis  having  been  fixed  as  in  the  first  position, 
the  limb  is  slowly  and  forcibly  abducted  over  a  wedge  of  wood 
.suitably  padded,  the  apex  of  which  is  placed  between  the 
trochanter  aud   the  jielvis  (Fig.  304).     As  the  limb  is  gradually 

Fio.  804. 


Repoalllon.  Tbe  tbl(b  ta  forcibly  abdacted  over  the  padded  wedge.  Fourth  atep  In  the 
openllun.  Tbe  wedge  U  of  bard  wood  of  tbe  roUowlng  dlmeiuioni :  length,  9%  luche* : 
heliilit,  SVj  Inches ;  b«M,  i  Inches. 

forced  downward  to  and  l)ehind  the  plane  of  the  body,  the  head 
of  the  femur  is  forced  upward  until  it  finally  snaps  over  the  pos- 
terior border  of  the  acetabulum.  Iteductiou  is  usually  accomjwniwl 
by  a  distinct  jar,  aud  often  by  an  audible  thud.  It  is  also  indi- 
cated by  tension  upon  the  pt>sterii>r  mu.scles  of  the  thigh  which 
causes  fixed  fiexion  nf  the  leg.  An  effort  is  now  made  to  increase 
the  capacity  of  the  joint.  The  patient  is  turned  iij>on  the  sound 
side  and  the  pelvis,  having  been  fixed  by  the  assistant,  the 
operator  draws  the  thigh  over  and  over  again  behind  the  plane 
of  the  body,  and  at  the  same  time  rotates  it  from  side  to  side. 
The  security  of  the  reposition  is  then  determined.  One  tests 
successively  the  stability  or  depth  of  the  superior  margin  of  the 
acetabulum  by  reducing  the  alMluction ;  of  the  posterior  margin  by 
lifting  the  thigh  ventral  ward,  and  in  a  similar  manner  the  inferior 
bortler.     Upon  this  examination   the  prognosis  is  made  ;  if  the 
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stability  allows  an  approximation  to  tlie  iionual  position  before 
displacement  occurs  the  prognosis  is  gomi.  If,  on  the  otlier  hand, 
tlie  margins  of  the  acetabulum  are  so  ill-formed  tliat  displacement 
occurs  very  easily  the  prognosis  is  bad. 

The  operation  is  varied  somewhat  in  certain  instainees.  If 
after  the  stretching,  the  trochanter  still  remains  above  Nflaton's 
line,  one  attempts  to  overcome  the  remaining  resistance  by  direct 
traction  in  the  line  of  the  body.  Counter-resistance  is  furnished 
by  a  folded  sheet  passe<l  between  the  thighs  about  the  perineum, 
the  two  ends  of  which  are  tied  about  a  comer  of  the  table.  Trac- 
tion on  the  limb  is  made  bv  one  or  two  assistants  while  the 


Fig.  *)ft. 


liepcwltion  tn  young  Kobjecta,  Ui«  l.humb  being  u^ed  as  ibe  tulcrum  lo  reduce  tbe  left  htp, 

operator  supports  the  pelvis  and  presses  downwanl  and  inward 
upon  the  trochanter.  Occasionally  reposition  is  effected  during 
this  manoeuvre — that  is,  the  head  is  drawn  over  the  superior 
instead  of  the  posterior  border  of  the  acetabulum. 

Preliminary  Traction.  In  the  treatment  of  ohler  patients  or 
of  more  resistant  cases  preliminary  traction  in  bed  is  advisable. 
The  traction  must  be  considerable,  an<l  heavy  weights,  if  possible 
up  to  forty  pounds  or  more,  should  be  employed  for  two  or  more 
weeks.     This  is  of  great  advantage. 

Reduction  In  Young  Subjects.  In  younger  subjects  the  wedge  is 
not  necessary,  but  the  thumi)  of  the  operator  may  be  use<l  as  a 
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fulcrum  Ix'ncath  the  trochanter  to  lift  and  push  the  head  upward 
while  the  limb  is  abducted.  In  this  class  nf  cases  much  less 
force  is  requireil  in  the  preliminary  stretcliing  (Fig.  305). 

After  reposition  has  been  accomplishe<l  antl  when  the  greatest 
possible  stability  is  assured  by  ubduetinir  the  thigh  again  and 
again  and  forcibly  rotating  it  from  side  to  side  to  stretch  the  con- 
tracted anterior  wall  of  the  (rapsule  and  by  extending  the  leg  upon 
tlie  thigh,  to  thocoughly  overcome  the  resistance  of  the  hamstring 
muscles  the  plaster  bandage  is  applied.  A  close-fitting  stock- 
inette shirt,  of  which  one-half  has  been  cut  and  sewed  to  cover 
the  limb,  as  a  drawer,  is  drawn  on  over  the  limb,  tlireaded  as  it 
were,  with  a  long  bandage,  the  "  scratcher."  The  patient  is 
then  placed  upon  the  pelvic  rest  and  the  limti  is  held  in  the 


Fig.  806. 


The  (xdllloD  iu  wblub  Ibe  Hub  it  held  vvlieu  the  pUster  tandage  l»  applied. 

position  of  greatest  stability  at  a  right  angle  with  the  trunk  and 
lying  behind  the  plane  of  the  Ixxly.  The  pelvis  and  tliigh  jire 
thoroughly  and  thickly  covered  with  layers  of  sheet-wadding  or 
cotton.  This  is  bandaged  firmly  with  cotton  rtaniiel,  to  assure  a 
alight  elastic  compression  (Fig.  306). 

The  plaster  spica  is  tlicn  applied.  This  should  be  thick  and 
firm,  at  least  a  dozen  and  oftentimes  many  more  of  the  onlinary 
size  being  iisecl  by  Lorenz.  These  i)andages  are  drawn  snugly 
around  the  pelvis  and  thigh  by  a  series  of  reverses  and  figure-of- 
eight  turns,  clasping  the  iliac  crests  and  thoroughly  covering 
in  the  fmttock.  The  supjwrt  is  cut  away,  to  allow  motion  at  the 
knee-joint  and  the  ends  of  the  shirting  are  then  dravni  smoothly 
over  the  bandage  and  are  sewed  to  one  another  (Figs.  307  and  308). 
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The  operation  is  usually  followed  by  swelliug  and  discoloration 
in  the  adductor  region  and  more  or  less  pain,  es{)€cially  when 
the  leg  is  moved.  This  soon  passes  away,  usually  during  the 
first  or  second  week,  and  the  t-hihl  is  then  encouraged  to  stand. 
As  it  is  only  with  extreme  difficulty  that  the  fotJt  on  the  operated 
side  can  l>e  brought  to  the  floor,  a  cork-soled  shoe  from  one  and 
a  half  to  three  inches  in  height  is  usually  worn  to  facilitate 
walking. 

As  has  been  stated,  walking  is  encouragetl  on  the  theory  that 
weight  bearing  and  the  stimulation  of  functional  activity  will 
increase  the  stability  of  the  joint  by  deej>euiug  tlie  acetabulum 
and  acccntnntin^  its  boundaries.     In   most   instances  the  range 


Pie,  S07. 


Tlie  plaster  bandage  ss  applied  by  Ix>renz,  lllustrntliig  the  extremu  thlckne«  uf  Uie 
pelvic  portion  and  dlMOluratlon  of  the  adductor  region. 


of  extension  at  the  knee  is  for  a  time  somewhat  restricted.  This 
restriction  is  overcome  by  passive  force  and  by  the  voluntary 
effort  of  the  patient.  The  first  l>andage  is  allowed  to  remain  in 
place  for  from  six  to  eight  months,  the  skin  being  kept  in  good 
condition  by  daily  vigorous  rubbing  with  the  band  beneath  the 
supporting  bandage.  In  very  young  children  the  bandage  must 
be  changed  when  it  becomes  ofifensive. 

In  this  time  (from  six  to  eight  months)  it  may  be  supposed 
timt  the  accommodative  contraction  of  the  muscles  about  the  joint 
and  of  the  cai>sule  will  lessen  the  danger  of  redisplacement. 
The  limb  is  then  let  down  somewhat  so  that  the  patient  is  able 
to  walk  about   without  the  aid  of  a    high  shoe.      The  second 
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bandage  is  retaine<l  for  tliree  nioutlis  or  more,  aud  it  is  then  re- 
moved, the  period  of  reteiilion  l)eing  from  eight  to  fourteen 
months,  according  to  the  stability  of  the  joint  at  the  time  of 
reduction.  In  the  treatment  of  very  young  children,  when  in 
testing  the  stability  after  reduction  the  femur  is  not  displaced, 
even   when   the  normal  position  is  approached,  the  liml)  may  be 

Fio.  SOS. 


I'liilaleral  congeiiiltil  (lisl<x:jiiiun,  «boMlng  ihe  fixation  bandage.  A  kboe  with  a  cork  iole 
about  two  Incbea  iii  beiglit  shuuld  bu  worn  on  tbe  ojiemted  side,  wblle  Ihe  attitude  of 
«XB;gcrat«<l  aUlucliuu  U  maiiilaiued. 

fixed  by  the  plaster  in  a  less  distorted  attitude — what  Lorenz 
calls  the  indifforeut  position  of  flexion,  abduction,  and  outward 
rotation. 

So,  also,  when  the  tests  at  the  operation  show  fair  stability  a 
second  bandage  need  not  i>e  applied  after  a  preliminary  reten- 
tion of  from  six  to  nine  months,  but  it  is  better  to  err  on  the  side 
of  safety  in  the  matter  of  fixation. 
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When  tJie  retention  bandage  is  finally  removed  the  attitude  dt 
moderate  abduction  and  outward  rotation  persists  for  a  timi*,  iu 
some  instances  for  several  mouths.  Tliis  beinj;  an  iiidicntion  of 
stability,  is  considered  a.  favorable  sign,  and  no  attempt  is  made 
to  correct  it.  In  the  after-treatment  the  limb  is  massaged,  par- 
ticularly the  posterior  and  lateral  muscles  of  the  hip,  au<l  the 
child  is  encouraged  to  abduct  aud  to  extend  the  thigh.  Passive 
movements  are  made,  also,  in  the  direction  of  abduction  aud 
extension,  the  ability  to  reproduce  the  first  or  operation  |H>sition 
during  the  early  treatment  being  consideretl  essential.  In  certain 
instances  the  child  for  a  time  should  sleep  in  this  position,  the 
attitude  being  assured  by  a  triangular  cushion  placed  bctw»«n  llic 
limbs  and  strapped  to  tlie  thigh  aud  pelvis. 


Fio.  30R. 


UliulntiDg  the  UmlUtloo  of  ihe  mnge  of  abducilon  In  tbe  attlttide  of  right  ansulv 
flexion  in  bllaterml  dlilocaUon.    Cumiwra  with  Fig.  311. 


Bilateral  congenital  dislocation  is  treated  in  exactly  the  same 
way  as  the  unilateral.  Both  hips  are  opemte<l  ujHin  at  one 
sittiug,  aud  are  fixed  iu  the  typical  attitude  (Fig.  'M^i).  Wali<.iDg 
is,  of  course,  difficult,  but  the  child  is  usually  able  to  stand,  and 
after  several  months  it  U  often  ablo  to  get  alraut  on  its  feet  after 
a  fashion  (Fig.  'AVI). 

When  the  8e(roud  Immhigc  is  applied  the  Iiml>s  are  1k  down 
somewhat,  but  the  degree  depends,  of  course,  on  the  initad 
stability.  The  after-treatment  is  the  same  as  for  the  atogle 
dislocation,    except,  of   course,    that   the  subsequent    period  of 

awkwanliiess  is  much  longer.      Massage  luid  exercises  i  ' 

arc  far  more  im|)ortant  than  in  single  iliiilocation,  .ns  thf 
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is  greater.     The  prliuary  jxjsition  iluriu>;  sleep  may  be  assuretl 
by  a  cushion  or  roll  placetl  V>etween  the  tliiglif*. 

Prognosis.    The  I.<oreuz  operation  is  not  without  danger.    The 
death-rate  attributed  to  anaesthesia  is  disproportionatoiy  large  in 
the  cases  reported,  and  in  this  the  violence  of  the  manipulations 
may  be  an  inijHJrtant  factor. 

Fio.  SIO. 
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m^  W    ^^^^    ^^^^^^k 
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TlieaAur-tnaliaent  foUowlng  tbe  rvmoval  or  the  iKtiidoge  in  tt  cue  of  blUteral 
dislocation,  illustrating  hype  rex  lennioa  uf  the  thighi. 

In  450  operations  reportetl  by  Lorenz,  the  following  accidents 
occurred  : 

Fracture  of  tbe  neck  of  the  femtir  In 11  nuna 

Fracture  of  the  [lelvts  In .               .    8     " 

Peroneal  paralysU  In                                                                         .    S     " 
Cmral  pamtysla  In  .       .               ...                      .       .    5     " 

SclaUc  paralyaia  In ,       .    S     " 

In  the  last  cases  the  paralysis  persistetl ;  in  the  others  it  was 
tempirary.      In    1    case  the  femoral    artery  was  ruptured,   the 
patient  recovering  without  ill-effect.      In  1  ciwe  gangrene  of  the 
extremity  necessitated  amputation  at  the  hi|)-joiut. 

It  may  be  stated,  however,  that  in  the  younger  class  of  cases 
the  ojwration,  if  conducted  with  reasonable  regard  to  the  resist- 
ance of  the  tissues  and  to  the  siisceptil)ility  of  the  patient,  is 
practically  free  from  danger. 

In  cases  treated  at  the  proper  age — that  is,  nnder  six  years  for 
bilateral  and  under  eight  for  unilateral  cases — nearly  50  per  cent. 

1 
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such  cases,  in  wliioh  the  head  of  tlie  femur  is  forced  forward 
l>eIow  the  anterior  superior  spine,  the  static  conditious  l)ccome 
approximately  normal,  and  furtlier  displacement  is  to  a  great 
extent  prevented  by  the  lirm  tissues  attached  at  this  point.  A 
stable  articulation  is  assured  by  long  retention  of  the  limb  in  the 
position  of  abduction  and  extension  by  means  of  the  plaster 
bandage  and  by  exercises  and 
passive  movements  after  its 
removal. 

As  has  been  stated,  in  success- 
ful cases  the  head  of  the  femur 
can  always  be  jMilpated  directly 
l>eneath  the  femoral  artt-ry.  The 
first  indication  of  failure  is  a 
slight  lateral  displacement  of  the 
hesjd  to  the  outer  side  of  the 
artery.  This  may  appear  even 
during  the  period  of  fixation,  but 
often  not  until  the  plaster  ban- 
dage is  removed.  At  first  there 
is  no  shortening,  but  slowly,  as 
the  displacement  increases  and  as 
the  head  of  llif  bone  ascends 
from  the  neighborhood  of  the 
acetabulum  to  that  beside  or 
al)ove  the  anterior  inferior  pelvic 
spine,  this  becomes  evident.  At 
first  it  is  half  an  inch,  later  an 
inch,  but  it  is  not  often  more  than 
this,  at  least  during  chihlhood. 

It  has  been  slatetl  that  this 
outcome  may  l>e  expected  in  about 
half  of  the  favorable  cases  as  to 
age  in  which  all  the  details  of 
the  operation  have  been  properly 
carrieil  out,  aM<l  it  is  the  usual 
result  in  the  unfavorable  class. 
This  result,  which  is  not  classed 
by  Lorenz  as  a  failure,  but  rather  as  an  improvement,  may  be 
explained  in  certain  instances  by  interposition  of  a  fold  of  cap- 
sule between  the  head  of  the  bone  and  the  acetabulum,  or  by 
failure  of  the  process  of  reformation  of  the  acetabulum.     In  most 


The  cute  of  cougenltsl  dl>lix»lloD.    Tbe 
«am6  patient  U  itiowii  Id  Fig.  300. 
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cases,  however,  it  is  accounted  for  by  an  anterior  twist  of  the 
upper  extremity  of  the  femur,  so  that  the  necic  instead  of  point- 
ing inward  and  slightly  forward  from  the  shaft  is  turue<l  forward 
and  slightly  inward.  Thus,  in  order  to  re}»lace  the  head  in  the 
acetabulum,  the  limb  must  be  rotated  inward  until  the  foot  points 
inward  rather  than  forward. 

Occasionally  the  presence  of  this  deformity  may  be  ascertained 
before  operation.  It  may  be  suspected,  for  example,  in  nearly  all 
the  anterior  and  stipraootyloid  displacements  in  older  subjects, 
and  it  could  be  demonstrated,  doubtless,  by  a  series  of  Itoentgen 
pictures.  In  most  cases,  however,  the  failure  of  treatment  calls 
attention  to  the  probable  existence  of  the  ileformity.  It  is,  of 
course,  apparent  that  the  only  remedy  is  a  cutting  operation. 
Lorenz  is  content  in  these  cases  with  anterior  ap{K>sitiou,  but  if 
it  is  probable  that  a  twist  in  the  ui)per  extremity  of  the  femur  is 
alone  responsible  for  failure,  it  seems  more  reasonable  to  remove 
this  by  osteotomy.  This  operation  will  be  described  in  connec- 
tiou  with  the  open  operation. 

The  Treatment  of  Older  Subjects,  It  has  been  stated  that 
the  final  result  in  a  very  large  j>rojwrtiou  of  the  operations  was 
anterior  traus|K>sition  or  ap|K>sition,  as  Lorenz  calls  it,  and  that 
in  ctLses  beyond  the  age  of  eight  years  this  result  is  to  be  expected. 
In  this  class  of  cases — from  ten  to  twenty-one  years  of  age — it  is 
the  primarj'  aim  of  the  operation.  After  preliminary  traction  in 
l)ed  and  after  subout^meous  division  of  the  more  resistant  tendons 
if  this  is  necessary,  the  liml)  is  forced  into  moderate  ainluction 
and  extreme  extension,  so  that  the  head  of  the  bone  is  displaced 
forward  to  the  neighborhood  of  the  anterior  inferior  spinous 
process.  In  this  attitude  the  limb  is  retaine<l  for  many  months 
by  means  of  the  plaster  bandage,  and  it  is  assured  in  the  after- 
treatment  by  the  nuuiipidation  and  exercises  already  described. 
Although  even  in  the  most  8ucces.sful  cases  a  limp  persists,  yet 
it  is  far  less  noticeable  than  iu  untreated  cases,  the  discomfort  is 
relieved,  the  limb  is  lengthened,  and  the  clanger  of  future  disa- 
bility is  much  lessened. 

In  those  unusual  cases  in  which  the  adduction  and  flexion 
deformity  is  extreme,  osteotomy  of  the  femur  may  Iw  required, 
and  if  the  pain  is  persistent  excision  of  the  hip  may  be  necessary. 

The  Treatment  of  Congenital  Dislocation  in  Infancy.  Occa- 
sionally one  has  an  opportunity  to  treat  congenital  disloca- 
tion in  early  infancy.  The  details  of  treatment  do  not  differ 
essentially  from  those  already  described,  except,  of  course,  that 
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reduction  is  easily  effected  (Fig.  305)  and  that  walking  or  weight- 
ing (functional  use  in  other  words)  cannot  be  utilized  at  once  in 
the  after-treatment.  In  this  class  of  cases,  provided  the  test  of 
the  stability  of  the  joint  is  satisfactory,  one  need  not  fix  the 
limb  in  the  extreme  position.  It  is  well,  however,  to  carry  the 
bandage  below  the  knee  in  order  to  assure  for  a  time  more 
complete  fixation.  The  support  must  be  renewed  whenever 
sanitary  reasons  indicate  the  necessity.  In  many  instances  cure 
is  practically  assured  in  a  few  months. 

Variations  in  the  Treatment.  It  has  been  stated  that  the  first 
indication  of  failure  was  ordinarily  a  slight  lateral  displacement 
of  the  head  to  the  outer  side  of  the  femoral  artery,  and  that  this 
displacement  was  favored  by  the  anteversion  of  the  neck  of  the 
femur.  As  is  well-known,  anteversion  of  moderate  degree  is  not 
unusual  in  the  femora  of  apparently  normal  joints.  In  such 
instances  subluxation  is  prevented  by  the  cotyloid  cartilage,  and 
by  the  normal  capsule  which  are  wanting  in  the  congenital  dis- 
location. When,  therefore,  anteversion  is  suspected  or  is  known 
to  exist  it  is  well  to  rotate  the  thigh  inward,  so  that  the  head  of 
the  femur  is  slightly  to  the  inner  side  of  the  artery,  and  to  fix 
it  in  this  attitude  by  extending  the  plaster  bandage  below  the 
knee,  the  leg  being  slightly  flexed  upon  the  thigh.  This  attitude 
should  be  retained  until  it  may  be  assumed  that  the  capsule  is 
sufficiently  contracted  to  restrain  the  femur  from  reluxation.  As 
has  been  stated,  the  writer  considers  the  additional  security 
attained  by  carrying  the  bandage  below  the  knee  of  some  impor- 
tance in  treatment  of  infants  and  young  children. 

Arthrotomy.  If  the  Lorenz  operation  has  failed  when  all  the 
details  have  been  thoroughly  carried  out,  the  advisability  of  an 
exploratory  operation  suggests  itself.  Under  proper  aseptic  pre- 
cautions this  should  entail  no  danger,  nor  should  it  compromise 
the  functional  ability  of  the  joint.  One  can  then  assure  one's 
self  that  the  head  of  the  bone  is  actually  replaced  within  the 
acetabulum.  Arthrotomy  is  indicated  also  if  the  resistance  to 
reposition  by  the  ordinary  method  is  so  great  that  dangerous 
force  must  be  exerted  to  overcome  it. 

The  joint  is  exposed  by  a  lateral  incision  about  three  inches  in 
length,  extending  downward  from  a  point  about  three-quarters 
of  an  inch  to  the  outer  side  of  the  anterior  superior  spine  of  the 
ilium,  the  fascia  is  divided,  and  the  line  of  junction  between  the 
tensor  vaginie  femoris  and  the  gluteus  medius  muscles  is  found. 
These  muscles  are  then  separated  and  are  drawn  to  either  side  by 
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|b  plaster  haixlagt*  extending  below  the  knee  as  a  preliminary 
^a  osteotomy. 

N  Osteotomy, 

hen  the  limb  has  been    fixed    for  several,  preferably  six, 
hs,  iu  tlie  attitude  of  inward  rotation  so  that  stability  is  in 
degree  assured,  the  operation   for  correcting  the  anterior 
of  the  upjMir  extremity  of  the  femur  should   bo  performetl. 
le  plaster  bandage  having  been  removed,  a  long  drill  should 
bf  inserted  through  tlie  trochanter  and  into  the  neck  of  the  bone. 
kThis  indientes  the  position  of  the  neck  and  fixes  the  upper  frag- 

Flii.  311.. 
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lent.     A  sul^outaneous  osteotome   is   then  inserted  at  a   (loint 

'^Jiwt  below  the  trochanter  minor  or  at  the  lower  third  of  the 

femur,  and  a  thorough  division  of  the  lione  is  made.     The  lower 

offeotomy   is  perhaps    to  be  prcftTre<l,   because  one  has   better 

control  of  tlie  fnigmonLs  at  this  point.      When   the  division  is 

complete,  the  up|>er  fragment  being  fixed  by  the  drill,  the  limb 

rotated  outward  until   the  normal   relation  between  the  shaft 

ad  the  neck   is  restonxl.      A   plasti-r  spica  inchuling   the  foot 

then  applied,  by  which  the  drill  and   tlie  upjier  fragment  are 

34 
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is  now  reserved  for  a  restricted  class  of  cases  in  which  the  blood- 
less operation  has  failed,  and  in  which  on  opening  the  joint  the 
acetabulum  is  found  to  be  notably  deficient. 

Supposing  the  shortening  of  the  limb  to  have  been  overcome 
by  previous  treatment,  the  joint  and  capsule  are  opened  in  the 
manner  already  described.  One  finger  is  then  inserted  to  the 
acetabulum  and  by  its  side  a  strong,  sharp,  bayonet-shaped  spoon 
(Fig.  316)  is  passed,  and  with  it  the  shallow  acetabulum  is 
enlarged  to  a  sufficient  size,  care  being  taken  to  accentuate  its 
superior  and  posterior  border.  The  head  is  then  placed  within 
it,  and  the  wound  is  closed  or  packed  according  to  the  custom 
of  the  operator.  A  long  plaster  spica  is  then  applied  with  the 
limb  in  an  attitude  of  moderate  abduction  and  extension.  In  a 
month,  or  when  repair  is  complete,  a  short  Lorenz  spica  is 
applied  and  the  patient  is  encouraged  to  walk  about.  This 
support  should  be  worn  for  from  six  months  to  a  year  in  order 
to  prevent  the  contractions  that  almost  inevitably  follow  opera- 
tions of  this  character.  Exercise  and  forcible  manipulation 
within  a  few  weeks  after  the  operation,  as  recommended  by  many 
writers,  are  not  only  of  no  service,  but  in  the  author's  experience 
harmful. 

When  the  spica  is  removed  and  the  patient  is  allowed  to  run 
about,  motion  usually  returns.  At  this  time  massage  should  be 
employed  and  passive  movements  always  in  extension  and  abduc- 
tion. Later  gymnastic  training  is  of  great  value.  After  this 
operation,  provided  there  is  true  anatomical  cure,  motion  is 
usually  restricted  to  a  greater  or  less  degree,  and  in  older  sub- 
jects there  is  often  fibrous  anchylosis.  For  this  reason  it  should 
be  limited  to  unilateral  cases,  or,  at  all  events,  one  should  never 
operate  on  the  second  hip  until  the  result  of  the  operation 
in  the  first  is  known.  In  unilateral  cases  anchylosis  without 
deformity  is  not  a  serious  functional  disability,  as  there  is  solid 
support  without  shortening,  while  if  fair  motion  is  obtained,  as  in 
many  instances,  the  functional  result  is  far  better  than  after  simple 
transposition.  It  should  be  stated  that  even  after  the  open 
operation  this  transposition  is  often  the  outcome.  In  such 
cases  motion  is,  of  course,  free,  and  the  stability  is  somewhat 
greater  than  after  the  bloodless  operation.  If  after  this  operation 
motion  is  extremely  limited,  one  must  expect  flexion  and  adduction 
deformity  unless  it  be  prevented  by  careful  treatment.  In  certain 
instances  the  range  of  motion  may  be  increased  by  breaking  up 
adhesions  and  stretching  the  contracted  parts  under  ansesthesia. 
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It  is  perhaps  UDneoessary  to  state  that  operations  of  this  char- 
acter should  not  be  performed  unless  asepsis  can  be  assureil, 
unless  the  operator  is  familiar  with  the  anatomy  of  the  parts, 
and  unless  the  essential  after-treatment  can  be  provided. 

Review  of  the  Treatment  of  Congenital  Dislocation  of  the  Hip. 
The  prospect  of  success  in  trejitment  stands  in  direct  relation 
to  the  age  of  the  patient,  since  the  extent  of  the  pathological 


Pig.  mo. 
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t'nlUteral  dUlocatlou,  aner  opeimtlon 
by  the  Lotcnz method  In  18V7.  A  oom- 
plet«  cure.    Compare  with  Fig.  'ite. 


Unilateral  dlalocallun,  two  yean  after 
opemtlou.    Coiniiare  with  Fig,  'IH. 


changes  that  make  cure  difficult  or  impossible  depends  in  great 
degree,  as  iu  acquired  dislocations,  upon  tlie  duration  of  the  dis- 
ability. Consequently  treatment  should  be  ap]>lied  as  soon  as 
the  displacement  is  discovered,  and,  as  has  been  stated,  there  is 
little  excuse  for  not  making  the  correct  diagnosis*  when  the 
child  begins  to  walk.  The  treatment  of  selection  is  the  functional 
weighting  method  of  Lorenz.     By  this  means  a  larger  proportion 
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of  the  cases  may  be  cured,  and  in  all  instances  the  posterior  maj 
be  changed  into  an  anterior  displacement,  which  is  a  great 
improvement. 

If  one  is  not  content  \rith  such  partial  success  the  treatment 
may  be  supplenienteti  by  arthrotomy,  and  if  anteversion  of  the 
upper  extremity  of  the  femur  prevents  success  it  may  1)C  remedied 
by  osteotomy. 

Excavation  of  the  acetabulum  will  often  assure  anatomicnl 
success. 

Anatomical  reposition  with  fair  or  even  very  limited  motion 
assures  better  function  in  unilateral  cases  than  trans)>08ition,  but 
anchylosis  with  deformitj'  is  certainly  no  irapnjvement  on  the 
original  condition.  It  may  be  suggested,  also,  that  the  danger  of 
open  operation  even  if  slight  must  be  considered. 

In  the  treatment  of  adolescent  cases  one  should  attempt  to 
obtain  anterior  transposition  and  to  assure  it  by  fixing  the  limb 
for  a  sufficient  time  in  the  improved  position. 

As  has  been  statecl,  the  openition  of  bIoo<lless  reduction  had 
been  attempted  and  probably  successfully  jwrformed  long  before 
the  time  of  Ivorenz.  Its  first  advocate  was  Prava«,  of  Lyons,  in 
1847;  and  Paci,  of  Pisa,  in  1887,  described  a  method  of  retluction 
resembling  in  some  respects  that  of  Lorenz,  but  far  less  definite 
and  effective,  in  that  primarj-  n-duction  was  not  assured  nor  was 
the  weight  of  the  ixxly  utilized  in  the  after-treatments' 

Palliative  Treatment.  Palliative  treatment  does  not  require 
extendetl  comment.  In  brief  in  uuilatenil  cases  a  cork  sole  may 
be  worn  to  etiualize  the  length  of  the  limbs,  and  in  bilateral  cases 
a  corset  suitably  strengthened  with  steel  supports  may  be  adjusted 
if  the  lonlosis  is  extreme.  Exercise  and  passive  manipulation 
witli  the  aim  of  retaining,  as  far  as  possible,  the  ability  to  ab<lurt 
and   to  extend    tlie    thighs    may   be    of   service    in    [•  '  i.; 

secondary'  contractions.      Overexertion    that   causes    i\  rt 

or  pain  should  be  avoide<l. 


Gongenital  Subluxation  of  the  Hip. 

As  has  been  statc<l,  tliere  are  cases  of  congenital  displacement 
of  the  hip  which  are  in  n-ulity  subluxations.  In  such  cases  there 
is  a  slight  limp  and  slight  shortening,  and  an  X-ray  picture 
shows  a  secure  acetabulum  somewhat  above  the  plane  of  the 
i)p[>osite  side.     These  sublu.xations  are  always  of   the  anterior 

•  ArehlT.  dl  Ortop..  I8V2.  p.  420. 


CONQESITAL  DISLOCATION  OF  HIP  AND  COXA  VARA.    635 

variety.     !No  treatment  other  than  care  to  preserve  the  range  of 
abduction  is  required  as  a  rule. 

Snapping  Hip. 

Some  individuals  possess  the  power  of  slightly  displacing  tlie 
hip,  usually  upon  the  superior  or  upper  border  of  the  acetabulum. 
This  is  sometimes  seen  in  infancy,  the  child's  thigh  snapping  with 
a  jar  or  even  audible  sound  upward  and  downward.  This  is 
usually  accomplished  when  the  child  is  seated  in  the  mother's 
lap,  the  thigh  being  flexed  and  adducted,  and  in  this  class  of 
cases  it  is,  according  to  the  mothers,  an  evidence  of  temper.  As 
the  displacement  may  be  increased  by  habit,  it  is  well  to  restrain 
it  by  applying  a  bandage  about  the  hip  and  to  prevent  flexion  of 
the  limb,  which  is  apparently  preliminary  to  its  accomplishment. 
(See  Snapping  Knee.) 

Coxa  Vara. 

Synonyms.  Depression  or  incurvation  of  the  neck  of  the 
femur  ;  bending  of  the  neck  of  the  femur. 

The  character  of  this  deformity  is  indicated  by  the  synonyms. 
The  term  coxa  vara  signifies  that  its  causes  and  effects  are 
similar  to  those  of  genu  valgum  and  varum,  the  more  common 
distortions  of  the  lower  extremities. 

Genu  valgum  and  varum  are  common  in  childltood,  but  rarely 
develop  in  adolescence.  Coxa  vara  is,  in  comparison,  an  infre- 
quent deformity,  and  it  is  peculiar  in  that  it  more  often  appears 
in  later  childhood  or  adolescence  than  at  the  earlier  period, 
doubtless  because  the  neck  of  the  femur  is,  at  the  age  when 
rhachitic  distortions  are  common,  very  short,  and,  therefore, 
relatively  stronger  than  the  shaft,  while  in  adolescence  the  con- 
ditions may  be  reversed. 

The  distortions  at  the  knee  are  self-evident,  but  the  neck  of 
the  femur  is  concealed  from  view ;  thus  the  diagnosis  of  coxa 
vara  may  be  somewhat  diflicult ;  and,  in  fact,  it  is  only  in  very 
recent  years  that  its  symptoms  have  been  recognized.  Fiorani' 
first  described  the  deformity  as  it  had  been  observed  by  him  in 
children,  but  E.  Muller^  first  called  attention  to  the  affection  as 
one  of  the  deformities  of  atiolescence,  which,  until  that  time,  had 
been  mistaken  for  hip  disease. 

>  Gazetta  degll  Ospltale,  1S8I,  Nos.  16, 17. 
-  Rultrkge  zur  kiln.  Chir.,  1889,  Bd.  It. 
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Pathology.  The  term  coxa  vara  should  not  l>e  applied  to 
depression  of  the  ueel<  of  tlie  femur  that  may  he  secondary  to 
destructive  disease ;  for  example,  to  osteomyelitis,  arthritis 
deformans,  osteomalacia,  and  the  like,  but  it  should  ho  rerter\'ed 
for  cases  of  simple  loial  deformity.  In  most  iustanees  the 
deformity  affects  the  neck  as  a  whole  (cervical  coxa  vara)  ;  in 
others  it  is  most  marked  at  the  epiphyseal  junction  (epiphyseal 
coxa  vara).  Epiphyseal  coxa  vara  is  more  often  found  in  the 
adolescent  class,  and  particularly  in  those  cases  in  which  the 
symj)toma  have  been  induced  or  aggravated  by  injury  or  strain. 


Fio.  822. 


Section  of  Uie  upper  extremity  of  a  normml  femur  at  eight  yean  of  age ;  angle  formed  by 
Ibe  neck  witb  the  iban  HO  degrees.  In  tbe  normal  iiubject  tbe  neck  of  tbe  femur  projects 
■llgbtly  forward  (12  degrees)  and  upward  lo  form  an  angle  with  tbe  ahad  of  about  128 
degrees.  In  cblldbood  this  angle  Is  usuallr  aumewbat  greatur.  and  In  later  yean  It  may  be 
aomewbat  lem  than  126  degree*:  In  fact,  a  Tartaiiuo  between  llUand  140 degrees  may  he 
within  the  normal  Umlt.' 

MTiether  the  injury  caused  primarily  a  partial  epiphyseal  separa- 
tion which  afterward  slowly  increased  under  the  strain  of  func- 
tional use  or  suddenly  increased  a  pre-existing  distortion  of  the 
weakened  part  is  sometimes  difficult  to  decide.  A  number  of 
specimens  of  coxa  vara  have  been  examined,  but  no  changes, 
other  than  such  a.s  might  be  cau.sed  by  the  deformity  itself,  have 
l>een  founil.  These  are,  in  brief,  congestion  ami  softening  of  the 
bone,  and  evidences  of  irritation  within  the  joint  during  the  pro- 
gressive stage  of  the  deformity,  and  the  general  adaptive  changes 


■  Humphrey.    Joum.  Anat.  Phyi.,  vol.  xxtll.  p.  23<. 
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in  all  the  components  of  the  joint  that  always  accompany  displace- 
ment or  distortion.  These  may  be  considerable,  including,  in 
advanced  cases,  a  change  in  the  acetabulum,  whose  upper  border 
is  less  sharply  defined  than  normal. 

Etiology.  Some  writers  assume  that  the  weakness  of  the  neck 
of  the  femur  that  predisposes  to  deformity  is  the  result  of  local  dis- 
ease, such  as  so-called  local  rickets  or  local  osteomalacia.  This  is, 
however,  simply  a  convenient  hypothesis.  Others  believe  the 
deformity  to  be  symptomatic  of  late  rickets,  although  evidence 
of  general  rhachitis  is  almost  never  present  in  the  ordinary  type 
as  it  appears  in  later  childhood  and  adolescence. 

Coxa  vara  may  be  classed  as  one  of  the  group  of  static  deformi- 
ties of  the  lower  extremity  caused  by  a  disproportion  between  the 
strength  of  the  supporting  structure  and  the  burden  that  is  put 
upon  it.  The  support  may  be  disproportionately  weak,  because 
of  inherited  delicacy  of  structure ;  it  may  be  weakened  by  injury 
or  by  disease  ;  it  may  be  overburdened  by  weight  or  strain. 

Mechanical  Predisposition  to  Deformity.  In  many  cases  the  pre- 
disposition to  deformity  is  the  result  of  a  lessened  angle  of  the 
femoral  neck.  This  slight  and  predisposing  depression,  which 
appears  to  be,  in  many  instances,  the  effect  of  early  rhachitis, 
becomes  exaggerated  to  deformity  during  later  childhood  or 
adolescence.  In  this  sense — that  of  a  remote  result — coxa  vara 
might  be  classed  as  one  of  the  rhachitic  deformities.  The  impor- 
tance of  this  mechanical  factor  in  the  etiology  was  demonstrated 
to  me  by  the  investigation  of  a  number  of  cases  of  simple  frac- 
ture of  the  neck  of  the  femur  in  childhood.  In  these  cases  the 
neck  of  the  femur  was,  by  the  original  injury,  somewhat  depressed, 
and  although  complete  functional  recovery  followed,  yet  in  a 
number  of  the  cases  progressive  deformity,  attended  by  the 
symptoms  of  typical  coxa  vara,  resulted.  This  could  be  explained 
only  on  the  theory  that  the  lessened  angle,  subjecting  the  part  to 
greater  strain,  was  the  predisposing  cause  of  the  later  disability. 
Other  factors  in  the  etiology  may  be  general  weakness,  incident 
to  rapid  growth,  direct  injury,  and  the  strain  of  occupation.' 

In  this  connection  it  may  be  stated  that  fracture  of  the  neck 
of  the  femur  in  childhood  may  cause  a  deformity  which  in  the 
absence  of  a  history  could  not  be  distinguished  from  the  ordinary 
form  of  coxa  vara,  of  which,  in  fact,  it  is  the  traumatic  form. 

1  One  case  of  congenital  coxa  vara  bas  been  reported  by  Ki«del  (Central.  fUr  Chlr.,  1896, 
No.  42).  Depression  of  the  neck  of  the  femur  in  congenital  dislocation  of  the  bip  baa  been 
mentioned  in  the  section  on  that  affection. 
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(See  Fracture  of  the  Neck  of  the  Femur  and  Epiphyseal  Sepa- 
ration.) 

Statistics.  The  deformity  is  far  more  often  unilateral  than 
bilateral,  and  more  than  three-fourths  of  the  cases  are  in  males. 
In  a  total  of  109  cases  collected  from  the  literature,  83  were  in 
males  and  26  in  females ;  85  were  unilateral  and  24  were 
bilateral.  The  more  important  details  in  the  54  cases  that  have 
come  under  my  own  observation  are  presented  in  the  accompany- 
ing table. 
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The  points  of  special  interest  in  these  and  four  other  cases 
more  recently  observed  may  be  summarized  as  follows  :  In  about 
one-third  of  the  cases  there  was  a  distinct  history  of  rhachitis 
in  infancy.  The  ages  at  which  the  symptoms  became  noticeable 
appeared  to  be  as  follows  : 

Adoloweot*,  twelve  to  aerenteen 31 

Later  childhood,  five  to  eleven 17 

Early  childhood,  len  than  five 9 

Unknown        1 

Total 68 

Forty-one  of  the  patients  were  males,  17  were  females.  In  47 
cases  the  deformity  was  unilateral,  25  of  the  right  and  22  of  the 
left  side ;  in  11  it  was  bilateral.  In  53  cases  the  neck  of  the 
femur  was  distorted  in  a  direction  backward  and  downward  ;  in 
3  directly  downward ;  in  4  forward  and  downward.  In  each 
case  of  the  last  group  the  deformity  was  bilateral.  Many  of  the 
cases  were  observed  before  the  X-ray  was  available  for  diagnosis, 
but  it  is  estimated  that  in  about  one-fourth  of  the  adolescent  cases 
the  distortion  was  greatest  in  the  vicinity  of  the  head  of  the  bone 
(epiphyseal  coxa  vara) ;  in  the  others  the  neck  of  the  femur  as  a 
whole  was  involved. 

Sjrmptoms.  1.  Mechanical  Effects.  The  character  of  the 
symptoms  may  be  explained  by  a  description  of  the  distortion  and 
of  its  direct  effects  upon  the  function  of  the  joint.  When  the 
neck  of  the  femur  is  depressed,  for  example,  to  a  right  angle  with 
the  shaft,  the  trochanter  is  elevated  to  a  corresponding  degree 
above  Nfilaton's  line,  and  forms  a  noticeable  projection  as  con- 
trasted with  the  normal  contour  (Fig.  326),  a  projection  that 
becomes  more  marked  when  the  thigh  is  flexed  and  adducted 
(Fig.  325).  In  most  instances  the  neck  is  displaced  backward 
as  well  as  downward,  following  the  line  of  least  resistance,  and 
as  the  head  of  the  bone  remains  in  the  acetabulum  the  trochanter 
is  thrown  forward  and  the  limb  is  rotated  outward.  The  ability 
to  abduct  the  thigh  is  dependent  upon  the  length  and  upon  the 
upward  inclination  of  the  femoral  neck  (Fig.  1 78) ;  when,  there- 
fore, this  inclination  is  diminished  the  range  of  abduction  is 
lessened,  in  part  by  the  greater  tension  that  is  exerted  upon  the 
lower  portion  of  the  capsule,  in  part  by  the  direct  contact  of  the 
rim  of  the  acetabulum  with  the  neck  and  trochanter  (Fig.  323), 
and  in  part  by  the  adaptive  contractions  that  always  accompany 
displacements  of  this  character.  It  is  evident,  also,  that  the  dis- 
tortion of  the  neck  backwartl  and  downward  changes  the  relation 
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of  the  acetabulum  to  the  head  of  the  femur,  so  that  abduction  or 
flexion  tends  to  displace  it  from  its  socket.  Thus  the  rauge  of 
abduction,  of  inward  rotation,  and  uf  flexion  is  liniite<l,  while 
that  of  adduction,  outward  rotation,  and  extension  may  be 
increased. 

There  is  actual  shorteninir  of  the  limb  dependent  upon  the 
upwaitl  displacement  of  the  shaft  of  the  femur.  This  is  not 
often  more  than  an  inch  in  the  ordinary  type  of  adolescent 
deformity,  but  the  apparent  shortening,  caused  by  the  adduction 
and  the  accommodative  upward  tiltinji  of  the  pelvis,  may  be 
extreme ;  from  two  to  three  inches  is  not  uncommon  (Fig.  326). 


Sklagnun  of  ooxa  Tan:  deforiuiiy  in(»i  iniirkt.>l  i  ;.  '  r  .i.  ul  jiiactioii.  Tbli  Ultu- 
irate*  the  mecbanloil  limitation  of  aUluction  cauivd  by  tbe  derurmlty,  uid  the  oompani*. 
tory  tllllni;  of  the  pelvbL    The  patleat  la  ibown  In  Fig.  iin. 


2.  Physical  Effects.  The  symptoms  of  coxa  vara  of  the  ordinary 
form  are  :  dittcomjort,  aifkwardnfi<ii,  limp,  ghoiienlvc/,  ittrophif, 
limilatton  of  motion,  deformity. 

Coxa  vara  is  a  more  disablinjr  deformity  than  genu  varum  or 
valgum,  and  its  attendant  symptoms  of  discomfort,  weakness, 
and  pain  are,  as  a  rule,  more  marked.  This  is  explained  by  the 
fact  that  in  coxa  vara  the  head  of  the  bone  is  in  part  displaced 
from  the  acetabulum  (Fig.  •524),  while  in   the  deformities  at  the 
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knee  the  joint  surfaces  remain  in  practically  normal  relation  to 
one  another. 

The  symptoms  of  unilateral  coxa  vara  vary  with  the  degree 
and  with  the  duration  of  the  deformity.  The  patient  usually 
complains  of  sensations  of  stiffness  and  weakness,  referred  to 
the  thigh.  These  are  more  noticeable  on  changing  from  a  position 
of  rest  to  one  of  activity,  and  at  times,  particularly  after  over- 
exertion, there  may  be  actual  pain.  By  far  the  most  important 
symptom  and  the  one  that  almost  always  induces  the  patient  to 
seek  treatment  is  the  limp.     This  limp,  accompanied,  as  it  usually 

FlO.  324. 


Cmo-section  of  the  pelrls  and  the  deformed  femur.    A  acheme  to  show  the  effect  of  the 
deformity  In  limiting  abduction  of  the  limb.   The  dotted  outline  abowi  the  normal  relation. 

is,  by  outward  rotation  of  the  foot,  resembles  that  caused  by 
united  fracture  of  the  neck  of  the  femur.  On  physical  exami- 
nation the  actual  shortening,  explained  by  the  elevated  and 
prominent  trochanter  and  the  peculiar  unequal  limitation  of 
motion,  will  make  the  diagnosis  clear.  In  some  instances  there 
may  be  a  slight  degree  of  muscular  spasm,  and  there  is  usually 
some  atrophy  of  the  muscles  of  the  thigh. 

Bilateral  Coxa  Vara.  If  the  deformity  is  bilateral  its  effect 
upon  the  gait  and  attitude  is  more  marked.  The  gait  is 
extremely  awkward,  resembling  somewhat  that  of  knock-knees. 


542 


ORTHOPEDIC  SURGERY. 


for  the  liniitiition  of  ab<luction  forces  the  patient  to  8way  the 
body  from  side  to  side  in  order  that  the  legs  may  pass  one 
another,  and  if  the  deformity  is  extreme  the  limbs  may  be  crossed 
over  one  another,  so  tluit  locomotion  nuiy  be  iliffioult.  In  the 
ordinary  form  of  bilateral  coxa  vara  the  femoml  nei-k  on  each 
side  is  displaced  backward  as  well  as  downward,  and  as  the 
head  of  the  femnr  remains  in  the  acetabulum  the  sliaft  is  thrown 
forward,  so  that  the  trochanter  is  nearer  the  anterior  superior 
spine  than  is  normal.  This  <lisplacetuent  of  the  support  lessens 
the  inclination  of  the  pelvis  and  lessens  the  uornial  lumbar 
lordosis.  Bilateral  coxa  vara  is  not  infrcipiently  accompanied 
by  other  deformities,  as,  for  example,  knock-knee  or  flat-foot 
(Fig.  Ml). 

Other  Varieties  of  Coxa  Vara.  I  ii  rare  instances  the  neck  of 
the  femur  may  be  dei)re8sed  directly  downward  or  even  down- 
ward and  forward.  In  the  latter  instance  the  effect  of  the 
deformity  upon  the  function  of  the  joint  is  somewhat  different 
from  that  of  the  ordinary  type.  Abduction  is  limited  as  in  the 
common  form,  i)ut  inward  rotation  replaces  outward  rotation, 
and  extension  is  limited  in  place  of  He.xiou.  This  type  of 
deformit)'  is  almost  always  bilateral.  It  is  accompanied,  usually, 
by  slight  permanent  flexion  of  the  thighs ;  thus  the  lumbar 
lordosis  is  exaggeratetl  ;  whereas,  in  the  ordinary  form  it  is 
u.sually  les-sened, 

This  descri]ition  applies  to  the  ordinary  ty])es  of  the  deformity 
as  it  is  seen  in  later  cliildhoiKl  and  in  adolescence.  It  undoubt- 
edly occurs  in  early  life,  but  it  is  masked  by  the  more  noticeable 
distortions  of  other  jiarts,  and  as  an  isolated  deformity  that 
demands  treatment  it  is  uncommon.  One  case  was  observed  by 
the  writer  in  a  rhachitie  child  two  and  one-half  years  of  age. 
The  symptoms,  though  slight,  were  typical,  and  the  diagnosis 
was  confirmed  by  a  Roentgen  picture.  In  other  <rases  seen  in 
later  childhood,  the  history  of  more  or  less  discomfort  for  many 
years  seemed  to  indicate  that  the  deformity  was  caused  directly 
by  rhachitis. 

In  the  majority  of  cases  the  symptoms  begin  insidiously, 
although,  in  many  instances,  they  may  follow  injury  or  over- 
exertion. (See  Partial  Epiphyseal  Separation.)  If  the  affection 
begins  in  adolescence  and  is  untreated,  the  perio<l  of  discomfort, 
during  which  the  depression  of  the  neck  may  be  assumetl  to  be 
progressive,  is  from  two  to  four  years  ;  but  if  the  deformity 
appears  at  an  early  age,  the  symptoms,  though  remittent  in  char- 
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hip  the  motions  of  the  joint  are  limited  in  every  direction  by 
reflex  rausculjir  spasm,  and,  as  a  rule,  other  evidences  of  the 
character  of  the  disease  are  apparent.  Coxa  vara  is  a  simple 
deformity ;  reflex  muscular  spasm  is  absent,  except  during 
exacerbations  due  to  injury  or  overstrain,  and  movement  is  not 
limited  in  all  directions,  but  only  in  abduction,  flexion,  and 
inward  rotation  when  the  deformity  is  of  the  ordinary  type. 
Actual  shortening  is  a  late  symptom  of  hip  disease,  while  it  is 
present  from  the  very  onset  of  coxa  vara.  It  is  a  shortening 
explained  by  tlie  elevation  of  the  trochanter  above  N6laton's  line, 


Fia.  )127. 


Ixiuble  ooxa  vara  of  advaooed  degree,  nbowlng  tlie  iDroluiilary  cnxiaing  of  tbe 
legs  lu  flexion. 

while  such  elevation  in  hip  disease  is  a  sign  of  destniction,  either 
of  the  head  of  the  bone  or  of  a  part  of  the  acetabidum. 

The  deformity  might  be  readily  mistaken  for  congenital  di«lu- 
cnlion  of  the  hip,  particularly  of  the  anterior  variety,  but  this 
would  be  excluded  by  the  history,  since  coxa  vara  ia  an  acquired 
deformity.  The  diagnosis  between  the  two  affections  may  be 
easily  made  on  the  physical  signs  alone.  In  congenital  disloca- 
tion, if  the  thigh  be  flexeil  an<l  adducte<l  to  its  extreme  limit,  the 
head  and  neck  of  the  displacArd  bone  can  be  distinguished  I>eneath 
the  distended  tissues  of  the  buttock.  In  coxa  vara  nothing  but 
the  prominent  trochanter  can  be  made  out  on  similar  manipula- 
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tion,  while  the  abnormal  mobility,  chanicti-ristic  of  the  dislocation, 
18  abseut.  There  is,  however,  a  form  of  anterior  dislocation  in 
which  the  bead  of  the  femur  has  a  secure  support  beneath  the 
anterior  superior  spine  in  which  diagnosis  from  the  physical  sifjns 
alone  may  be  somewluit  more  diftioiiit.  An  X-ray  picture  will 
always  make  the  distinction  clear,  however. 


Fio.sas. 


Fia.  XS, 


(Tnllatcrel  coxa  VBrm,  stiowlog  Ibe  efltet  of  ulliiht 
deprenloD  of  the  neolc  of  the  left  femar  npoa  tLe 
sltitnde.    (See  Fig.  3J9.) 

Treatment.  If  the  deformity 
were  discovered  in  the  early  stage, 
one  might  h(jpe  to  check  its  progress 
by  a  change  in  the  surroimdings  ami 
occupation  of  the  patient.     Standing, 

}  _  •  _  *"       Tilt  ,.. .,  .  .,.  ..--,  uiglit  mi.iilha 

particularly  in   the  attitude  of   rest,  »fter  cuiiciform  usieoiomy.   An  uIibo- 

,.i  'I     .1  ]  ]•.•         I         •    I  .  luie  cure,  both  u  regardt  aympUiius 

whicl»  throws  additional  weight  upon  ^^d  defbrmity. 
the  weakenc<l  part,  should  be  avoided, 

and  work  of  any  kind  that  induces  the  familiar  symptoms  of 
strain  should  be  discontinued.     As  much  time  as  [possible  should 

3d 
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lie  spent  in  the  open  air,  and  diet  and  proper  therapeutical  remedies 
should  be  employed  if  evidence  of  constitutional  weakness  ur 
rhachitis  is  present. 

Locally  massage  of  the  limbs  and  joints  and  forcible  manipula- 
tion, with  the  aim  of  overcoming  as  much  of  the  restriction  of  the 
range  of  abduction  as  may  depend  upon  the  sf^con<lar}'  changes 
in  the  soft  parts,  should  be  employed,  reinforce*!  l>y  regular 
gymnastic  exercises,  with  the  object  of  improving  tl»e  cireulntion, 
upon  which  the  repair  of  the  weakened  Iwne  depends. 

If  the  deformity  is  unilateral  temporary  support  may  l)e  em- 
ployed. A  perineal  crutch  (Fig.  226)  or,  if  the  circumstAnces 
of  the  patient  permit,  one  of  the  convalescent  hip  splints  timt 
allows  motion  at  the  knee,  m.iy  be  used  (Fig.  231).  WiU>  huj*- 
port  during  the  time  of  greatest  strain — that  is,  when  continuous 
walking  or  standing  may  be  acquired — combined  with  proper 
exercises  and  massage,  the  weak  part  may  l)ecome  sufficiently 
strong  to  perform  its  function  in  a  year  or  more,  but  supi-rvisiou 
will  be  necessary  for  a  much  longer  time. 

Operative  Treatment.  Forcible  Abduction.  In  certain  iustaiuH?;*, 
particularly  those  cases  in  adolescence  in  which  the  symptoms 
have  advanced  rapidly,  it  may  be  inferred  that  the  bony  structure 
of  the  affected  neck  Ls  congeste<l  and  softened.  One  nuiy  attempt, 
therefore,  to  restore  the  angle  by  forcibly  ulHluctiug  the  tliigh,  n 
in  the  treatment  of  fracture  or  epiphyseal  se|>aration.  (."^  P&S^ 
549.)  Tn  this  mana'uvre  the  head  is  fixed  by  the  lower  portion 
of  the  capsule,  and  the  ileformed  neck  is  forced  against  the  upper 
border  of  the  acetabulum  as  illustrated  in  the  figures  (Fig,  331). 
If  the  normal  range  of  abtluction  can  be  restored,  one  may  infer 
that  the  deformity  has  beeu  corrected.  The  limb  should  then  be 
fixed  by  a  plaster  spica  bandage  iu  tliis  attitude  of  extreme  abduc- 
tion for  two  months,  or  until  a  time  when  consolidation  in  the  new 
position  is  apimreutly  complete. 

A  support  should  be  use<i  for  a  time,  and  the  usual  treatment 
by  massage  and  exercise  should  be  carrie<l  out  daring  the  period 
of  convalescence. 

Linear  Osteotomy.  The  simplest  and  most  efficient  means  of 
overcoming  the  adduction  in  older  subjects  is  linear  06teotomj  of 
the  shaft  of  the  femur  just  below  tlie  trochanter  minor.  This 
may  be  performed  by  the  sulRUitnueous  method,  as  in  the  correc- 
tion of  the  deformity  of  hip  disease,  NN'hen  the  bone  has  been 
divided  the  shaft  is  rotate<l  inward  until  the  foot  is  brought  to 
the  normal  attitude,  and  it  is  then  aUlucted  to  the  normal  limit ; 
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in  this  attitude  a  plaster  spica  bandage  is  applied  reaching  from 
the  axilla  to  the  toes. 

If  the  deformity  is  bilateral  it  is  often  sufficient  to  operate  on 
the  limb  which  is  most  affected.  When  the  fracture  is  consolidated, 
massage,  exercises,  and  manipulation  are  employed,  as  has  been 
described.  It  may  be  assumed  that  the  increased  blood  supply 
necessitated  by  the  repair  of  the  injury  will  affect  favorably  the 
weakened  bone  as  well.  The  final  result  in  several  cases,  in  which 
the  operation  was  performed  by  the  writer,  was  very  satisfactory. 

Cuneiform  Osteotomy.  In  younger  patients  the  deformity  may 
be  remedied  by  removal  of  a  cuneiform  section  of  bone  from  the 
upper  extremity  of  the  shaft  at  the  level  of  the  trochanter  minor 
(Fig.  330).  In  childhood  the  neck  of  the  femur  is  short  and 
the  strain  to  which  it  is  likely  to  be  subjected  slight ;  thus  opera- 
tive treatment  may  be  indicated  as  a  prophylactic  measure.  In 
fact,  one  should  treat  this  deformity  at  the  hip  on  the  same 
principles  as  the  similar  distortions  at  the  knee.  Coxa  vara  can- 
not be  rectified  by  mechanical  treatment ;  therefore,  unless  it  is 
directly  contraindicated  operative  intervention  should  be  advised. 

In  the  technique  of  this  procedure  there  are  several  points  of 
importance.  First,  the  restriction  of  abduction,  of  ligamentous 
or  muscular  origin,  must  be  overcome  by  vigorous  stretching  and 
massage  of  the  shortened  tissues  before  the  operation  on  the  bone, 
otherwise  it  will  be  difficult  to  bring  the  two  fragments  into 
proper  apposition.  An  incision  is  made  from  a  point  about  one 
inch  below  the  apex  of  the  trochanter  directly  downward  about 
three  inches  in  length.  The  bone  is  thoroughly  exposed  by 
separating  the  periosteum  from  the  site  of  operation.  The  base 
of  the  wedge  should  be  about  three-quarters  of  an  inch  in  breadth, 
directly  opposite  the  trochanter  minor  ;  the  upper  section  should 
be  practically  at  a  right  angle  with  the  shaft,  the  lower  being 
more  oblique  (Fig.  330,  2).  The  cortical  substance  on  the  inner 
aspect  of  the  bone  should  not  be  divided,  but,  reinforced  by  the 
cartilaginous  trochanter  minor,  should  serve  as  a  hinge  on  which 
the  shaft  of  the  femur  is  gently  forced  outward,  until  the  opening 
is  closed  by  the  apposition  of  the  fragments  after  the  upper  seg- 
ment has  been  fixed  by  contact  with  the  mai^in  of  the  acetabulum 
(Fig.  330,  3)  ;  thus  the  continuity  of  the  bone  is  preserved.  The 
limb  is  then  fixed  in  the  attitude  of  extreme  abduction  by  means 
of  a  plaster  spica  bandage,  which  should  include  the  foot  also,  for 
about  eight  weeks,  or  until  the  union  is  firm.  When  the  limb  is 
brought  to  the  line  of  the  body  the  neck  of  the  femur  is  restored 
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to  its  proper  position  (Fig.  330,  4)-  I'his  mechanical  method  of 
apposing  the  fragments  is  far  more  effective  than  any  system  of 
suture,  and  if  the  operation  is  carefully  conducted  there  is  no 
danger  of  displacement.  In  ordinary  cases  of  this  class,  accord- 
ing to  the  writer's  experience,  the  cure  is  absolute,  both  as  to 
symptoms  and  to  function.  No  after-treatment  other  than  the 
support  of  a  short  Lorenz  spica  for  a  month  or  more  is  required. 
The  opportunity  for  treatment  of  coxa  vara  in  earliest  childhood 
is  rarely  offered.     It  is  usually  the  direct  result  of  rhachitis,  and 
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1.  The  normal  femur.  2.  Depression  of  tbe  neck  of  the  femtir— coxa  vara.  A.  A  wedg*  of 
bone  has  been  removed.  3.  Abduction  of  the  limb  first  Axes  tbe  upper  Kgment  by  contact 
with  the  rim  of  tbe  acetabulum,  then  closes  the  opening  In  the  bone.  4.  Replacement  of  tbe 
limb  after  union  is  completed  elevates  the  neck  to  Its  former  position. 

in  the  early  stage  at  least  it  is  probably  accompanied  by  other 
rhachitic  distortions.  It  would  be  well,  therefore,  to  examine 
the  hip-joints  of  rhachitic  children,  especially  those  who  present 
the  deformity  of  genu  valgum  with  reference  to  this  distortion.' 

Fracture  of  the  Neck  of  the  Femur. 

Traumatic  Coxa  Vara.     Fracture  of  the  neck  of  the  femur 
in  childhood,  although  until  recently  unrecognized,  is  by  no  means 


'  The  bibliography  of  the  subject,  to  tbe  extent  of  137  references,  may  be  found  in  an  article 
by  Wagner  In  the  ZelK.  f.  Orth.  Cblr.,  1900,  B.  vlil.  H.  2. 
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an  uncommon  accident,  since  twenty  cases  have  come  under  the 
writer's  observation  during  the  past  nine  years. 

Fracture  of  the  neck  of  the  femur  in  childhood,  however, 
differs  markedly  in  its  symptoms  and  in  its  effects  from  that  in 
later  life.  In  childhood  the  immediate  effects  of  the  injury  are 
far  less  disabling,  and  the  patient  is  often  able  to  walk  about 
within  a  few  days  after  the  accident,  from  which  it  may  be  in- 
ferred that  there  is,  in  many  instances,  a  bending  and  breaking 
of  the  neck  without  actual  separation  of  the  fragments.     During 
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1.  Fracture  of  the  neck  of  tbe  femur.  2.  Restoration  of  the  normal  angle  by  forcible 
abduction.  3.  The  limb  in  normal  position.  Figs.  4,  5,  and  6  llluatrata  separation  of  tbe 
eplpbysis  of  the  bead  of  tbe  femur  treated  by  tbe  same  method. 


the  period  of  repair  the  limp  and  attendant  discomfort  are  usually 
mistaken  for  symptoms  of  hip  disease. 

The  diagnosis  is  usually  simple.  In  all  the  cases  there  is  a 
history  of  injury,  usually  a  fall  from  a  height,  which  confined  the 
patient  to  the  bed  for  several  days  or  weeks.  On  physical  exam- 
ination shortening  of  half  an  inch  to  an  inch  is  found,  explained 
by  the  corresponding  elevation  of  the  trochanter.  Motion  in  the 
joint  is  more  or  less  restrained  by  voluntary  and  involuntary  con- 
traction of  the  muscles,  but  this  restriction  is  much  more  marked 
in  flexion,  abduction,  and  inward  rotation  than  in  other  direc- 


650  ORTHOPEDIC  SUBOEBY. 

tions  ;  a  limitation  explained  b^  the  nature  of  the  displacement, 
the  neck  of  the  bone  having  been  forced  downward  and  backward. 

The  immediate  effect  of  the  injury  is,  as  has  been  stated,  less 
marked  than  in  the  adult,  but  the  deformity  often  tends  to 
increase  in  later  years,  because  the  right-angled  relation  of  the 
neck  to  the  shaft  exposes  it  to  greater  strain.  In  a  number  of 
the  patients  examined  several  years  after  the  injury,  there  was 
an  increase  of  the  actual  shortening  combined  with  permanent 
adduction.  At  this  time  the  deformity  could  not  have  been  dis- 
tinguished, except  for  the  history,  from  the  ordinary  coxa  vara 
of  a  rather  extreme  degree. 

Treatment.  If  the  diagnosis  is  made  after  the  accident,  or 
before  consolidation  is  complete,  one  should  attempt  to  replace 
the  neck  in  its  proper  relation  with  the  shaft  in  order  that  subse- 
quent deformity  may  be  prevented.  This  may  be  accomplished 
by  forcing  the  limb  into  extreme  abduction,  and  in  this  position 
a  plaster  bandage,  reaching  from  the  axilla  to  the  toes,  should 
be  appUed  (Fig.  331). 

After  consolidation  of  the  fracture  a  hip  splint  or  Lorenz  spica 
may  be  worn  for  several  months  or  until  complete  repair  has 
taken  place.  Massage  and  forcible  manipulation,  if  limitation  of 
motion  remains,  combined  with  the  avoidance  of  overstrain,  may 
prevent  the  increase  of  the  deformity.  Otherwise  the  neck  of 
the  femur  should  be  replaced  in  its  normal  position  by  the 
removal  of  a  sufficient  wedge  of  bone  from  the  base  of  the 
trochanter  as  described  under  the  treatment  of  simple  coxa  vara 
(Fig.  330). 

Traumatic  Separation  of  the  Epiphysis  of  the  Head  of  the  Femur. 
As  has  been  stated,  in  traumatic  depression  of  the  neck  of  the 
femur  the  fracture  is  usually  at  about  the  centre  of  the  neck, 
which  in  childhood  is  but  little  more  than  an  inch  in  length. 
In  exceptional  cases  the  head  of  the  femur  may  be  separated  at 
the  epiphyseal  line.  This  disjunction  is  more  likely  to  occur  in 
adolescence  and  particularly  in  subjects  suffering  from  coxa  vara 
in  the  early  stage.  Thus  sudden  disability,  following  slight 
injury,  in  an  adolescent  who  has  complained  of  discomfort  and 
limp  for  some  time  before,  and  who  presents  on  examination  the 
signs  of  depression  of  the  neck  of  the  femur,  would  suggest  this 
accident ;  but  the  exact  diagnosis  can  be  established  only  by  a 
lioentgen  picture  or  by  ojMiration.' 

>  Sprengel.    ArcliiT  /.  kllu.  Chir.,  1898, 1).  zlTil.,  S.  8Uo.    Clarke,  Lancet,  October  27.  UKIO. 
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The  treatment  is  similar  to  that  of  fractare,  but  the  functional 
derangement  of  the  joint  is  likely  to  be  greater  for  the  reason  that 
the  articulating  surface  of  the  head  of  the  femur  is  involved.' 

Partial  Epiphyseal  Separation  in  Adolescence.  As  has  been  sug- 
gested, slight  injury  may,  under  &voring  conditions,  rupture  the 
periosteum  and  the  cortical  substance  at  the  junction  of  the 
epiphysis  and  the  neck  of  the  femur,  and  under  the  influence  of 
use  the  head  of  the  bone  may  be  slowly  depressed,  the  final  result 
being  the  epiphyseal  type  of  coxa  vara  that  has  been  mentioned. 
The  symptoms  of  this  variety  of  deformity,  which  is  practically 
limited  to  adolescence,  resemble  those  of  the  ordinary  form, 
except  that  they  are  more  marked  and  more  disabling. 

In  other  cases  the  displacement  may  be  greater  or  practically 
complete,  in  which  case  the  disability  is  immediate,  although  the 
traumatism  was  apparently  very  slight. 

This  accident  under  these  conditions  practically  never  occurs 
in  healthy  children.  Particular  attention  is  called  to  this  point, 
as  the  two  classes  of  cases  are  usually  confounded,  ti*aumatic 
depression  of  the  neck  of  the  femur  being  classed,  as  a  rule,  as 
epiphyseal  separation.^  The  treatment  has  been  described  in  the 
preceding  section. 

Fracture  of  the  Keck  of  the  Femnr  in  Adnlt  Life.  The  treatment 
by  forcible  abduction  and  fixation  recommended  for  incomplete 
fracture  of  the  neck  of  the  femur  or  epiphyseal  separation  in 
childhood  applies  also  to  the  same  injury  in  older  subjects.  If 
the  separation  is  complete  the  patient,  under  antcsthesia,  is  placed 
upon  a  pelvic  support.  Coimter-traction  is  provided  by  a  wide 
bandage  passed  between  the  thighs  about  the  pelvis  and  fastened 
to  the  head  of  the  table.  The  assistant  makes  traction  on  the 
limbs,  gradually  abducting  them.  When  the  limit  is  reached  on 
the  sound  side  the  limb  is  retained  in  this  position  to  serve  as  a 
model  for  the  other  and  to  aid  in  fixing  the  pelvis.  A  long 
plaster  spica  is  then  applied  in  this  attitude  of  extreme  abduction 
and  extension  over  the  knitted  drawer,  as  described  elsewhere. 
In  certain  instances,  particularly  in  older  subjects,  the  short 
Lorenz  spica  may  be  applied  instead. 

One  often  encounters  cases  in  which  the  disability  persists  after 
fracture  of  the  neck  of  the  femur — a  disability  due  in  great  part 
to  flexion  and  adduction  deformity.     Such  deformity  may  be,  in 

>  Wbltman.     Medical  Record,  July  23,  1898 ;  Annals  of  Surgery,  June,  1897,  February, 
1899,  and  November,  1902. 
'  Hofb.    Zeitachrin  f.  Ortbop.  Cbir.,  1903,  Band  zi.  Heft  S. 
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many  instances,  reduced  by  moderate  force.  If,  as  is  often  the 
case,  the  fracture  has  failed  to  unite,  the  upper  extremity  of  the 
femur  may  be  forced  forward  beneath  the  anterior  superior  spine 
and  the  limb  may  be  fixed  in  an  attitude  of  abduction  and 
extension  by  a  Lorenz  spica,  as  originally  suggested  by  Lorenz. 

Ooza  Valga. 

Coxa  valga  is  a  term  used  to  signify  an  abnormal  elevation  of 
the  neck  of  the  femur  in  its  relation  to  the  shaft,  in  contrast  to 
coxa  vara,  an  abnormal  depression.  This  deformity  is  sometimes 
observed  in  limbs  which  have  never  supported  weight.  It  is  a 
possible  result  of  injury  also.  It  is  of  no  importance  from  the 
orthopedic  standpoint. 


CHAPTER  XVI. 

DEFORMITIES  OF  THE  BONES  OF  THE  LOWER  EXTREMITY. 

Op  the  distortions  of  the  lower  extremity  bow-leg  and  knock- 
knee  are  by  far  the  most  common,  comprising  about  15  per  cent, 
of  the  total  cases  in  orthopedic  clinics.  Of  the  two  bow-leg  is 
the  more  frequent  in  all  tables  of  statistics,  and  it  is  probable 
that  the  proportion  of  bow-leg  to  knock-knee  is  much  larger  than 
would  appear  from  the  hospital  records  ;  for  genu  valgum  is 
generally  recognized  as  a  serious  deformity,  while  bow-leg  is 
known  to  be  of  little  consequence  except  from  the  esthetic  stand- 
point, so  that  its  rectification  is  more  often  trusted  to  the  power 
of  nature. 

Both  deformities  appear  to  be  more  common  in  male  than  in 
female  children — a  fact  explaineti,  perhaps,  by  the  greater  weight 
and  the  greater  susceptibility  of  the  former.  But  here,  again, 
statistics  may  be  influenced  somewhat  by  the  fact  that  bow-legs 
are  considered  to  be  of  more  consequence  to  the  boy  than  to  the 
girl,  because  of  the  concealment  that  the  skirts  will  insure  if  the 
distortion  is  not  outgrown  in  childhood. 

Statistics.  The  relative  frequency  of  the  two  deformities 
may  be  indicated  by  the  statistics  of  the  Hospital  for  Ruptiu"ed 
and  Crippled  for  a  period  of  ten  years.  During  this  time  5441  cases 
were  recorded,  3452  cases  of  bow-legs  (63.4  per  cent.),  1989  of 
knock-knees  (37. (>  per  cent.).  Of  the  3452  cases  of  bow-legs 
2030  were  in  males  (58.8  per  cent.),  and  1422  were  in  females 
(42.2  per  cent.).  The  1989  cases  of  knock-knees  were  more 
evenly  divide«l  between  the  sexes,  1024  being  in  males  (51.4  per 
cent.),  and  9(>5  in  females  (48.0  per  cent.). 

It  will  be  noted  that  45  of  the  cases  of  genu  valgum  were 
in  patients  over  fourteen  years  of  age,  as  compared  with  34 
cases  of  adolescent  or  adult  bow-legs.  The  writer's  personal  expe- 
rience in  the  clinic  enables  him  to  state  that  a  large  proportion 
of  the  cases  of  genu  valgum  actually  developed  or  increased  to 
an  extent  demanding  treatment  during  adolescence,  while  most 
of  the  cases  of  bow-leg  deformity  in  patients  more  than  fourteen 
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years  of  age  had  existed  since  early  childhood  or  were  the  result 
of  injury  or  disease. 

BOW-LEOS. 

Year.      No.eaiei.     ifoJa.  FtmaUi.  Over  21.  Over  14. 

1 1899      400      2S6  164  0  6 

2 1898      406      2S5  161  0  2 

S 1897      4C7      268  199  4  1 

4 1896      856      200  1G6  0  1 

S 189S      8S6      200  186  2  1 

6 .1894      310      170  140  1  2 

T 1898      262      1S7  106  8  8 

8 1892      806      189  117  1  2 

9 1891      sot      174  129  1  1 

10 1890      306      181  125  1  3 
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Kkock-knebs. 

Y€ar.       No.  eati.     Mala       Flemalet.    Over  21.    Over  14. 

1 1899 

2 1898 

3 1897 

4 1896 

5 1896 

6 1894 

7 1893 

8 1892 

9 1891 

10 1890 

1989  1024  966  16  31 

The  Etiology  of  Genu  Valgtun,  Oenu  Varum,  and  of  Other 
Distortions  of  the  Bones  of  the  Lower  Extremity.  The 
common  predisposing  cause  of  simple  deformities  and  disabilities 
of  the  lower  extremities  — in  other  words,  those  not  caused  by 
local  injury  or  local  disease — is  the  erect  posture,  when  for  any 
reason  the  bones  and  the  joints  are  unequal  to  the  strain  of 
locomotion  and  to  the  task  of  sustaining  the  weight  of  the  body. 

Time  of  Onset.  At  two  periods  of  life  the  deformities  under 
consideration  most  often  develop.  The  first  is  in  early  childhood, 
when  the  upright  {)osture  is  first  assumed  ;  the  second  is  in 
adolescence,  when  the  rapid  growth  and  other  changes  incident 
to  this  period  may  lessen  the  stability  of  the  supporting  structures, 
and  when  the  strain  of  laborious  occupation  may  be  added  to 
that  of  the  increasing  weight  of  the  body. 

The  deformities  of  adolescence  are,  however,  relatively  insig- 
nificant in  number  compared  with  those  of  early  childhood,  for  in 
childhood  iulierited  weakness  or  weakness  that  is  the  direct 
result  of  malnutrition  at  once  develops  into  deformity  under  the 
strain  of  standing  and  walking.  Thus,  as  a  rule,  the  deformities 
under  consideration   first  attract  attention   soon  after  the  child 
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begins  to  walk,  and  the  patients  are  usually  brought  for  treatment 
during  the  second  or  third  year  of  life.  If  the  deformities  are 
severe  the  body  usually  presents  the  evidences  of  general  rha- 
chitis  ;  in  other  instances  the  distortion  of  the  legs  is  almost 
the  only  sign  of  its  presence,  and  in  a  certain  number  there  may 
be  no  evidence  whatever  of  malnutrition  or  disease. 

Predisposition  to  Deformity.     It  is  not  always  easy  to  explain 
why  weak  legs  liend  in  one  way  rather  thiui  in  another.     In 

no.  33i. 


Ualiltual  posture  u  •  factor  la  U>e  cUolog;  of  rbnobltic  Uiw-leg. 

some  instances  it  is  proliable  that  a  slight  degree  of  deforniit)'  is 
present  before  the  chiUl  begins  to  walk.  For  example,  a  slight 
outward  bowing  of  the  legs  is  said  to  be  common  in  early  infancy, 
and  the  use  of  heavy  diapers  might  favor  an  increase  of  the  dis- 
tortion. Knock-knee  may  be  induced,  apparently,  by  holding 
the  infant  on  the  arm  with  the  knees  pressed  against  the  chest, 
and  certain  cases  of  knock-knee  and  bow-log  combinetl  appear 
to  be  caused  directly  by  this  manner  of  carrying  the  infant 
habitually  ujHm  one  arm. 
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The  legs  of  rhachitic  chiklrcn,  who  have  never  walked,  are 
often  somewhat  distorted,  and  in  many  instances  this  may  be 
explained  by  the  habitual  postures  (Fig.  332). 

A  moderate  degree  of  bow-leg  is  not  infrequently  seen  in 
vigorous  infants  who  stand  and  walk  at  an  early  age.  Aside 
from  the  determining  curve  in  the  bone  that  may  be  present 
before  the  child  begins  to  walk,  this  predi.sjwsition  toward  bow- 
leg may  be  explained,  perhaps,  by  the  fact  that  young  infants 
often  ,se[)arate  the  feet  widely  in  widkinfj,  and  tJio  swaying  of 
the  body  from  side  to  side  may  tend  to  Ijend  the  leg.s  outward. 
In  weaker  or  less  vigorous  children  a  slight  degree  of  knoek- 
knee  is  not  uncommon,  induced  more  directly  by  weakness  or 
inactivity  of  tlie  muscles,  as  a  result  of  which  the  child  stands 
with  the  knees  somewhat  flexed  and  pressed  together,  while  the 
feet  are  separated  and  evertetl,  an  exaggeration  of  the  so-called 
attitude  of  rest. 

Bow-leg  is  not  uucommou  in  adult  life,  and  it  is  popularly 
associated  with  strength  and  activity.  Undoubtedly  the  attitudes 
of  aclivity  woulcl  tend  to  induce  bow-leg  rather  than  knock- 
knee,  so  that  this  tradition  may  have  a  founthition  of  truth.  It 
is  said  to  be  common  among  those  who  ride  constantly,  and  it 
may  be  a  direct  result  of  injury  or  disease  of  the  knee-joint,  but 
it  may  be  stated  that  well-marked  bow-leg  in  an  adidt  has  almost 
always  existed  since  childhood.  This  statement  cannot  be  made 
of  genu  valgum,  since  it  may  develop  or  increase  during  ado- 
lescence or  even  in  adult  life.  The  predisposing  cause  is  weak- 
ness or  overstrain,  and,  as  has  been  stated,  in  the  popular  mind 
th<'  deformity  is  chiinicteristic  of  weakness. 

The  Attitude  of  Rest.  Genu  valgum  is  an  exaggeration  of 
what  is  known  aa  the  attitude  of  rest  or  relaxation,  in  which  the 
weight  of  the  Ixxly  is  thrown  in  great  part  upon  the  ligaments  of 
the  three  joints  of  the  lower  extremity.  In  the  attitude  of  rest 
the  pelvis  is  tilted  forwani,  the  femora  are  rotated  inward  upon 
the  tibiie,  autl  the  feet  are  separated  and  everted,  so  that  the 
greatest  strain  falls  u{>on  the  inner  side  of  the  knees  and  of  the 
feet.  Thus,  what  is  known  as  flat-foot  is  often  combined  with 
knock-kuee;  knock-knee  may  cause  flat-foot,  but  more  often  the 
flat-foot  may  induce  knock-knee,  or  both  may  be  the  effect  of  tlie 
same  general  cause.  Genu  valgum,  in  the  slighter  degree  at 
least,  may  lie  induced  directly  by  improper  attitudes,  but  the 
attitudes  are,  as  a  rule,  the  result  of  overwork  to  which  the 
mechanism  is  subjected  ;  thus  the  knock-kuee  of  adolescence  is 
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SO  common  among  the  bakers  of  Vienna  that  "  baker's  knee  "  is 
there  synonymous  with  genu  valgum. 

Genu  valgum  may  be  secondary  to  distortion  elsewhere.  For 
example,  compensatory  knock-knee  is  usually  combined  with 
extreme  adduction  of  the  thigh  ;  it  may  be  the  result  of  the 
inactivity  necessitated  by  the  treatment  of  hip  disease ;  it  may 
be  a  direct  result  of  injury,  and  it  is  sometimes  an  accompaniment 
of  osteomyelitis  or  osteoperiostitis  of  the  tibia,  which  causes  an 
overgrowth  and  abnormal  lengthening  of  the  leg.  There  are, 
however,  exceptional  cases  which  would  not  be  classed  with  the 
ordinary  deformity. 

The  Outgrowth  of  Deformity.  In  considering  the  treatment  of 
the  simple  static  deformities  of  the  lower  extremity  which  are 
usually  the  result  of  a  temporary  weakness  of  structure,  one  must 
first  answer  the  question,  "Will  not  the  child  outgrow  it?" 
This  belief  in  the  spontaneous  cure  of  deformity  is  very  strong, 
not  only  among  the  laity,  but  among  physicians  as  well  ;  and  it 
rests  upon  the  common  observation  that  crooked  legs  become 
straight,  or  at  least  less  deformed,  with  the  growth  of  the  child. 
In  fact,  if  one  Avere  to  judge  from  the  general  observation  of  the 
effect  of  growth  upon  the  deformities  of  this  class,  or  even  from 
the  tracings  of  the  legs  of  rhachitic  children  taken  from  year  to 
year,  one  might  conclude  that  all  deformities  of  this  class  might 
be  safely  left  to  themselves.  As  an  illustration  of  positive  evi- 
dence on  the  subject,  the  observations  of  Kamps'  on  32  cases  of 
rhachitic  distortion  of  the  lower  extremity  may  be  cited.  Four 
and  one-half  years  after  the  cases  were  first  seen  and  recorded 
examination  showed  that  75  per  cent,  were  cured,  15.3  per  cent, 
improved,  while  0.7  per  cent,  were  unimproved.  His  conclu- 
sions are  that  such  deformities  do  not,  as  a  rule,  require  special 
treatment  in  early  childhood,  but  that  after  the  age  of  six  years 
the  prognosis  for  spontaneous  cure  is  unfavorable. 

Veit'  photographed  a  number  of  rhachitic  children  seen  in  the 
surgical  clinic  of  the  University  of  Berlin,  and  after  a  lapse  of 
two  or  three  years  made  another  series  of  photographs  of  the 
same  patients,  who  had  meanwhile  received  no  treatment.  His 
conclusions  are  similar  to  those  of  Kamps,  namely,  that  surgical 
treatment  is  not  required  for  deformity  of  this  character  in  chil- 
dren less  than  six  years  of  age.  In  two  classes  of  cases,  however, 
the  prognosis  for  spontaneous  cure    is  not    favorable,  those  in 

'  B«ltriige  zar  kiln.  Chlr.,  B.  xlv.  H.  1. 
2  Archlv  f.  kiln  Chlr.,  B.  1.,  S.  130. 
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which  the  growth  has  been  checked  by  the  rhachitic  process,  and 
in  certain  cases  of  extreme  bow-legs,  "  O  "  legs  (Fig.  333). 

The  rectifying  force  of  nature  acts  in  two  ways.  Assuming 
that  the  deformity  readied  its  limit  during  the  period  of  original 
weakness,  it  must,  of  course,  become  relatively  less  as  the  body 
increases  in  length  and  size.  In  fact,  the  outgrowth  of  deformity 
has  a  direct  relation  to  the  rapidity  of  growtli  during  the  early 
years  of  childhood.  The  second  manifestation  of  the  power  of 
nature  is  more  jwsitive.      It  may  be  a.ssun]cd  tiiat  when   the 

deformity  is  progressive  all  the 
tissues  are  affected  by  the  weak- 
ness ;  consequently  the  attitudes 
of  the  child  are  those  that  can 
be  most  easily  assumetl  under 
the  abnormal  conditions.  But 
when  the  primary  cause  of  the 
weakness,  in  most  instances 
riiachitis,  is  no  longer  ojiera- 
tive,  the  muscles  take  on  new 
activity  an<l  vigor,  and  the  ac- 
tions and  attitudes,  in  spite  of 
the  deformity,  become  approxi- 
mately normal.  Then,  accord- 
ing to  Wolff's  law  of  transfor- 
matiun,  the  internal  structure 
of  the  affected  bones  begins  to 
change  to  acconimotlate  itself  to 
the  new  conditions  of  weight 
and  strain  induced  by  the 
change  in  action  and  attitude  ; 
and  to  this  rearrangement  of  the  internal  stnicture  the  external 
shape  of  tlie  bones  must  conform  in  a  gradual  growth  toward  the 
normal  contour. 

On  this  theory  it  is  easily  explained  how  the  natural  outtloor 
life  of  the  countrj'  has  long  been  celebratetl  as  an  effective  treat- 
ment for  this  class  of  deformity.  But  it  by  no  means  follows 
that  deformity  is  always  outgrown  even  under  favorable  condi- 
tions. Improper  attitudes  that  favor  and  cause  deformity  are 
often  oi)served  among  those  who  are  free  from  weakness  antl 
disability  and  from  the  Influences  of  unfavorable  surroundings  ; 
and  such  attitudes  are,  of  course,  more  likely  to  jwrsist  in  those 
who  wert!  once  obliged  to  assume  them  becaufie  of  weakness  and 


A  typ«of  defonniiy  in  u  Iju-h  Ehe  prognoelB 
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deformity.  Again,  the  weakness  of  structure  or  function  may 
be  an  inherited  peculiarity,  or  it  may  be  induced  by  disease  or 
by  improper  surroundings,  influences  that  may  continue  for  many 
years  and  thus  ser\'e  to  check  the  natural  ten<ieucy  toward  cure.' 
The  obserN'ations  on  the  outgrowth  of  deformity  have  been 
confined,  as  a  rule,  to  the  period  of  childhood,  and  most  often 

PlO.  884. 


Extreme  defbrmltleti,  ibe  leiult  of  toboUle  rbMliltia.    Tbu  left  log  formt  praotloUlr 
B  light  angle  wlUi  the  thigh.    (See  Fig.  SS8.) 


they  have  been  made  with  reference  to  the  more  serious  grades 
of  distortion,  which  are  the  direct  result  of  rhachitis. 

It  must  l)e  l>orne  in  miud,  however,  tliat  tlie  true  significance 
of  these  deformities  in  the  adult  must  be  judged  from  the 
esthetic  rather  than  from  the  medical  point  of  view,  and 
although  the  extreme  degrees  of  bow-leg  and  knock-knee  are 
relatively  rare,  yet  in  the  minor  grade  l)oth  deformities  are  very 
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common  in  adult  males  and  in  all  probability  in  adult  females 
also. 

In  1887  the  writer*  noted,  among  2000  adult  males  observed 
on  the  streets  of  Boston,  400  cases  of  bow-leg  and  32  cases  of 
knock-knee.  One  may  assume,  then,  that  the  legs  of  about  one 
adult  male  in  five  deviate  more  or  less  from  the  line  of  sym- 
metry— a  conclusion  that  has  been  confirmed  by  many  subsequent 
observations.  It  may  be  admitted  that  a  certain  number  of  the 
distortions  under  consideration  are  acquired  during  adolescence, 
but  it  is  probable  that  the  greater  number  of  those  that  may  be 
noted  in  walkers  upon  the  streets  represent  the  incomplete  out- 
growth of  a  deformity  of  childhood. 

The  statement  is  often  made  that  these  distortions  of  the  legs 
are  common  in  childliood,  but  rare  in  adult  life.  Just  what  the 
proportion  may  be  in  childhood  it  is  impossible  to  say,  but  it  is 
not  likely  to  be  greater  than  one  in  five.  One  must  conclude 
that  statistics,  on  which  suclf  statements  are  based,  have  been 
made  up  from  the  records  of  hospitals  where  it  is  extremely 
uncommon  for  an  adult  to  apply  for  the  treatment  of  bow-leg,  to 
which  he  has  become  accustomed  since  childhood,  unless  the 
deformity  is  extreme  or  is  attended  by  pain. 

Granting  that  the  power  of  nature  is  quite  sufficient  to  modify 
or  to  cure  even  the  more  extreme  distortions  of  childhood,  still 
ifr  is  evident  that  this  natural  force  is  often  ineffective  in  com- 
pleting the  cure.  Therefore,  in  doubtful  cases  at  least,  one  should 
lend  assistance  in  that  class  of  patients  likely  to  appreciate  the 
advantage  of  syranietry  over  deformity,  even  though  it  be  unat- 
tended by  discomfort  or  disability. 

Gtenu  Valgum. 

Synonyms.     Knock-knee,  in-knee. 

In  the  erect  posture  the  thighs,  whose  upper  extremities  are 
separated  by  the  pelvis  and  by  the  projecting  femoral  necks, 
incline  slightly  inward  to  the  knees,  forming  an  angle  at  the 
knee,  opening  outward,  of  about  172  degrees.  This  angle  varies 
with  the  breadth  of  the  pelvis,  and  it  is,  therefore,  less  in  adult 
females  than  in  males  (Figs.  .'J.'$ ")  and  33G).  The  internal  condyle 
of  the  femur  is  slightly  longer  thau  the  external ;  thus  the  inclina- 
tion of  the  femur  is  compensated  and  the  plane  of  the  knee-joint 
is  horizontal. 

>  New  York  Medical  Record,  July  30, 1887. 
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When  the  inward  projection  of  the  knees  is  increased  to  a 
noticeable  degree  the  tibi»  are  no  longer  perpendicular ;  their 
upper  extremities  incline  inward  so  that  in  the  erect  posture 
the  feet  are  separated  when  the  knees  are  in  contact  (Fig.  337). 
In  the  slighter  grades  of  knock-knee,  which  are  due  in  great 
degree  to  laxity  of  the  ligaments,  the  deformity  is  apparent  only 
when  the  weight  of  the  body  is  borne,  but  in  more  marked  cases, 
although  the  distortion  is  increased  by  the  weight  of  the  body, 
it  cannot  be  overcome  when  this  is  removed,  because  it  depends 
upon  actual  changes  in  the  shape  of  the  bones  themselves. 

As  has  been  stated,  the  normal  inward  inclination  of  the  femur 
is  compensated  by  the  greater  length  of  the  internal  condyle,  and 


Fio.  335. 


Fro.  336. 


Female.  Mule. 

The  normal  Inclination  of  the  femora.    (PfelH'er.) 


in  the  deformity  of  knock-knee  the  plane  of  the  knee-joint  is 
still  preserved  by  an  apparent  elongation  of  the  inner  condyle. 
Formerly  it  was  supposed  that  there  was  an  actual  overgrowth 
of  this  part  of  the  epiphysis,  which  caused  the  deformity,  but  the 
observations  of  Mikulicz  and  Maceweu  have  shown  that  this 
apparent  lengthening  is  in  reality  due  in  great  part  to  a  deformity 
of  the  lower  extremity  of  the  shaft  of  the  femur,  which  is  so  bent 
that  the  epiphyseal  line  has  an  increased  obliquity.  And  the 
hypothesis  that  bone  grows  more  rapidly  when  relieved  from 
weight  and  strain  has  been  disproved  by  Wolff,  who  has  demon- 
strated that  changes  in  the  bones  are  the  result  of  accommodation 
to  altered  function  and  attitude.    (See  page  235.)   The  deformity 
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is  not  limited  to  the  femur  ;  in  most  instances  there  is  a  similar, 
altliough  usually  slighter,  irregularity  in  the  epiphyseal  line  of 
the  upper  extremity  of  the  tibia,  the  shaft  being  so  bent  that 
whun  it  is  [)lace(l  in  tlie  perpendicular  position  its  internal  con- 
dylar surface  is  higher  than  the  external.  In  some  instances  the 
primary  and  principal  dff<»riiiity  is  of  the  tibia,  the  distortion 
lieing  most  marked  in  its  upjier  third  (Fig.  3'.M). 


AdolefK'ent  kiKM-k-kiietr'.    J>LTu([iilly  mi#t  uiarkt.-il  in  Die  liM.-o.    (Sc-e  Mg.  340.) 


Changed  Relation  of  the  Femur  and  Tibia.  In  addition  to  the 
direct  deformities  of  the  boue.s  there  is  a  change  in  the  relation 
of  the  femur  to  the  tibia.  The  former  is  rotated  inward  and  the 
latter  is  rotated  outward.  In  some  instances  there  is  also  a  cer- 
tain degree  of  overextension  at  tlio  knee.  This  is  more  often 
observed  in  the  adolescent  type,  in  which  there  is  laxity  of  the 
ligaments  (Fig.  3'i~).  In  the  ordinary  form  of  rhachitio  knock- 
knee  in  diildhoixi  the  habitual  altitude  is  one 'of  slight  llexiou 
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at  the  knees,  and  in  extreme  cases  there  may  he  actual  limitation 
of  the  range  of  extension  at  the  knee,  and  at  the  hip  as  well. 

The  Accommodative  Attitude.  When  the  limb  is  fully  extended 
the  <leformity  is  most  marked,  because  the  shortened  lifiamenta 
and  tissues  on  the  outer  aspect  of  the  joint  become  tense,  and 
because  the  outward  rotation  of  the  tibia  is  increased.  As  the 
leg  is  Hexed  the  deformity  lessens,  and  in  the  attitude  of  complete 

Fio.  338. 
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flexion  it  disappears  (Fig,  340).  This  is  explained  by  the  fact 
that  the  posterior  surface  of  the  condyles  is  not  affected  by  tlie 
deformity  of  the  shaft,  while  the  relaxation  of  the  ligaments  and 
tlie  outward  rotation  of  the  femoni  allow  the  tiblie  to  become 
parallel  with  one  another.  This  accounts  for  the  habitual  atti- 
tude of  slight  flexion  which  is  so  often  assumed  by  patients  who 
thus  unconsciously  accommodate  themselves  to  the  deformity. 
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Secondary  Deformities.  The  outward  inclination  of  the  leg 
throws  more  weight  upon  the  inner  border  of  the  foot  and  tends 
to  depress  it  into  the  attitude  of  valgus.  Thus  knock-knee  in 
weak  children  is  often  accompanied  by  flat-foot,  but  in  the  more 

extreme  grades  of  deformity 
the  efforts  of  the  patient  to  com- 
pensate for  the  abnormal  sepa- 
ration of  the  feet  may  result  in 
habitual  supination  ;  in  fact, 
contirmod  and  extreme  knock- 
knee  in  older  subjects  is  usually 
accompanied  by  a  slight  degree 
of  varus  that  becomes  verj'  evi- 
dent after  the  correction  of  the 
ileformity  by  operation.  Even 
in  the  mildest  type  of  knock- 
knee  this  compensatory  and 
conservative  effort  of  nature  is 
shown  by  the  so-called  j>igeon- 
tocd  walk,  which  is  often  the 
Hrst  symptom  that  attracts  at- 
tention. 

Qait.  The  gait  of  the  patient 
with  well-marked  genu  valgum 
is  peculiarly  awkward  and 
shambling.  The  knees  "  in- 
terfere," and  must  be  assisted, 
as  it  were,  in  the  effort  to  pass 
one  another  in  walking.  In  the 
slighter  {aiscs  the  thigh  is  ab- 
ducted and  rotated  outward  at 
the  moment  of  passing  its  fel- 
low, the  movement  being  then  reversed  as  it,  in  its  turn,  supports 
the  weight ;  but  in  the  more  severe  type  this  voluntary  effort  of 
the  muscles  of  the  leg  is  not  sufficient,  and,  in  addition,  the  bo<ly 
Ls  swayed  from  side  to  side  and  the  legs  are  alternately  swung 
outward  and  lifted  around  one  another. 

The  deformity  and  the  effects  of  the  deformity  on  the  gait  and 
attitude  are  the  most  important  symjitoms,  as  of  other  distortions 
of  similar  origin.  The  patient  is,  as  a  rule,  easily  fatigued,  and 
pain  during  the  progressive  stage,  referred  to  the  inner  side  of 
the  knee,  where  the  ligaments  are  subjected  to  continuous  strain, 
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Defofxolty  of  tbe  femur  in  genu  valgum. 
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is  a  common  symptom,  particularly  in  the  adolescent  type  of 
genu  valgum. 

Unilateral  Knock-knee.  This  description  refers  particularly  to 
the  cjiaes  in  whieli  tlie  deformity  is  bilateral.  Not  infrequently 
it  is  unilateral,  the  llnil)  being  so  shortened  by  the  distortion  that 
a  well-marked  limp  replaces  the  swaying  gait.  The  pelvis  is 
tilted  toward  the  .short  limb,  while  the  body  is  inclined  in  the 
opposite  direction,  thus  in  cases  of  lung  standing  a  permanent 
curvature  of  the  lumbar  spine  may  be  present. 

Flo.  MO. 
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AdolenoDt  knock-kuee,  diuwlog  llie  tllmipiiearttiici:  at  ibe  dururuil;  wbeu  lega  Bre  flexed. 

(See  Klg.  387.) 

Knock-knee  Combined  with  Bow-leg  and  with  General  Rhachitic 
Distortions.  Occasionally  the  unilateral  knock-knee  may  be 
acconipanipd  by  an  outward  bowing  of  its  fellow  ;  and  in  the 
marked  <li.str»rtions  of  the  lower  extremity,  inducetl  by  rhachitis, 
the  bones  may  be  twisted  and  bent  in  various  directions,  although 
the  outward  expression  of  the  deformity  may  be  genu  valgum. 
For  example,  the  femora  may  be  beut  forward  and  outward 
above  and  inward  and  backward  below,  while  the  tibice  may 
be  bent  inward  above  and  outward   and  forwar<l  below. 

In  other  in.stances,  especially  in  the  slighter  rhachitic  deformi- 
ties, an  outward  bowing  of  the  leg  may  accompany  a  slight 
degree  of  knock-knee,  so  that  it  may  be  difficult  to  classify 
the  deformity. 
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acteristic  of  that  affection,  but  in  the  milder  grades  of  deformity, 
aside  from  the  change  in  the  contour  of  the  bones,  the  trans- 
formation of  the  internal  structure,  and  in  some  instances  slight 
thickening  or  irregularity  of  the  epiphyseal  cartilages,  there  is 
little  noteworthy  change  from  the  normal  (Fig.  339).  The 
tissues  on  the  internal  aspect  of  the  joint  are  relaxed ;  those  on 
the  outer  side,  the  lateral  ligaments,  the  capsule  and  the  biceps 
muscle,  are  contracted  and  resist  the  reduction  of  the  deformity. 
In  the  interior  of  the  joint  slight  changes  in  the  articulating  sur- 
faces of  the  bones,  and  evidences  of  chronic  irritation  of  the 
synovial  membrane  have  been  described. 

Measurements.  There  are  various  methods  of  measuring  the 
deformity.  One  of  the  simplest  and  most  practical  is  to  trace 
the  outlines  on  paper,  while  the  child  is  seated  with  the  limbs 
fully  extended,  the  knees  being  sufficiently  separated  to  allow 
the  pencil  to  pass  between  them.  The  increase  of  the  deformity, 
depending  upon  the  laxity  of  the  ligaments  and  upon  the  outward 
rotation  of  the  tibise,  may  be  estimated  by  measuring  the  distance 
between  the  two  internal  malleoli  when  the  patient  stands,  the 
knees  being  slightly  separated  as  before,  and  comparing  this 
measurement  with  that  between  the  similar  points  in  the  tracing. 

In  the  early  stage  of  progressive  knock-knee,  particularly  in 
the  type  not  caused  directly  by  rhachitis,  laxity  of  ligaments 
and  the  habitual  assumption  of  the  attitude  of  rest  will  account 
for  the  deformity,  which  the  patient  may  be  able  to  overcome,  in 
great  degree  at  least,  by  voluntary  effort.  This  voluntary  control 
of  the  deformity  is  very  suggestive,  as  indicating  certain  factors 
in  its  etiology,  and  the  principles  that  should  be  followed  in  its 
treatment. 

Treatment.  The  treatment  of  the  deformity  under  considera- 
tion may  be  classified  as  expectant,  mechanical,  and  operative. 

Expectant  treatment  should  not  be  expectant  in  the  sense  that 
nothing  is  to  be  done  to  correct  the  deformity,  but  expectant  in 
that  more  positive  treatment  by  braces  or  by  operation  is  delayed 
or  avoided  if  it  proves  to  be  unnecessary. 

During  this  period  the  predisposing  cause  of  the  deformity,  if 
it  is  constitutional,  should  receive  proper  dietetic  or  medicinal 
treatment,  as  already  described  in  the  chapter  on  Bhachitis. 
And,  if  possible,  the  direct  exciting  causes  of  the  deformity  must 
be  removed — that  is  to  say,  the  improper  attitudes,  or,  in  the 
adolescent,  the  predisposing  occupations  should  be  discontinued. 
General  massage  of  the  limbs  may  be  employed  with  advantage ; 
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parallel  with  one  another,  and  for  older  children  the  tip-toe  exer- 
cises, in  which  the  body  is  raised  upon  the  toes  as  many  times 
as  the  strcDfjth  permits,  or  games  or  exercises  in  which  the  legs 
are  extended  should  be  encouraged.  Such  exercises  are  often 
efficacious  in  the  early  stage  of  adolescent  knock-knee,  for,  as 
has  been  mentioned,  genu  valgum  is  an  exaggeration  of  the  atti- 
tude of  rest ;  therefore,  its  progress  should  be  checked  by  the 
assumption  of  tlie  attitudes  proper  to  activity.  Bicycle,  and 
particularly  horseback,  riding  may  be  recommended  also  in  this 
class  of  cases.  A  careful  reconl  of  the  deformity  should  be  kept 
during  this  tentative  treatment,  and  if  it  improves  somewhat  one 
is  justified  in  delaying  the  more  radical  measures.  This  question 
may  be  decided,  as  a  rule,  in  three  months  if  instructions  are 
faithfully  followed. 

Treatment  by  Braces.  The  most  efficient  brace  for  the  treatment 
of  genu  valgum  is  the  simple  straight  steel  bar  or  splint  extend- 
ing from  the  trochanter  to  the  heel  of  the  shoe,  without  joint  at 
the  knee.  The  greater  efficacy  of  the  rigid  bar  as  compared  with 
the  jointed  bra(^e  is  explained  by  the  fact  that  the  rectifying 
force  acts  constantly  when  the  joint  is  fixeil,  and  because,  in  many 
instances,  the  jmtient  habitually  flexes  the  knees  so  that  direct 
pressure  cannot  l>e  made  upon  the  deformity  by  a  brace  that 
allows  this  attitude. 

The  Thomas  Brace.  The  simplest  and  cheapest  brace  is 
that  of  Thomas,  which  consists  of  a  light  steel  bar  ])rovided  with 
a  pad  at  its  upper  end  for  pressure  against  tlie  Irochiuiter,  while 
the  lower,  rounded  extremity  is  turned  inward  at  a  right  angle, 
to  pass  through  the  heel  of  the  shoe.  The  knee  is  fixed  by  a 
posterior  bar  atUiched  to  a  thigh  and  calf  band,  as  illustrated  in 
the  figure.  When  the  brace  is  applied  the  knee  is  drawn  back- 
ward and  outward  and  is  attached  firmly  to  the  brace  by  a  roller 
bandage  (Fig.  M'l). 

In  the  more  extreme  cases  in  which  the  knees  and  thighs  are 
habitually  flexed,  the  addition  of  a  pelvic  band  attached  to  the 
uprights  by  a  free  joint  at  the  hips  adds  to  the  comfort  and 
efficiency  of  the  apparatus,  as  the  attitude  of  outward  or  inward 
rotation  can  be  regulated  by  twisting  the  uprights  slightly.  Or 
the  pelvic  band  may  be  divided  and  attached  by  means  of  straps 
on  the  front  and  Imck.  The  uprights  may  be  bent  somewhat 
inward  at  first,  and  as  the  legs  become  straighter  they  are 
straightened  and  finally  bent  slightly  outward  to  allow  for  the 
overcorrection  of  the  deformity  (Fig.  344).     Twice  a  day  the 
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braces  should  be  removed  to  allow  for  massage,  manipulation, 
and  for  voluntary  exercises  of  the  limbs.  In  most  cases  the 
braces  are  not  employed  at  night,  although  the  rectification  of 
the  deformity  may  be  hastened  by  their  constant  use. 

K  the  deformity  is  unilateral  so  that  a  brace  is  required  for  one 
limb  only,  the  other  shoe  should  be  raised  by  a  cork  sole  about 
three-quarters  of  an  inch  in  thick- 
ness, to  make  walking  easier. 
Children  soon  become  accustomed 
to  the  braces  and  walk  easily  in 
spite  of  the  absence  of  joints  at 
the  knees. 

Another  simple  and  efficient 
brace  is  that  used  at  the  Children's 
Hospital  at  Boston  (Fig.  345). 
The  upper  part  of  the  brace  is 
turned  backward  and  upward  to 
lie  against  the  buttock,  and  the 
feet  can  be  rotated  in  or  out  by 
lengthening  or  shortening  straps 
passing  before  and  behind  the 
body.  Braces  jointed  at  the  knee 
are  sometimes  employed,  but  they 
are,  as  a  rule,  ineffective  except 
in  the  slighter  cases  in  which  the 
deformity  depends  upon  laxity  of 
ligaments  rather  than  distortion 
of  bone. 

Duration  of  Treatment  by 
Braces.  The  duration  of  the 
brace  treatment  depends,  of  course,  upon  the  degree  of  deformity, 
the  age  of  the  child,  and  upon  the  efficiency  of  the  apparatus. 
From  six  months  to  one  year  of  treatment  by  this  means  is 
usually  required.  The  cure  is  assured  by  the  gradual  adaptation 
of  the  parts  to  the  new  static  conditions.  The  contracted  tissues 
of  the  outer  aspect  of  the  joint  become  lengthened  ;  the  lax  liga- 
ments on  the  inner  side  contract ;  the  internal  structure  of  the 
condyles  and  of  the  adjoining  diaphysis  is  gradually  transformed 
and  at  the  external  contour  of  the  bone  becomes  correspondingly 
straighten  When  the  braces  are  discarded  attention  should  be 
paid  to  the  attitudes,  and  the  exercises  that  have  been  mentioned 
should  be  continued  in  order  that  relapse  may  be  prevented. 


Long  braces  for  genu  valgnm. 
(Bradford  and  Lovett.) 
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The  Plaster  Bandagk,  When  the  bones  are  yiekling,  as 
in  the  deformity  in  young  children,  it  may  be  corrected  rapidly 
by  the  rejMiated  applications  of  {)laater  bandages,  the  limbs  being 
straightened  as  far  as  possible  without  causing  discomfort  at  each 
sitting,  or  it  may  be  corrected  at  once  under  the  influence  of 
anesthesia,  which  is  the  better  method. 

Operative  Treatment.  Immediate  correction  of  the  deformity, 
when  it  is  at  all  marked,  is,  as  a  rule,  iudicatetl  after  the  age  of 
four  or  five  years,  and  is  a  satisfactory  treatment  at  any  age 
except  during  the  period  of  active  rhachilis.  It  is  perhaps 
needless  to  remark  that  the  necessity  for  operation  implies 
neglect  of  proper  preventive  treatment  or  the  failure  of  the 
manipulative  and  mechanical  methods,  because  of  their  im- 
proper application.  While  it  is  possible  to  correct  deformity 
of  the  bones  by  mechanical  treatment  in  cases  far  beyond  this 
limit  of  age,  yet  the  time  required  and  the  discomforts  of  the 
treatment  exclude  it  in  all  l)iit  very  exceptional  cases. 

Osteotomy.  At  the  Hospital  for  Ruptured  and  Crippletl 
osteotomy  is  usually  performed  in  the  treatment  of  genu  valgum 
by  means  of  the  small  \'auce  osteotome,  the  so-called  "  sub- 
cutaneous osteotomy"  (Fig.  31(>). 

The  limb  having  lieen  prepared  in  the  usual  manner  is  serai- 
flexed,  and  the  inner  surface  of  the  knee  is  placed  on  a  firm  sand- 
bag. With  the  fingers  the  femur  is  firmly  grasped  just  above 
the  condyles,  so  that  its  size  and  position  may  be  accurately 
determined,  and  the  sharp  osteotome  about  the  size  of  a  lead- 
pencil  is  forced  with  its  cutting  edge  parallel  to  the  axis  of  the 
thigh  dovvii  to  tlip  bone,  at  a  [loint  aliout  one  and  a  half  inches 
above  the  external  tuljerosity.  ^\  hiie  it  is  held  firmly  in  position 
against  the  bone  it  is  turned  to  the  transverse  direction  and  is 
then  driven  through  the  cortex.  When  it  enters  the  medullary 
canal,  as  is  made  evident  by  the  lessened  resistance,  it  is  partly 
withdrawn  and  moved  slightly  to  one  side  and  the  other,  and 
driven  through  the  cortical  substance  until  by  gentle  force  the 
bone  may  be  fractured.  The  osteotome  is  then  withdrawn  ;  tlie 
minute  wound  is  covered  with  a  j>ad  of  dry  giiuze,  or,  if  the 
oozing  is  profuse,  it  may  be  closed  with  a  catgut  suture.  The  de- 
formity is  then  overcorrected  sufficiently  to  simulate  well-marked 
genu  varum,  and  a  plaster  spica  bandage  is  apj)lied.  If  the  defor- 
mity is  bilateral  botii  limbs  are  operated  upon  at  the  same  sitting. 

The  plaster  bandage  is  continued  for  from  four  to  six  weeks, 
and  it  is  then  usually  supplemented  by  a  brace,  which  may  be 
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worn  with  advantage  for  several  months,  because  of  the  laxity 
of  the  ligaments  of  the  knee-joint,  which  usually  accompanies 
extreme  deformity  of  rhachitic  origin.  In  less  marked  cases  and 
in  older  subjects  the  support  is  unnecessary.  Massage  and 
exercises  during  the  stage  of  recovery  should  be  employed  if 
possible. 

Incomplete  osteotomy  and  fracture  in  the  manner  described 
has  been  employed  at  the  Hospital  for  Ruptured  and  Crippled  in 
a  very  large  number  of  cases  without  a  single  unfavorable  result. 
The  discomfort  is  insignificant,  and  confinement  to  the  bed  after 
the  third  day  is  unnecessary. 

Cuneiform  Osteotomy.  In  the  more  extreme  cases  of 
general  rhachitic  deformity  of  the  lower  extremity  in  which  the 

Fio.  346. 


Tbe  Grattan  oe(eoclast. 

tibia  is  implicated,  it  is  sometimes  advisable,  in  addition  to  the 
osteotomy  of  the  femur,  to  remove  a  cuneiform  section  of  bone 
from  the  inner  side  of  the  tibia  just  below  the  epiphysis,  in  order 
to  straighten  the  leg  completely.  In  such  cases  it  is  better  to 
perform  the  second  operation  at  a  later  time,  in  order  that  the 
effect  of  the  femoral  osteotomy  may  be  observed.  In  exceptional 
cases  the  deformity  may  be  practically  confined  to  the  tibia  ;  in 
such  instances  it  should  be  corrected  by  a  primary  cuneiform  or 
linear  osteotomy. 

Osteoclasis.  Osteoclasis,  by  means  of  the  Grattan  osteoclast, 
is  an  effective  operation.  With  this  instrument  the  bone  may  be 
broken  above  the  condyles  at  the  desired  point.  The  lower 
resistant  bar  is  applied  over  the  external  condyle,  the  upper 
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about  four  inches  higher.  The  limb  is  then  firmly  fixed  by  the 
hands  of  an  assistant,  and  the  breaking  bar  is  screwed  rapidly 
home,  breaking  or  bending  the  bone  at  the  ]»oint  of  election. 
The  defonnity  is  then  overcorrccttd  iu  the  manner  described. 
Not  infrequently  in  rhachitic  cases  the  principal  or  primary  dis- 
tortion is  of  the  tibia.  In  such  cases  the  correction  is  made  at 
this  point.  If  it  is  necessary  to  operate  upon  botli  the  femur 
and  the  tibia  the  osteoclast,  which  bends  and  breaks,  is  to  be 
preferred  to  osteotomy. 

The  adolescent  type  of  genu  valgum  is  not  often  extreme. 
As  a  rule,  the  deformity  of  the  bone  is  of  comparatively  short 
duration,  and  it  is  accompanied  by  considerable  laxity  of  liga- 
ments. In  the  more  chronic  cases  the  osteotomy  above  the 
condyles  may  be  performetl  in  the  manner  described,  but  in 
Berlin  and  Vienna,  where  the  deformity  is  more  cctmmon  than 
in  New  York,  other  proceilurcs  are  often  employed. 

Wolff's  Tkeatme.vt.  One  method  is  that  of  Wolff,  who  by 
meansof  the  "  Etappeu  Verband  "  gradually  a^rrects  thedeformity. 

The  patient  is  anipsthctizetl,  and  the  limb,  having  been  care- 
fully protectetl  with  cottim,  particularly  so  about  the  malleoli, 
the  patella,  and  the  inner  condyle,  is  enveloped  in  a  firm  plaster 
bandage  reaching  from  the  malleoli  to  the  pubes.  When  the 
plaster  begins  to  harden  one  assistant  steadies  the  pelvis,  another 
holds  the  inner  condyle,  while  the  operator  draws  the  leg 
inwaiil  with  moderate  but  jwrsisteut  force  against  the  fulcrum 
forme<l  by  the  hand  of  the  second  assistant,  and  holds  it  firmly 
in  the  partly  correcte<i  position  until  the  bandage  is  firm.  About 
three  days  later  a  wedge-sha[»ed  section  of  the  bandage  about  one 
inch  in  width  is  removed  from  the  part  that  covers  the  inner 
half  of  the  knee,  the  outer  half  of  the  bandage  being  simply 
divided.  The  leg  is  then  forced  inward  until  the  two  sections 
are  again  brought  into  contact.  The  position  is  retained  by  an 
additional  plaster  bandage  about  the  weakened  part.  This  pro- 
cedure is  repeated  at  intervals  until  the  leg  is  completely 
straightened — a  result  that  is  often  accomplished  in  two  weeks. 
No  ansestlietic  is  retjuired  for  the  secondary  corrections.  When 
the  deformity  hiis  been  correcte<l  the  patient  is  allowed  to  walk 
ab(jut,  and  for  convenience  the  plasttT  bandage  is  divide«l  iuto  a 
thigh  and  leg  part,  which  are  attached  by  lateral  joints  incor- 
porated in  its  substance  so  that  motion  is  allowed.  This 
apparatus  must  be  worn  for  several  months,  and  is,  of  course,  to 
l)e  supplemented  by  massage  and  exercises. 
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LoBENz's  Operation.  Another  means  of  correction  of  de- 
formity without  open  operation  is  that  employed  by  liorenz, 
what  he  calls  "  Intra-articulare  modelirerende  redressement." 
In  this  operation  the  deformity  is  reduced  under  anaesthesia 
at  one  sitting  by  the  gradual  application  of  force  by  means  of 
the  Lorenz  osteoclast.  The  reduction  depends  partly  upon  the 
stretching  of  the  external  ligaments  and  partly  upon  the  actual 
bending  of  the  diaphysis  of  the  bone,  as  in  the  Wolff  method, 
and  sometimes  upon  actual  separation  of  the  epiphysis. 

When  the  limb  has  been  straightened,  or  somewhat  overcor- 
rected  even,  a  long  plaster  bandage  is  applied  which  is  worn  for 
six  weeks  and  is  then  replaced  by  a  jointed  walking  brace  to 
be  worn  for  about  a  year.  The  operation  is  not  attended  by 
severe  pain,  and  the  patient  is  usually  allowed  to  walk  about  in 
a  few  days. 

Oenu  Vanua. 

Synonym.     Bow-log. 

The  term  bow-legs  includes,  in  its  popular  sense,  all  the  dis- 
tortions that  cause  a  separation  of  the  knees  when  the  ankles  are 
in  contact  with  one  another.  But,  strictly  speaking,  genu  varum 
is  the  reverse  of  genu  valgum — that  is,  the  principal  distortion  is 
at  or  near  the  knee-joint — while  bow-leg,  as  the  name  implies, 
is  a  simple  bowing  of  the  tibia  and  fibula,  as  a  rule  near  the 
ankle-joint  (Fig.  347).  In  true  genu  varum  a  line  dropped 
from  the  head  of  the  femur  falls  inside  the  knee  (Fig.  333) ;  the 
inner  condyle  of  the  femur  and  the  inner  tuberosity  of  the  tibia 
bear  the  greater  part  of  the  weight ;  the  outer  condyle  is  on  the 
same  level  or  somewhat  lower  than  the  internal,  and  the  outer 
tuberosity  of  the  tibia  may  be  somewhat  higher  than  the  internal. 
The  femur  is  abducted  and  rotated  outward  ;  the  tibia  is  rotated 
inward.  These  changes,  it  will  be  noted,  are  the  reverse  of  those 
found  in  genu  valgum.  As  has  been  stated,  the  deformity  of 
genu  valgum  disappears  when  the  legs  are  flexed,  and  in  genu 
varum,  if  the  legs  are  flexed  and  the  knees  are  placed  in  contact 
with  one  another,  the  malleoli  may  be  actually  separated,  simu- 
lating the  deformity  of  knock -knee  (Fig.  348).  This  is  explained 
by  the  inward  rotation  of  the  femora,  necessitated  by  placing  the 
knees  in  contact  with  one  another. 

In  genu  varum  the  distortion  of  the  bones  is  not  as  strictly 
coufined  to  the  neighborhood  of  the  knee-joint  as  in  genu  valgum, 
and  in  simple  bow-leg  there  is  almost  always  a  certain  amount  of 
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each  foot  mu^t  tlescribe  a  part  of  the  sire  of  a  eirole  before  reach- 
ing the  ground  ;  anil  because  of  the  inward  rotation  of  the  tibia, 
or  because  of  the  inward  spiral  twist  of  the  hone  that  is  some- 
times present,  patients  often  toe-in  in  walking. 

Except  in  extreme  cases  the  weakness  and  awkwardness  char- 
acteristic of  genu  valgum  are  absent.  This  may  be  explained  by 
the  fact  that  the  relation  of  the  Iwnes  is  such  that  the  general 
attitude  is  one  of  activity,  the  weight  falling  on  the  outer  side  of 
the  feet ;  thus  flat-foot  is  uncommon  as  an  accompaniment  of  bow- 
leg, except  in  the  early  or  rhaohitio  type. 

Pia.  Mt. 


Oeuu  vanim  of  rliiobiUc  origin  In  &a  adult. 


Measurements.  The  full  effect  of  the  deformity  appears  only 
when  the  weight  of  the  bmly  is  borne,  but  for  practical  purposes 
the  tracing  of  the  extended  legs  is  the  best  nK'tliud  of  recording  the 
fixed  deformity.  In  true  genu  varum  the  deformity  is  greatest 
at  the  knee,  and  in  the  distortion  the  apposed  surfaces  of  the 
femur  aii<I  of  the  tibia  jmrticipate. 

In  simple  bow-leg  tlie  deformity  may  be  conlined  to  the  tibia, 
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Fig.  830. 


which,  in  addition  to  the  outward  bowing,  may  Be  twisted  inward 
somewhat  upon  its  long  axis. 

Genu  varum  may  be  unilateral  or  it  may  be  combined  with 
genu  valgum  of  its  fellow  (Fig.  341),  and  occasionally  slight 
knock-knee  and  slight  bow-leg  may  be  present  in  the  same  limb. 
Treatment.     Expectant  Treatment.    The  slighter  cases  of  bow- 
leg in  early  childhood  may  be  treated  by  manipulation.     The 

leg,  grasped  firmly  at  the  ankle  and 
at  the  knee,  is  straightened  with  a 
certain  amount  of  force  over  and 
over  again.  Gradual  correction  by 
this  means  may  be  hastened  by  mak- 
ing the  sole  of  the  shoe  slightly 
thicker  on  the  outer  border.  This 
aids  also  in  correcting  the  secondary 
pigeon-toe,  but  if  the  foot  is  weak, 
as  it  usually  is  in  rhachitic  cases, 
this  method  should  not  be  employed, 
as  it  might  induce  flat-foot. 

Treatment  by  Braces.  If  the  de- 
formity is  more  extreme,  or  if  im- 
provement does  not  follow  expectant 
treatment,  apparatus  should  be  em- 
ployed. If  the  distortion  is  confined 
to  the  lower  third  of  the  tibia,  a 
Knight  brace  may  be  used.  It  con- 
sists of  two  uprights  attached  to  a 
foot  j)late ;  the  inner  bar  is  provided 
with  a  pad  at  its  upper  end  for 
pressure  on  the  internal  condyle  of 
the  femur.  The  outer  bar  reaches  to  the  head  of  the  fibula, 
and  the  two  are  joined  by  a  calf  band.  When  applied  the  leg  is 
drawn  toward  the  inner  upright  by  means  of  a  lacing,  which 
passes  about  it  within  the  outer  bar.  When  the  lacing  is  made 
fast,  the  outer  bar  is  bent  toward  the  leg,  and  thus  it  aids  some- 
what in  supporting  it  in  an  improved  position.  The  foot  plate 
may  be  dispensed  with,  and  the  brace  may  be  attached  to  the 
shoe,  and  even  the  outer  bar  may  be  removed,  leaving  only  the 
upright,  which  is  held  in  position  by  the  lacing.  The  apparatus, 
then,  has  the  appearance  of  a  gaiter,  and  has  the  advantage 
of  being  inconspicuous,  although  somewhat  less  effective  than 
the  Knight  brace.     By  this  apparatus,  combined  with  vigorous 
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manipulation,  the  deformity  may  be  corrected,  in  young  children, 
in  about  six  months. 

If  the  outward  bowing  of  the  knee  is  marked,  another  form  of 
apparatus  will  be  necessary,  and  its  effectiveness  will  be  much 
increased  if  there  is  no  joint  at  the  knee.  The  outer  bar,  shaped 
to  the  contour  of  the  leg,  is  attached  above  to  a  pelvic  band  and 
below  to  a  font  plate,  as  is  the  short  brace.  An  inner  straight 
bar  extends  to  the  upper  third  of  the  thigh,  and  is  attached  to 
the  outer  bar  by  a  thigh  band.  This  inner  upright  is  provided 
with  a  lacing  of  leather  or  canvas,  similar  to  that  of  the  short 
brace,  which  surrounds  the  knee  and  upper  part  of  the  leg,  and 
thus  dra"ws  it  toward  an  improved  position.  The  outer  bar  is 
then  bent  slightly  inward  and  serves  as  an  additional  support. 
Another  form  of  apparatus  consists  of  a  single  upright,  attached 
to  the  shoe  and  extending  upward  as  high  as  possible  on  the 
inner  aspect  of  the  thigh.  At  its  upper  extremity  a  pressure  pad 
is  placed  and  the  knee  is  drawn  toward  it  by  means  of  straps 
or  bandages. 

An  improved  brace  of  this  kind  is  that  in  use  at  the  Boston 
Children's  Hospital,  in  which  the  upper  part  of  the  upright  is 
curved  upward  and  outward  just  below  the  groin,  to  a  point  on 
a  level  with  and  behind  the  trochanter,  and  is  attached  to  its 
fellow  by  means  of  a  strap  passing  across  the  buttocks  so  that 
the  feet  may  be  somewhat  rotated  outward  if  necessary  (Fig. 
350). 

Operative  Treatment.  In  children  more  than  five  years  of 
age,  and  in  cases  of  the  more  extreme  type  at  an  earlier  age,  or 
when  the  opportunity  for  mechanical  treatment  is  lacking,  imme- 
diate correction  of  the  deformity  is  indicated.  Either  osteoclasis 
or  osteotomy  may  be  employed,  and  in  some  instances  manual 
force  is  sufficient  for  the  correction  of  the  deformity.  There  is 
but  little  choice  between  the  methods.  Osteoclasis  is  somewhat 
safer  possibly,  and  is  to  be  preferred  for  the  younger  patients. 

At  the  Hospital  for  Ruptured  and  Crippled,  osteotomy  is 
almost  always  performed.  The  small  osteotome  is  inserted  on 
the  inner  aspect  of  the  tibia  at  the  point  of  greatest  deformity, 
and  when  the  bone  has  been  sufficiently  weakened  the  fracture  is 
completed  by  manual  force.  The  fibula  may  be  broken  at  the 
same  time,  or,  as  is  usually  the  case,  it  may  be  simply  bent  out- 
ward. The  deformity  is  overcorrected,  and  a  well-fitting  plaster 
bandage,  including  the  foot  and  extending  to  the  trochanter,  is 
applied. 
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The  patient  usually  remaius  in  bed  for  a  few  <lays  ;  he  is  then 
dressed,  and  if  he  so  desires  is  allowed  to  stand.  Ahuost  no  pain 
or  discomfort  follows  the  operation,  and,  in  fact,  in  prf»perly 
selecteil  eases,  it  is  not  only  free  from  danger,  but  it  has  a  very 
decided  advantage  over  the  simple  mechanical  treatment.  If  the 
child  is  in  gixnl  condition,  and  if  the  deformity  is  oven-orrerti^l 
at  the  time  of  operation,  apparatus  will  not  be  retpiireil  in  the 
after-treatment ;  but  in  many  instances  some  form  of  8up|>ort  is 
indicated,  usually  because  slight  deformity,  duo  to  laxity  of  liga- 
ments or  to  deformity  of  the  femur,  appears  when  the  weight  of 
the  body  falls  upon  the  legs. 

It  has  been  stated  that  the  deformity  of  bow-leg  ilepends  in 
part  ujK)n  a  distortion  of  the  femur  as  well  as  of  the  tibia.  As 
a  rule,  the  correction  of  the  gitaiter  d<'forniity  of  the  tibia  will 

be  sufficient,  but   in    more 
'""■  **'•  extreme  cases  a  secondary- 

osteotomy  alK)ve  the  con- 
dyles will  be  Dec»«sary. 
This  may  be  perfomietl 
simuitaueou.sly  with  that  on 
the  tibia,  but  it  is  better  to 
defer  it  until  the  effect  of  the 
primary  operation  has  Ijcen 
observed. 


Anterior  Bow-leg. 

Synonym.    Anterior  cur- 
vature of  the  tibia. 

IJoth  lH>w-legs  and  knock- 
Ai.iiii.ir  i^H.ifgs,  knees  are  often  si-eu  in  chil- 

dren who  present  no  signs 
of  general  rhaehitis,  but  anterior  bowing  of  the  legs  is  almost 
always  combined  witli  general  rhachitic  distortions  of  the  lower 
extremity,  most  often  with  knock-knees ;  these  in  turn  are 
caused  by  marke<l  distortion  of  the  femora,  which  may  b»!  bent 
forward  and  outward  above,  and  inward  at  their  lower  extremi- 
tiee,  "  corkscrew  deformity."  In  anterior  bow-legs  the  tibia?  are 
usually  flattened  from  side  to  side,  curved  inwanl  or  outwanl 
and  bent  forward,  the  projecting  crests  preseiititig  sharply  ttenaratii 
the  skin. 

Sjnnptoms.     The  effect  of  the  anterior  liowing  is  to  throw  the 
weight  forward  upon  the  foot ;  thus  the  heels  appear  abnormally 
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long  and  prominent,  and  the  patient  seems  to  sink  forward  at 
each  step  (Fig.  353).  The  knees  are  usuallj  somewhat  flexed, 
partly  as  the  effect  of  knock-knee,  with  which  the  deformity  is 
usually  combined,  and  the  feet  are,  as  a  rule,  flat.  As  has  beep 
stated,  anterior  bowing  is  almost  never  seen  as  an  independent 
deformity  unless  it  is  a  relic  of  the  more  general  distortion  which 
has  been  "  outgrown." 

Treatment.  Anterior  curvature  of  the  tibia  must,  as  a  rule, 
be  treated  by  operation.  After  complete  fracture  of  the  tibia 
and  fibula,  the  deformity  may  be  overcome  by  forcing  the  bones 
directly  backward.  In  many  instances  tenotomy  of  the  tende 
Achillis  may  be  required.  Cuneiform  osteotomy  of  the  tibia 
permits  more  perfect  correction,  but  the  final  result  is  equally 
good  after  simple  osteotomy  or  osteoclasis,  and  if  one  succeeds  in 
separating  the  posterior  part  of  the  tibia  so  that  it  may  conform 
to  the  straightened  anterior  border  an  actual  elongation  may  be 
obtained. 

General  Rhachitic  Distortions. 

General  rhachitic  distortions  of  the  lower  limbs  have  been 
mentioned  in  connection  with  knock-knee  and  with  anterior 
bow-leg.  A  more  extended  description  is  hardly  necessarj'. 
The  deformities  are  usually  of  the  knock-knee  type,  and  they 
may  be  treated  on  the  same  general  plan  that  has  been  outlined 
in  the  description  of  the  less  extreme  distortions. 


CHAPTER  XVII. 

DISEASES  OF  THE  NERVOUS  SYSTEM. 

FsoM  the  orthopedic  standpoint  only  those  diseases  that 
directly  interfere  with  the  fimction  of  locomotion  or  that  cause 
deformity  and  for  which  local  treatment  is  of  benefit  are  of 
special  interest.  Even  this  limited  class  is  not  often  seen  in 
the  early  or  progressive  stage,  and  it  is  rather  with  the  effects  of 
a  disease  that  is  no  longer  present  than  with  the  disease  itself 
that  the  orthopedic  surgeon  is  especially  concerned. 

The  relative  importance  of  this  branch  of  orthopedic  work  may 
be  illustrated  by  the  statistics  of  the  Hospital  for  Ruptured  and 
Crippled.  In  a  period  of  ten  years— 1890-1899— 42,124  new 
patients  were  examined  in  the  out-patient  department.  Exclud- 
ing cases  that  cannot  properly  be  classed  as  orthopedic,  38,419 
remain.  In  2441  of  these  the  nervous  system  was  involved  (6.3 
per  cent.) ;  2028  of  the  cases  were  in  young  children  ;  413  of 
the  patients  were  more  than  fourteen  years  of  age,  and  of  this 
number  266  were  adults. 

Anterior  poliomyelitis  furnished  about  75  per  cent,  of  the 
total  number.  In  20  per  cent,  the  cerebrum  was  involved,  and 
.5  per  cent,  were  miscellaneous  cases.  In  611  cases  treated  in  a 
period  of  about  two  years  there  were  463  cases  of  poliomyelitis, 
121  cases  of  paralysis  of  cerebral  origin,  16  cases  of  obstetrical 
paralysis,  4  cases  of  pseudohypertrophic  muscular  paralysis,  and 
7  miscellaneous  cases.  These  statistics  will  explain  the  selection 
of  diseases  of  the  nervous  system  for  consideration  and  the  order 
in  which  they  are  described. 

Acute  Anterior  Poliomyelitis. 

Synonym.     Infantile  paralysis. 

Pathology.  Anterior  poliomyelitis  is  an  acute  inflammatory 
process  of  the  area  of  the  gray  matter  of  the  anterior  cornua  sup- 
plied by  the  anterior  spinal  arteries.  It  involves  both  the  neu- 
roglia and  the  cells,  and  it  results  in  degeneration  and  atrophy 
of  the  interstitial  tissue  and  of  the  ganglion  cells.' 

■  Starr,  Loomls-Thompton.    System  of  Practical  Medicine. 
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In  the  acute  febrile  form,  comprisiiifi  about  three-fourths  of 
the  cases,  there  is  an  actuiil  inflamiiiatioii  ;  in  the  other  type  in 
which  the  paralysis  is  of  sinldcn  onset  unafcompanied  by  consti- 
tutional evidences  of  disease,  the  symptoms  may  be  caused  by 
hemorrhage  or  by  throralwsis. 

The  minute  chanj^es  in  the  cord  are  characteristic  of  inflamma- 
tion, distended  bloodvessels,  minute  hemorrhages,  infiltrating 
leucocytes,  and  serum.  In  the  early  stage  the  motor  cells  become 
cloudy  in  appearanee,  later  they  are  swollen  and  kise  their  distinct 
outlines.  Tlie  degenerative  changes  affect  both  the  cells  and 
neuroglia  ;  the  affected  gray  matter  shrinks  and  the  nerve  fibres 
atrophy,  and  the  cord  becomes  distinctly  smaller  at  the  seat  of 
the  disease.  When  tlie  motor  conductivity  of  the  cells  is  cut  off, 
the  muscles  which  are  supplied  by  them  are  paralyzed  and  waste 
away.  The  circulation  in  the  affected  parts  is  impaired,  con- 
tractions and  distortions  apjiear,  and  growth  is  retarded. 

Etiology.  The  etiology  of  the  disease  is  obscure.  Exposure  to 
heat,  sudden  chilling  of  the  botly,  overfatigue,  injury  and  the  like 
are  thought  to  lie  predisposing  causes.  The  direct  cause  of  inflam- 
matory disease  of  the  cord  is  supposed  to  be  some  form  of  infection. 

The  disease  affects  the  sexes  in  nearly  equal  numbers,  and 
those  in  perfect  health  as  often  as  those  whose  resistance  ia 
enfeebled.  It  sometimes  occurs  in  epidemics,  and  there  are 
instances  in  whicli  several  members  of  the  same  family  have  been 
affected,  but  usually  the  eases  are  isolated  and  no  adequate  cause 
for  the  diswise  can  be  assigned. 

Age.  Acute  anterior  poliomyelitis  is  essentially  a  disease  of 
infancy.  This  is  illustrated  by  the  eombiued  statistics  of  several 
observers  tabulated  by  Starr.' 
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It  is  far  more  common  during  the  warm  months  than  at  other 
seasons,  as  is  illustrated  in  4o2  cases  tabulated  by  Starr.* 


UmmlB-TboDiinn.    System  of  Praoclttl  Medicine. 
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827,  or  72  per  cent., 
during  the  four 
montbs,  June  to 
September. 


January 8 

February 5 

March 20 

April 9 

May 18 

June 49 

July 97 

August 116 

September 65 

October 42 

November 11 

December 12 

452 

Distribution  of  the  Paralysis.  The  lower  extremities  are  far 
more  often  paralyzed  than  the  upper.  In  416  of  595  cases, 
tabulated  by  Starr,  the  paralysis  was  limited  to  the  lower  extrem- 
ities, as  contrasted  with  53  cases  in  which  the  upper  extremities 
were  alone  involved. 

Duchenne.    SeeUgmulter.    SinkUr.       Starr.       Tbtal. 
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Symptoms.     The  disease  is  usually  divided  into  several  stages : 

1.  The  stage  of  onset.  This  is  usually  attended  by  constitu- 
tional symptoms,  by  fever  and  headache,  even  by  convulsions 
and  delirium  ;  by  vomiting  and  intestinal  disturbance,  or  occa- 
sionally by  severe  pain.  In  most  instances  the  elevation  of  the 
temperature  is  not  extreme,  nor  is  the  constitutional  disturbance 
severe,  and  but  for  the  paralysis  the  attack  would  be  considered 
as  one  of  the  ordinary  illnesses  so  common  in  childhood.  In 
some  cases,  however,  the  fever  is  high,  and  there  may  be  con- 
vulsions and  prolonged  unconsciousness,  while  in  others  there 
may  be  no  premonitory  symptoms  whatever ;  the  child  is  appar- 
ently well  at  night,  but  wakens  in  the  morning  paralyzed. 

In  many  instances  the  weakness  or  paralysis  caused  by  anterior 
poliomyelitis  of  a  mild  type  is  not  discovered  until  the  child 
begins  to  walk,  when  the  awkward  gait,  or  limp,  or  the  distortion 
of  a  foot,  may  make  it  evident. 

In  a  few  hours  or  a  few  days  after  the  first  symptoms  of  the 
disease  the  paralysis  appears ;  its  area  may  extend  slowly  after 
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it  is  recognized,  or  its  extreme  limit  may  be  reached  a 
This  original  paralysis  is  always  greater  than  that  which 
persists.  The  duration  of  the  first  stage  may  be  from 
hours  to  a  week. 

2.  Then  follows  a  stationary  period,  lasting  from  a  w( 
month  ;  the  constitutional  symptoms  cease,  bat  the  pi 
remains. 

3.  This  is  succeeded  by  the  stage  of  partial  recovery, 
from  one  to  six  months  or  longer.  The  muscles  whic 
paralyzed  because  of  the  secondary  congestion  and  ex 
about  the  local  myelitis,  recover  their  power  in  whole  or  i 
while  those  muscles  supplied  from  the  area  in  the  cord  ii 
the  nerve  cells  have  been  destroyed,  waste  away.  At  tl 
the  contractions  and  distortions  in  the  paralyzed  limbs  ap] 

4.  The  chronic  stage.  This  may  be  considered  to  la 
adult  age  or  until  the  ultimate  damage  to  the  individual, 
the  retardation  of  the  growth  and  unbalancing  of  the  mec 
equilibrium  of  the  body  may  be  summed  up. 

The  sensation  of  the  paralyzed  part  is  not  affected  ex 
the  extreme  cases.  The  temperature  is  lower  from  the  fir 
many  instances  the  limb  is  not  only  cold,  but  it  is  conges 
blue.  These  circulatory  disturbances  are  caused  prima 
the  interference  with  the  vasomotor  system,  but  they  a 
firmed  later  by  the  atrophy  of  the  muscles  and  by  the  per 
contraction  of  the  bloodvessels.  Thus,  in  general,  the 
ment  of  the  circulation  corresponds  to  the  degree  of  the  pa 
but  not  absolutely  so.  In  certain  cases  the  paralysis  i 
limited  in  extent,  and  yet  the  limb  may  be  cold  and  coe 
while  in  others  in  which  the  loss  of  power  is  much  grej 
temperature  is  but  slightly  lowered  and  the  color  i 
normal.  The  same  is  true  of  retardation  of  growth.  I 
instances  the  ultimate  shortening  of  the  limb  corresponds 
degree  of  the  paralysis  and  consequent  loss  of  functioi 
occasionally  cases  are  seen  in  which  the  growth  is  mi 
retarded,  although  but  few  of  the  muscles  are  paralyzed. 

Diagnosis.  It  is  doubtful  if  the  diagnosis  of  acute  a 
poliomyelitis  could  be  made  before  the  stage  of  paralysis 
after  the  paralysis  has  appeared  there  should  be  little  di 
in  interpreting  the  symptoms.  It  is  a  disease  usually  ol 
onset,  followed  by  paralysis  of  certain  muscular  groups 
entire  members.  It  is  a  flaccid  paralysis,  the  reflexes  a 
the  muscles  no  longer  contract  under  faradism,  and  the  r 
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of  degeneration  soon  appears  ;  the  tissues  waste,  and  the  circala- 
tion  is  impaired  in  the  affected  parts. 

It  is  usual  to  consider,  first,  in  differential  diagnosis  the  paralyses 
of  cerebral  origin,  but  this  is  more  for  the  purpose  of  calling 
attention  to  the  essential  differences  between  the  two  than  because 
they  are  likely  to  be  confounded  by  one  acquainted  with  the 
ordinary  characteristics  of  cerebral  and  spinal  disease. 

Paralysis  of  Cerebral  Origin  in  Otaildliood.  In  paralysis  of  cere- 
bral origin  the  common  form  is  hemiplegia.  It  usually  follows 
convulsions,  and  the  intelligence  may  be  impaired.  The  paralysis 
is  not  complete,  nor  is  it  limited  to  groups  of  muscles ;  it  is 
rather  powerlessness  or  impairment  of  function,  due  to  loss  of 
cerebral  control.  The  reflexes  are  increased  and  limbs  are 
stiffened,  not  flaccid.  The  electrical  reactions  are  not  lost  or 
changed  in  quality.  Paralysis  of  cerebral  origin  may  be  also 
paraplegic  or  diplegic  in  its  distribution,  but  in  these  cases  the 
general  characteristics  are  the  same  as  in  the  hemiplegic  form, 
except  that  the  intelligence  is  more  markedly  affected. 

Other  Foims  of  Spinal  Paralysis.  Transverse  myelitis  is  very 
uncommon  in  childhood.  In  this  disease  the  distribution  is 
equal,  the  reflexes  are  at  flrst  increased,  and  sensation  as  well  as 
motion  is  lost. 

Pott's  Paraplegia.  In  this  form  of  paralysis,  also,  the  distribu- 
tion is  equal,  the  reflexes  are  increased,  and  the  signs  of  the 
disease  of  the  spine  are  always  present. 

Spastic  Spinal  Paraplegia.  In  this  as  in  the  preceding  form 
the  distribution  is  equal,  and  the  reflexes  are  exaggerated. 

Shenmatism  and  Joint  Disease.  In  orthopedic  practice  anterior 
poliomyelitis  is  not  often  seen  in  the  stage  of  onset  unless  pain 
is  a  prominent  symptom,  when  the  disease  may  be  mistaken  for 
rheumatism  or  for  some  form  of  joint  disease.  Cases  of  this 
type  are  not  uncommon.  The  muscles  are  sensitive  to  pressure 
and  the  movements  of  the  joints  cause  discomfort.  In  certain 
instances  the  paralysis  may  not  be  apparent  on  the  flrst  examina- 
tion ;  when  it  does  appear  the  diagnosis  is,  of  course,  established  ; 
therefore,  the  characteristics  of  diseases  of  the  joints  need  not  be 
detailed. 

Multiple  Neuritis.  Multiple  neuritis  is  usually  a  sequel  of 
infectious  diseases,  or  of  metallic  poisoning.  In  the  cases  due  to 
metallic  poisoning  with  lead  or  arsenic  the  paralysis  usually  begins 
in  the  extensors  of  the  hands  and  feet,  and  is  symmetrical  in  its 
distribution.    This  is  true,  also,  of  the  localized  forms  of  paralysis 
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following  contagious  diseases  in  which  the  dorsal  flexors  of  the 
feet  are  most  often  involved.  In  multiple  neuritis  there  is 
uriually  local  sensitiveness  lasting  a  longer  time  than  in  polioniyo- 
litis ;  tlie  paralysis  is  gradual  in  its  onset,  and  sensation  as  wrli 
as  motion  is  affected. 

Diphtheritic  Paralysis.  Diphtheria  is  the  most  common  caniie 
of  general  wejikness  terminating  in  paralysis,  hut  in  these  cases 
there  ia  usually  a  history  of  the  preceding  disease.  The  pantlysis 
appears  first  in  the  muscles  of  the  throat  and  nook,  and  a  gononil 
and  increasing  weakness  precedes  for  a  considerable  interval  the 
complete  loss  of  power. 

Weakness.     Pseudoparalysis.      Weaknes.s  cause<i  by  rhnchitis 
so-called   pseudoparalysis,  due   to  this  or  to  other  affections, 
readily  distinguished  from  actual  paralysis  by  pricking  the  j» 
with  a  pin,  when  muscular  contraction  and  movement  of  the  limb 
will  be  evident.     This  test  of  function  is  of  value  in  showing 
the  distribution  of  the  paralysis.     Loss  of  power  in  the  tiitialitf' 
anticus  muscle,  for  example,  causes  valgus  resembling  clo*ieIy  the 
ordinarj'  valgus  due  to  simple  weakness.     lu  simple  wt^iknoss 
the  child  withdraws  the  foot  from  the  point  of  the  pin,  and  the' 
ability  to  move  it  in  all  directions  ia  very  evident ;  but  if  the 
tibialis  anticus  muscle  is  paralyzed  the  fw>t  is  always  flexed  in 
the  abiluctetl  attitude.     The  same  test  may  be  made  for  pantlysis' 
of  other  muscles  or  muscular  groups.     It  is  a  test  that  is  easily 
a])pH(Hl  and  that  is  especially  useful  in  the  examination  of  young 
childn>n. 

Obstetrical  Paralysis.  Paralysis  of  the  arm  <lue  to  anterior 
poliomyelitLs  is  infrequent  as  compared  with  that  of  the  lower 
extremity.  This  form  might  be  mistaken  for  obstetrical  jwir- 
alysis,  but  the  history  of  the  disability  and  its  distribution 
should  make  the  diagnosis  clear. 

Prognosis.  Only  in  very  rare  instances  docs  the  disease  of 
itself  cause  death.  The  prognosis  as  to  function  depeuds  pri- 
marily upon  the  area  of  the  destructive  disease  of  the  cord, 
secondarily  ujwn  the  treatment  of  the  weakenctl  or  disabled  parC 

As  has  been  stated,  the  extent  of  the  primary  paralysis 
very  much  greater  than  that  which  ultimately  remains  when  the 
inflammatory  changes  about  the  di8eii.se<l  area  in  the  cord  luive 
subsidol. 

The  Electrical  Test.     During  the  early  stages  of  the  disease  the 
degree  of  final  paralysis  may  be  fairly  estimated  by  the  electrical  ^ 
reaction.     Withiu  a  week  after  the  initial  |>anilysis  the  reaeliooj 
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to  the  faradic  current  iu  the  muscles  and  nerves  in  direct  con- 
nection with  the  diseased  area  is  lessened  and  is  soon  lost.  If 
the  faradic  irritahility  is  retained  in  the  jmralyzed  muscles,  or  if 
it  is  merely  diminislied,  recovery  may  he  predicted.  The  muscles 
which  no  longer  react  to  the  faradic  irritation  may  still  be  made 
to  contract  by  the  galvanic  current.  In  normal  muscles  the 
reaction  is  greatest  at  the  closing  of  the  negative  [«ile.  In  the 
paralyzed  mu-scles  the  reaction  is  slower,  it  reijiiires  greater  stimu- 
lation, and  the  contraction  is  greater  at  the  closing  of  the  ptisitive 
pole.     This  is  known  as  the  reaction  of  degeneration.     The  loss 
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Anterior  poliomyelllU.    Extreme  flexion  derorinlty  ul  ibe  blps,  Indudngr  the 
qufidrupedal  altitude.    (Cillmcj.) 


of  faradic  reaction  and  the  change  in  the  galvanic  reaction  indi- 
cate that  the  function  of  the  affected  muscle  is  lost,  although  cer- 
tain of  its  fibres  may  in  time  regain  their  |K)wer. 

The  Effects  of  Paralysis  of  Different  Muscles  and  Qroups  of 
Muscles  upon  Function.  The  interest  in  anterior  poliomyelitis 
lies  in  its  immediate  and  ultimate  effect  upon  the  functional 
ability  of  the  individual.  These  effects  may  be  classified  as 
defannUy  of  lite  part  tliirctli/  involi^etl.  The  </enenil  effects  of 
weakness,  dej'orm'dy,  and  loss  of  growth  upon  the  body  as  a  whole. 
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Causes  of  Deformity.  The  deformities  of  anterior  poliomyelitis 
are  caused  : 

1.  By  the  force  of  gravity. 

2.  By  the  unopposed  action  of  the  muscles  whose  power 
remains. 

3.  By  functional  use. 

All  these  and  other  less  important  causes  of  deformity  are,  of 
course,  combined  in  most  instances.  The  relative  importance  of 
each  factor  varies,  according  to  the  muscular  group  that  is  in- 
volved, with  the  age  of  the  patient,  and  with  the  strain  to  which 
the  part  is  subjected.  The  influence  of  the  different  factors  can 
be  studied  best  in  the  foot. 

Moscnlar  Action  and  Gravity.  In  by  far  the  lai^r  number  of 
cases,  one  or  more  of  the  anterior  muscles  of  the  leg,  the  dorsal 
flexors  of  the  foot  are  involved.  This  is  illustrated  by  the 
statistics  of  acquired  talipes,  tabulated  elsewhere,  the  equinus 
type  of  deformity  being  three  times  as  common  as  the  calcaneus 
form. 

If  the  anterior  muscles  are  paralyzed  in  a  child  before  the 
walking  age,  the  foot  drops  under  the  influence  of  the  force  of 
gravity  into  the  attitude  of  equinus.  If  this  attitude  is  allowed 
to  persist,  the  muscles  on  the  posterior  aspect  of  the  limb,  accom- 
modating themselves  to  the  habitual  attitude,  in  time  become 
structurally  shortened.  In  such  cases  the  equinus  deformity  is 
caused  by  the  force  of  gravity  ;  it  is  increased  by  muscular  action 
and  it  is  fixed  by  muscular  adaptation.  That  deformity  is  not 
caused  directly  by  muscular  action  is  shown  by  the  fact  that  it 
may  be  prevented  by  stimulating  the  paralyzed  muscles  from 
time  to  time  with  galvanism,  or  even  by  systematic  passive 
movements  to  the  limit  of  dorsal  flexion.  Deformity  is  thus 
prevented,  not  by  opposing  muscular  action,  but  by  stretching 
the  active  muscles  to  their  full  limits  from  time  to  time,  and  thus 
preventing  muscular  adaptation  and  structural  change.  In  the 
instance  cited  gravity  and  muscular  activity  are  combined  in  the 
production  of  equinus,  but  in  other  instances  gravity  and  mus- 
cular power  may  be  opposed  to  one  another.  If,  for  example, 
the  calf  muscle  is  paralyzed  while  the  anterior  group  retains  its 
power,  the  deformity  of  calcaneus  does  not  appear  until  the  child 
begins  to  use  the  foot,  when  the  peculiar  helplessness  calls  atten- 
tion to  the  disability,  if  the  diagnosis  has  not  been  made  before. 
Thus  it  is  that  equinus  may  be  present  when  the  child  is  still  in 
arms,  while  the  opposite  deformity  develops  much  more  slowly. 
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Habitual  Posture.  There  are  other  cases  in  which  ever)'  ves- 
tige of  muscular  power  is  lost  and  ia  which  the  foot  dangles. 
In  this  class  there  is  uo  functional  activity  or  tonic  shortening  of 
the  muscles;  consoquently  deformity  is  slow  in  making  its  appear- 
ance ;  it  is  not  often  extreme,  and  it  becomes  fixed  only  by  the 
structural  shortening  of  the 
inactive  tissues,  the  ligaments, 
and  fascisB.  There  are,  of 
course,  other  causes  for  habit- 
ual posture  than  the  force  of 
gravity  and  muscular  actioui 
such  as,  for  example,  the  posi- 
tion of  convenience  in  which 
a  weak  or  disabled  part  might 
be  placed,  but  such  causes  of 
deformity  may  be  con.sidcrcil 
as  instauceti  of  fuuclional  u.-^o 
or  rather  of  adaptation  to  lociil 
weakness. 

Functional  Use  as  a  Cause  of 
Deformity.  Thus  far  the  force 
of  gravity,  unbaliinccd  mus- 
cular power,  and  the  struc- 
tural changes  in  the  tissues 
have  been  considered  in  the 
etiology  of  df'forniity,  as  it 
might  develop  in  infancy. 
Wiien,  however,  the  patient 
stands  and  walks,  existing  de- 
formities are  exaggerated  and 
distortions  are  developed  an<l 
(confirmed  by  the  weight  of 
the  body  falling  on  the  unbal- 
anced part,  and  by  the  action 

»    ,1  1        •      »1  11  «  Aiiietior  pi.li..Ti)}tllII»,    JJuralloii  seven  ytura. 

ot  the  muscles  in  me  aiiempt    showing .imiihy and  »iigiit  imcraicuivnure of 

to  supply  the  f  luietion  of  t liose    ^^^  "i""*  ■  '""  ""'^  '  """'"  '"'^'"» °'  »''""•''■ 

that  are  pandyzed.    Thus  it  is 

that  the  deformity  develops  far  more  rapidly  when  a  fair  amount 

of  muscular  power  remains  than  when  it  is  completely  lust.      (See 

Talipes.) 

Subluxation.     Aside  from  the  distortions  duo  to  the  causes  that 
have  been  mentioned,  there  are  others  induced  simply  by  weak- 
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ness ;  for  example,  when  laxity  of  ligaments  and  the  failure  of 
muscular  support  permits  distortion  of  a  limb  and  subluxation 
or  even  displacement  at  a  joint  (Figs.  ;)r>(5  anil  3.j7).  Complete 
displacement  is  uncommon,  and  occurs  pnictically  only  at  the 
hip.  In  such  cases  there  is  usually  flexion  deformity  of  the 
Hnd).  The  femur  is  suspended  by  (be  contracted  tissues  attached 
to  the  anterior  superior  spine.  This  unyielding  band  forms  a 
fulcrum  by  means  of  which  force  applied  at  the  knee  may  cause 
sudden  displacement  of  the  head  of  the  femur  inward  or  upward 
and  backward. 

Deformities  of  the  Upper  Extremity.  Deformities  caused  by 
paralysis  of  the  muscles  of  the  sfionlder  and  upj)er  arm  are 
usually  slight  because  the  part  is  not  subjected  to  the  strain  of 
weight  bearing,  and  because  the  force  of  gravity  is  opposeil  to 
muscular  contraction.  In  these  cjises  the  loss  of  support  and  the 
tension  on  the  capsule  allows  a  considerable  separation  of  the 
joint  surfaces  so  that  the  atrophied  head  <tf  the  humerus  may  be 
displaced  forward  or  backward  ;  but  there  is  not  often  fixed 
displacement,  and  consequently  persistent  distortion  due  to  this 
cause  is  unusual. 

Paralysis  of  the  muscles  of  the  forearm  and  of  the  hand  is  fol- 
lowed after  a  time  by  deformity  of  the  fingers,  caused  primarily 
by  unopposed  muscular  action,  secondarily  by  accommodation  and 
atrophy. 

Deformities  of  the  Neck.  Paralysis  of  one  or  more  of  the 
muscles  of  the  neck  may  induce  a  paralytic  torticollis.  This  is, 
however,  extremely  uncommon. 

Deformities  of  the  Trunk.  Paralysis  of  the  muscles  of  the  trunk 
may  induce  distortion  aud  extreme  lateral  curvature  of  the  spine. 
This  curvature  is  not  usually  caused,  as  might  at  first  appear, 
by  contraction  of  tlie  active  muscles  and  thus  a  bending  of  the 
trunk  with  a  convexity  toward  the  weaker  side.  As  a  rule,  the 
curvature  is,  as  a  whole,  in  the  opposite  direction.  This  is 
explaine<l  by  the  fact  that  if  the  paralysis  is  limited  to  one  side 
and  is  extensive  enough  to  cause  distortion  of  the  trunk,  the 
muscles  of  respiration  being  involved,  the  chest  wall  becomes 
inactive  and  collapses.  In  compensation  the  opiKtsite  side  of 
the  thorax  increases  in  volume  and  lung  capacity  and  the 
weak,  atrophied,  and  sunken  side  is  drawn  toward  it.  The 
same  eflfect  is  observed  when  the  arm  and  the  shoulder  mus- 
cles arc  paralyzAHl,  the  spine  bending  toward  the  side  that  is 
still  active. 
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atrophy  of  tlie  muscles,  but  all  the  componeut  tissues  of  the 
affected  limb  are  involved  as  well.  The  bones  become  relatively 
atrophied,  and  their  growth  is  retarded  to  a  degree  projiortionate 
to  the  extent  of  the  paralysis  and  to  the  functional  disability  that 
has  resulted.  It  has  been  stated,  however,  that  retardation  of 
growth  does  not  always  correspond  to  the  amount  of  paralysis. 
In  some  instances  j)aralysis  of  a  single  muscle,  wliich  docs  not 
seriously  compromise  the  function  of  the  part,  is  attended  with 
greater  shortening  of  the  limb  tlian  in  otiier  cases  in  which  the 
paralysis  is  far  more  extensive.  Thus  it  may  be  iuferretl  that 
certiiin  cells  in  the  spinal  cord  are  especially  concernwl  in  the 
growth  and  nutrition  of  the  bones,  and  that  interference  with  the 
function  of  these  cells  may  not  corres|)ond  absolutely  to  the  extent 
of  the  destructive  process.      However  this  may  be,  it  is  certain 
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that  atrophy  and  relardsition  of  growth  are  much  greater  when  a 
limb  is  not  used  than  when  by  the  aid  of  apparatus  it  has  been 
enabled  to  carry  out,  in  part  at  least,  its  proper  function.  It  is 
evident,  also,  tliat  retardation  of  growth  will  be  more  marked 
duriug  the  period  of  rapid  development  ;  thus,  the  younger  the 
patient  the  greater  should  be  the  ultimate  incijuality  of  the  liml>s. 

Rrt.vrdation  ok  (iROWTII.  The  ultimate  shortening  varies 
from  one  to  tliree  inches.  In  the  slighter  degrees  of  paralysis 
affecting  tlie  leg,  the  shortening  may  be  less  than  an  inch,  but 
when  the  thigh  muscles  are  paralyzed,  also,  it  may  be  much  more 
(Fig.  ."J-jo).  This  inetiuality  is  usually  very  evident  in  the  size 
of  the  two  feet. 

When  both  limlis  are  ]»aralyzed  so  that  hx-omotion  is  wry 
seriously  interfered  with,  the  retardation  of  growth  is  especially 
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marked,  and  the  contrast  between  the  trunk  of  the  patient  and 
the  attenuated  lower  extremities  is  very  striking. 

Secondary  deformities  must  include,  besides  those  already 
mentioned,  the  compensatory  distortions  of  the  trunk  that  may 
follow  paralysis  of  the  limbs.  Thus  a  short  leg  might  cause  a 
lateral  curvature  of  the  spine,  or  great  flexion  contraction  of  the 
thigh  might  induce  abnormal  lordosis.  As  a  matter  of  fact,  the 
final  effects  of  disabilities  of  this  character  are  very  complex,  and 
are  influenced  by  many  factors  of  which  only  a  general  indication 
is  practicable. 

Treatment.  The  treatment  of  the  acute  stage  of  anterior 
poliomyelitis  is  symptomatic.  If  the  diagnosis  has  been  made, 
such  measures  as  would  tend  to  relieve  the  congestion  about  the 
diseased  area  should  be  employed  ;  cathartics,  sedatives,  and 
counter-irritation  of  the  spine,  for  example.  When  the  acute 
symptoms  have  subsided  local  treatment  to  maintain  as  far  as 
possible  the  nutrition  of  the  muscles,  to  prevent  deformity,  and 
to  relieve  the  strain  upon  the  weakened  tissues  is  indicated.  The 
nutrition  of  the  parts  may  be  improved  by  massage,  by  muscle- 
beating,  by  the  direct  application  of  heat  to  the  cold  extremities, 
and  by  the  use  of  galvanism,  as  long  as  it  will  induce  contraction 
of  the  paralyzed  muscles. 

Deformity  may  be  prevented  by  moving  each  joint  to  the  limit 
of  the  range  of  motion  in  all  directions  several  times  a  day,  and 
by  supporting  the  limb  with  appropriate  apparatus.  Deformity 
in  those  parts  in  which  it  is  favored  by  muscular  action  and  by 
the  force  of  gravity  appears  much  more  rapidly  than  is  generally 
supposed.  The  indications  of  equinus,  for  example,  are  apparent 
within  a  few  weeks  after  paralysis  of  the  anterior  muscles  of  the 
leg.  The  first  indication  of  such  deformity  in  this  class  is  the 
discomfort  caused  by  passively  moving  the  foot  toward  dorsal 
flexion.  This  limitation  of  the  range  of  motion  rapidly  increases, 
and  as  it  increases  it  is  confirmed  by  muscular  adaptation  and 
finally  by  structural  shortening. 

The  Principles  of  Mecbanical  Treatment.  The  object  of  a  brace 
is  to  prevent  the  deformity  due  to  weakness  and  to  utilize  the 
muscular  power  that  remains,  so  that  the  disabled  member  may 
carry  out  its  function.  As  each  muscle  has  an  essential  function 
the  paralysis  of  any  one  must  be  followed  by  a  certain  disability 
and  usually  by  deformity.  Muscles  vary  in  importance  as  they  do 
in  strength,  and  the  ultimate  disability  caused  by  paralysis  may  be 
predicted  very  accurately  by  one  who  is  familiar  with  this  function. 
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Paralysis  of  the  Akteriob  Muscles  op  the  Leg.  Par- 
alysis of  the  anterior  leg  group  causes  the  so-called  steppage  gait ; 
the  toes  drag  on  the  floor  when  the  limb  is  swung  forward,  and 
this  necessitates  an  awkward  lifting  of  the  knee.  The  result  of 
such  paralysis  is  equinus.  Slight  equinus  has  a  tendency  to 
throw  the  knee  backward,  "  recurvatum,"  in  order  that  the 
patient  may  place  the  entire  sole  on  the  ground.  More  marked 
equinus  obliges  the  patient  to  bear  the  weight  entirely  on  the 
front  of  the  foot,  and  causes  flexion  both  at  the  knee  and  hip. 
If  but  one  of  the  muscles  of  the  anterior  group  is  paralyzed  the 
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The  Judaon  brace  for  paralysla  of  the  quadriceps  exteoior  muicle  in  oonnectlon 
with  deformity  of  the  foot. 


tendency  to  equinus  is  in  so  far  lessened,  but  there  is  an  inclina- 
tion to  lateral  distortion.  Paralysis  of  the  anterior  muscles  causes 
an  awkward  gait  and  often  deformity,  but  the  propelling  force  of 
the  limb  remains.  The  indication  for  Support  is  simple,  to  pre- 
vent tlie  foot  from  dropping  to  the  extent  tliat  incommodes  the 
patient,  or  practically  to  hold  the  foot  at  a  right  angle  with  the 
leg. 

Paralysis  of  the  Posterior  Musclks  of  the  Leo.  If, 
on  the  other  hand,  the  calf  muscles  are  paralyzed  the  resistance 
of  the  foot  is  lost  and  it  is  simply  dorsiflexed  when  weight  is 
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secondary  effect.  In  many  iustances,  therefore,  it  will  be  neces- 
sary to  support  the  knee  as  well  as  the  ankle  during  the  earlier 
stages  of  the  treatment. 

Paralysis  of  thk  Tiikju  Muscle.s.  Paralysis  of  the  quad- 
riceps extensor  luiiscle  causes  primarily  a  peculiar  gait.  The 
patient,  unahle  t-o  extend  the  leg  upon  the  tliigh,  tlirows  or 
swings  it  forward,  then  locks  the  joint  hy  direct  contact  of  the 
bones  and  by  the  resistance  of  the  posterior  tiasiies,  by  inclining 
the  body  somewhat  forward  as  the  weight  falls  upon  it.  In  this 
manner,  again,  the  knee  may  be  overextendeil.  Or  if  extension 
is  checked  by  shortening  of  the  ti.ssues,  indnced  possibly  by 
habitual  assumption  of  the  .sitting  posture,  the  patient  being 
unalde  to  lock  the  joint  effectively  by  complete  contact  of  the 
bones,  often  trips  and  falls  because  of  the  insecurity  of  the  sup- 
jmrt.  When  in  the  normal  subject  the  weight  is  borne  upon  one 
limb  in  the  altitude  of  rest,  in  wliicli  the  muscles  are  thrown  out 
of  action,  tlie  knee-joint  is  locked,  luit  the  insecurity  of  this  sup- 
port is  illustrated  by  the  school-boy's  trick  of  striking  the  back 
of  the  knee  with  the  bund,  when,  the  muscles  being  taken 
unawares,  the  person  falls  to  the  ground.  This  insecurity  is 
constant  when  the  extensor  of  the  leg  is  paralyzed. 

Paralysis  limited  t»j  (he  <juaili'iceps  extensor  muscle  is,  how- 
ever, very  unusual.  In  almost  all  cases  some  of  the  leg  muscles 
are  involved  also,  and  the  bmee  usually  must  serve  to  support 
the  foot  as  well  ns  the  knee.  In  its  ordinary  form  such  a  brace 
is  constructed  of  two  lateral  ujiright  bars,  reaching  uearly  to  the 
pubes  on  the  inner  and  to  the  trochanter  on  the  outer  side,  joined 
to  one  another  by  banils  passing  beneath  the  thigh  and  tiie  calf, 
and  attached  to  a  light  steel  foot  plate.  If  the  dorsal  flexors  of 
the  foot  are  paralyzed  the  ankle-ji>int  is  arranged  to  allow  dorsal 
flexion,  but  to  prevent  extension  beyond  the  right  angle.  If  the 
calf  musRle  is  pandyzed  a  reverse  catch  is  used,  or  the  uprights 
are  attached  directly  to  the  foot  plate  without  a  joint  (Pig-  35f>)  ; 
or  the  so-called  limit  joint,  allowing  only  a  few  degrees  of  motion 
in  either  direction,  is  used  (Fig.  .'3<50).  (See  Talijies.)  In  the 
treatment  of  young  children  tlic  joint  is  also  omitted  at  the  knee, 
the  limb  being  firmly  held  in  the  extended  position  during  the 
active  period  (Figs.  .3.")!)  and  ;i62).  This  is  of  advantage  because 
the  joint  is  the  weakest  part  of  the  brace  antl  it  soon  l)ecftraes  loose 
under  the  severe  strain  to  which  it  is  subjected.  In  older  sub- 
jects a  joint  is  arranged  with  a  spring  cjiteh,  the  brace  being  held 
in  the  straight  position  when   the  patient  is  walking  about,  but 
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allowing  flexion  when  the  sitting  posture  is  assumed.  This  is, 
of  course,  a  great  convenience  (Fig.  3fi0).  In  fitting  the  brace 
the  lateral  bars  should  hv  adjuste<l  to  .support  the  limb  without 
uncomfortable  pressure,  ami  the  joints  should  be  exactly  opposite 
the  norma!  centres  of  motion.  The  thigh  and  leg  bands  should 
be  properly  fitted  to  the  contour  of  the  soft  parts  so  that  half 
the  liitil)  is  contained  within  them.  These  are  smoothly  covered 
with  leather,  and  the  limb  is  held  in  position  by  leather  bands 
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Br>c«  for  complete  paraly^li  of  tbe  anterior  musclts  or  ihi^  ituib :  Ueluru  and  aacr  eoverlog. 


that  complete  the  circumference.  Other  bands  are  ajiplicd  across 
the  front  or  luick  of  the  limb,  either  to  support  it  or  to  Hx  it 
firmly  ui  place.  In  the  ordinary  brace  without  the  joint  at  the 
knee  there  are  three  anterior  bantls,  one  across  the  front  of  the 
thigh,  another  across  the  leg,  and  the  third,  a  wide  knee-cap, 
supports  the  greater  part  of  the  strain  (Fig.  362), 

Pabai.ykis  of  tiik  Muscles  ok  thk  Hip.     The  effect  of 
paralysis  of  the  nniscles  about  the  hip  is  difficult  to  descril)e,  as 
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in  these  cases  many  other  muscles  are  usually  involved.  If  all 
the  muscles  are  paralyzed  the  thigh  dangles.  This  is,  however, 
ver>'  uunsual,  for  the  tensor  vagina;  feraoris  almost  always 
retains  its  power  and  is  one  of  the  causes  of  flexion  deformity 
which  is  so  often  present  in  cases  of  this  character. 

Paralysis  of  the  iliopsoas  muscle  makes  it  impossible  for  the 
patient  (o  flex  the  thigh  directly.  If  the  iiddiictors  are  paralyzed 
he  must  lift  the  thigh  with  the  hand  when  adduction  is  desired. 
Paralysis  of  the  glutui  is  made  evident  l>y  the  atrophy  and  by  the 
weakness  of  the  extending  |>ower  of  the  Hnib. 

The  distribution  of  tlie  paralysis  of  the  muscles  of  the  hip  may 
be  ascertained  by  placing  the  patient  in  the  recumbent  posture ; 
the  leg  is  then  lifted  from  the  table,  and  by  placing  the  thigh  in 
different  positions  the  ability  of  the  patient  to  move  it  may  be 
tested,  in  older  subjects  by  voluntary  effort,  in  younger  ones  by 
pricking  the  part  slightly  with  a  pin. 

General  weakness  of  the  muscles  of  the  hip  causes  an  awkward, 
insecure  gait,  accompanied  usually  by  outward  rotation  of  the 
limb,  and,  as  has  Ijeen  stated,  there  is  almost  always  accompany- 
ing paralysis  of  other  muscles  uf  the  extremity.  In  such  cases  a 
pelvic  band  must  be  attached  to  the  leg  brace.  The  pelvic  band 
is  made  of  sheet  steel  <if  about  IS  gauge,  two  inches  wide,  fitted 
to  the  pelvis,  which  it  encircles  midway  between  the  crest  of  the 
ilium  and  the  trochanter.  At  this  point  it  is  attached  to  the  brace 
by  a  free  joint  (Fig.  363).  When  the  bund  is  accurately  adjusted 
and  strapped  firmly  about  the  pelvis,  the  necessary  security  is 
assured  and  the  attitude  of  the  limb  in  walking  can  be  regulated. 
If  greater  support  is  desire<I  a  j>eriueal  band  may  lx>  applied  as 
described  in  the  chapter  on  disease  of  the  hip-joint. 

If  Ijoth  limbs  are  paralyzed  double  braces  must  be  used.  If 
the  muscles  of  the  lower  part  of  the  back  are  much  weakened 
the  pelvic  baml  may  be  replaced  by  a  corset  or  some  form  of 
back  brace.     Fortunately  these  cases  are  uncommon. 

Paralytic  Scoliosis.  Paralytic  scoliosis  requires  the  sup- 
port of  corsets  or  braces  as  a  rule,  such  as  are  use<l  in  the 
treatment  of  other  forms  of  distortion  of  the  back.  (See  Lateral 
Curvature.) 

Paualysis  of  the  Arm.  Paralysis  of  the  arm  is  UDOommon, 
and  treatment  is  rarely  demanded. 

In  some  instances  a  shoulder  support  may  be  of  service  or  a 
brace  to  hold  the  arm  at  a  right  angle  if  the  biceps  is  jiaralyzed. 
If  the  muscles  of  the  scapula  retain  their  power  the  operation  of 
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arthrodesis  might  be  of  service  in  fixing  the  dangling  joint,  and 
the  same  operation  might  be  useful  at  the  elbow.  It  is,  of  course, 
evident  that  one  of  the  lower  extremities,  although  hopelessly 
weakened,  may  be  braced  so  that  it  may  serve  as  a  simple  prop 
to  bear  weight,  but  as  the  function  of  the  arm  is  quite  different, 
extensive  paralysis  of  its  muscles  makes  it  practically  useless  to 
the  individual. 

Operative  Treatment.  The  Reduction  op  Deformity.  In 
a  large  proportion  of  the  cases  of  anterior  poliomyelitis  the 
patients  are  not  seen  by  the  orthopedic  surgeon  until  months  or 
years  have  elapsed  since  the  original  attack.  They  are  then 
brought  for  treatment  because  of  secondary  deformity  often  of  an 
extreme  degree.  At  least  half  of  the  cases  of  talipes  are  due  to 
this  cause,  and  with  the  deformity  of  the  foot  are  often  combined 
other  distortions  varying  in  degree  with  the  extent  of  the 
paralysis.  Many  of  the  patients  hobble  about  on  a  distorted  foot, 
others  use  crutches,  and  in  a  smaller  number  the  only  meUiod  of 
locomotion  is  creeping  on  all-fours.  In  the  cases  in  which  the 
patient  has  habitually  used  crutches  allowing  the  paralyzed  limb 
to  "  dangle,"  there  is  usually  marked  flexion  at  the  three  joints. 
The  thigh  is  flexed  upon  the  pelvis,  the  leg  is  flexed  upon  the 
thigh,  and  the  foot  hangs  downward  and  inward  (plantar  flexed) 
in  an  attitude  of  equino  varus. 

However  extreme  the  paralysis  of  a  lower  extremity  may  be, 
the  limb  may  be  made  useful  as  a  prop  when  properly  braced  ; 
this  prop  will  enable  the  patient  to  dispense  with  the  use  of 
crutches  and  thus  free  the  arms  from  unnecessary  work.  Even 
if  both  limbs  are  paralyzed  they  may  at  least  serve  as  supports  to 
enable  the  patient  to  stand  erect  and  to  propel  himself  with  the 
aid  of  crutches.  If  a  limb  has  been  disused  for  a  long  time, 
the  atrophy  is  usually  extreme,  the  bones  are  fragile,  and  the 
growth  has  been  greatly  retarded  as  compared  with  those  limbs 
in  which  deformity  has  been  prevented  and  in  which  the  weight 
of  the  body  has  been  sustained  in  functional  use.  In  this  class 
of  cases  the  first  step  must  be  the  reduction  of  deformity ;  the 
foot  must  be  brought  to  a  right  angle  with  the  leg,  the  limb  must 
be  brought  to  the  straight  line,  and  the  flexion  at  the  hip  must  be 
overcome  in  order  to  enable  the  patient  to  stand  erect  without 
bending  the  spine  forward  in  compensatory  lordosis. 

Acquired  deformity  of  the  foot  is  far  less  resistant  than  is  the 
congenital  form,  and  by  tenotomy  and  the  proper  application  of 
force  it  may  be  readily  straightened,  usually  at  one  sitting. 
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The  flexion  contraction  at  the  kuee  may  be  overcome  also  by 
careful  and  j)ersistent  manual  stretching  cooibincd,  if  necessary, 
with  (livisidu  of  the  contraetwl  tissues  on  tho  posterior  aspect  of 
the  joiut.      (Spo  paj^e  412.) 

The  flexion  deformity  at  the  hip  is  usually  fixed  by  the  con- 
traction of  the  tissues  about  the  anterior  superior  spine  of  the 
ilium,  including  the  tensor  vaginte  femoris  muscle,  whicii  is  rarely 
paralyzed.  These  tissues,  together  with  tiie  fascia,  may  be  divided 
subcutaneously,  or  by  o|ien  incision,  if  necessary  ;  after  which 
the  deformity  may  be  reduced  liy  gradual  forcible  extension  of  the 
thigh  while  the  pelvis  is  fixed  by  flexing  the  other  limb  upon  the 
body.  When  the  contraction  deformities  are  overcome  lateral 
deviation  at  the  knee  is  corrected,  if  it  be  present,  in  the  same 
manner,  and  the  l»ony  points  having  been  carefully  protected  by 
pailding  a  long  spicii   phister   bandage  is  applied   to  fix  the  limb. 

Tiie  lesser  degrees  of  deformity  may  lie  re<luced  by  other 
means,  for  example,  by  repeated  a|)|)licatious  nf  plaster  bandages 
under  slight  corrective  force,  or  by  manipulation,  or  liy  braces 
and  iiandaging. 

Punilytic  knock-knee  may  be  corrected  by  the  Thomas  knock- 
knee  bnice,  and  this  brace  when  attached  to  a  pelvic  baud  is  a 
useful  form  of  support  in  the  routine  treatment  of  ]iaralysis  of 
the  leg  (Fig.  ;13{»). 

The  Thomits  caliper  knee  brace  is  another  cheap  and  useful 
support.  It  is  of  especial  service  when  there  is  flexion  or  lateral 
deformity  of  the  limit  (Fig.  251t). 

When  distortion  lias  been  overcome  and  when  functional  use 
has  been  made  possible  liy  proper  sujiport,  the  development  of 
active  muscles  which  have  been  thrown  out  of  use  by  tlje  distor- 
tions, and  of  those  in  which  part  of  the  nuiscidar  substance  has 
been  retained,  is  surprising.  In  many  of  these  cases  the  distor- 
tions which  developed  during  the  temporary  paralysis  have  alone 
prevented  recovery,  and  this  latent  power  may  be  revived  even 
after  years  of  disuse.  Thus  in  many  instances  prognosis  is 
impossible  until  the  deformities  have  been  corrected  and  until  the 
limb,  properly  supported,  has  been  enabled  to  resume  its  function. 

Tendon  Transpi,.\ntation.  This  operation  is  l)est  adapte<l 
to  the  treatment  of  distortions  of  the  foot  caused  liy  paralysis  of 
the  muscles  of  the  leg,  and  the  procedure  is  described  at  length 
in  that  section. 

Paralysis  of  the  muscles  of  the  arm  and  lumd  is  unusual.  The 
operation  of  tendon  shortening  combined  with  transplantation  of 
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service  in  complete  paralysis  of  the  pelvic  muscles,  at  the  shoulder 
when  the  muscles  attached  to  the  scapula  are  active,  and  in 
exceptional  cases  at  the  elbow  and  wrist  to  assure  an  improved 
position.     The  operation  is  described  elsewhere. 

Osteotomy.  In  rare  instances,  particularly  in  the  extreme 
deformities  in  the  adult,  osteotomy  of  the  femnr  at  the  hijj  or 
knee  may  be  necessary  in  onler  to  overcome  resistant  distortion. 

Recapitulation  of  Treatment.  This  consists  in  support  and 
electrical  stimulation  of  the  muscles  during  the  jieriod  of  recov- 
ery, together  with  a  suitable  brace  to  hold  the  limb  in  the  best 
{Kjssible  position  for  usefulness  when  the  final  extent  of  the 
paralysis  has  become  evident.  With  the  support  any  treatment 
that  win  improve  the  nutrition  of  the  part  is  of  service ;  massage 
and  muscle  beating  are  of  especial  value.  The  limb  in  which 
the  circulation  is  deficient  should  lie  protected  from  the  cold  by 
proper  covering,  and  its  nutrition  may  be  improved  by  the  direct 
application  of  heat,  the  hot-air  or  hot- water  bath  both  being 
useful.  Alx)ve  all  else,  functional  use,  which  is  made  possible 
by  apparatus,  is  of  the  first  importiince  in  pre8er\'ing  and  stimu- 
lating whatever  muscular  power  rcnmins  ;  and  special  gymnastic 
exercises  to  this  end  may  be  employed  if  practicable.  The  pre- 
vention of  deformity  during  the  gnawing  period  is  of  groat 
importance.  Every  morning  and  night  the  joints  of  the  j«iralyzed 
part  should  be  passively  moved  to  the  normal  limits  in  all  direc- 
tions in  order  to  prevent  the  gradual  limitation  of  the  range  of 
motion  which  is  the  first  indication  of  the  deformity.  Lateral 
deviation  of  the  limb  or  foot  may  be  prevente<l  by  passive 
manipulation  and  by  careful  a<ljustment  or  modification  of  the 
support.  Braces  should  be  strong,  and  as  simple  as  may  be 
in  construction.  Elastic  bands^  and  springs,  applied  with  the 
design  of  replacing  paralyzed  muscles,  are  of  little  practical  use, 
since  they  are  ineffective  in  action,  difficult  to  adjust,  and  easily 
disarrangeil.  The  parent,  when  treatment  is  begun,  must  be 
impressed  with  the  fact  that  a  brace  must  be  strong  enough 
to  serve  its  purjxise  even  though  its  weight  be  objectionable ; 
that  its  period  of  usefulness  is  limited,  and  that  it  must  be 
replaced  when  it  is  outgrown ;  that  the  breaking  of  a  brace 
from  time  to  time  is  unavoidable,  and  that  such  accidents,  in  so 
far  as  they  are  evidences  of  tlie  functional  activity  of  the  patient, 
arc  favorable  indications. 

Careful  supervision  of  the  patient,  even  though  the  weakness 
is  not  great,  will  be  necessary  during  the  period  of  growth.     The 
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contrast  between  the  developmeDt  and  symmetry,  the  muscular 
power  and  practical  utility  of  a  limb  that  has  received  this  care 
and  supervision,  and  one  that  has  been  neglected,  is  sufficiently 
striking  to  impress  anyone  with  the  necessity  for  this  tedious 
and  apparently  never-ending  treatment. 

Thus,  in  this  as  in  other  chronic  diseases  and  disabilities,  the 
character  and  the  duration  of  the  treatment,  its  object,  and  the 
final  results  that  one  may  expect  to  attain  by  it  should  be 
explained  to  the  parents  when  the  care  of  the  patient  is  under- 
taken. 


CHAPTER   XVIII. 

DISEASES  OF  THE  NERVOUS  SYSTEM  (CosTtsuEO). 

Cerebral  Paralysis  of  Childhood— Spastic  Paralysis. 

Cerekkai,  pamlysis  or  palsy  is  in  orthopeilie  practioe  second 
only  in  frequency  and  importance  to  anterior  poliomyelitis.  It 
IB,  however,  entirely  rlifTereiit  in  its  cli!itribiition  and  in  ita  effects 
It  is  a  form  of  disability  that  is  characterized  by  motor  weakness, 
by  stiffness  and  loss  of  control,  rather  than  by  paralysis.  It 
afFects  entire  members  an<l  it  results  in  atrophy,  contractions,  and 
deformity. 

It  may  involve  half  the  body,  hemiplegia. 

It  may  be  limited  to  the  lower  extremities,  paraplegia. 

It  may  involve  Ixjtli  the  np])er  ami  lower  extremities,  iliplegia. 

In  rare  instances  but  one  uxtremity  is  afTccled,  monopb-eiii. 

Distribution.  In  451  cases  of  cerebral  paralysis  analyxetl  by 
Peterson,'  '.V.i'2  were  of  the  hemiplegic  type,  7.'l  were  of  the 
diplegic  type,  and  41!  were  of  the  paraplegic  type.  In  121  cases 
obsers'ed  at  the  Hospital  for  Ruptured  and  Crippled,  G3  were 
paraplegic  or  diplegic  imd  oS  were  hemiplegic.  The  hemiplegic 
form  of  paralysis  is  usually  acquired  ;  the  diplegic  and  paraphgio 
forms  are  usually  congenital. 

Etiology  and  Pathology.  Cerebral  jwiralysis  may  be  divided 
into  two  classes — the  congenital  and  the  aecjuired. 

Congenital  Paralysis.  Paralysis  of  intra-utcrine  origin  may  b« 
the  result  of  maldevclopment  or  injury  or  a  seeondarj'  ffTect  of 
intercurrent  disease  of  the  mother.  Paralysis  caused  by  Lojury 
at  birth  is  usually  the  result  of  rupture  of  bloodvessels  of  the 
meninges  due  to  prolonged  labor  or  to  the  pressure  of  instru- 
ments. 

AcQuired  Paralysis.  Ac<iuired  paralysis  may  be  due  to  hemor- 
rhage, emiMlism,  thrombosis,  or  to  disease.  Sachs'  presents  the 
following  classification  of  causes  ami  effects  : 


■  American  Texl-twokor  Dtauaor  Children. 
<  Sacbi.    Tho  NerYOiu  DImwoi  of  Cbildren. 
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effects  of  the  disease  and  to  the  loss  of  function  than  to  the 
direct  influence  of  the  nervous  lesion. 

Mental.  In  this  form  of  paralysis  the  lesion  is  of  the  brain, 
and  the  direct  injury  of  its  structure  and  the  interference  with  its 
development  is  likely  to  cause  mental  impairment.  This  mental 
impairment  b  usually  more  marked  in  the  paraplegic  or  diplegic 
than  in  the  hemiplegic  form,  because  in  the  latter  but  half  the 
brain  is  involved,  and  because  the  injury  or  disease  occurs  at  a 
later  period  of  its  development.  So,  also,  the  mental  development 
is  usually  less  interfered  with  in  the  paraplegic  than  in  the 
diplegic  type.  For,  although  both  hemispheres  were  originally 
in  all  probability  involved,  yet  the  recovery  of  power  in  the 
arms  shows  that  the  injury  was  less  extensive  than  when  the 
weakness  persists  in  one  or  both  of  the  upper  extremities. 

It  is  estimated  that  in  50  per  cent,  of  the  hemiplegic  cases  the 
patients  are  feeble-minded,  although  comparatively  few  (13  per 
cent.)  are  idiotic.  In  the  paraplegic  and  diplegic  forms  of 
paralysis  about  70  per  cent,  of  the  patients  are  feeble-minded, 
and  from  40  to  50  per  cent,  are  idiotic.     (Sachs.) 

Epilepsy  is  an  accompaniment  of  about  45  per  cent,  of  all 
forms  of  cerebral  paralysis,  and  in  20  per  cent,  of  the  cases 
athetoid  or  associated  movements  in  the  paralyzed  parts  persist. 
(Peterson.) 

Congenital  Weakness  and  Paralysis. 

The  congenital  form  of  cerebral  paralysis  is  often  seen  in 
orthopedic  clinics,  because  the  effect  of  the  lesion  of  the  brain 
in  retarding  both  the  mental  and  physical  development  first 
attracts  the  attention  of  the  mother.  Thus,  infants  are  brought 
for  examination  because  they  are  unable  to  sit  or  stand  or  to  talk 
at  the  usual  time.  In  certain  instances  the  cause  of  the  physical 
weakness  is  simple  idiocy.  In  such  cases  the  vacant  expression, 
the  inability  of  the  child  to  recognize  even  its  mother,  the  extreme 
weakness,  and  the  absence  of  the  spastic  rigidity  of  the  limbs  will 
make  the  diagnosis  clear. 

In  another  class  of  cases  the  weakness  appears  to  be  caused 
simply  by  retarded  cerebral  development.  The  patient  is 
apathetic  and  weak.  In  these  cases,  also,  there  is  no  evidence 
of  paralysis,  and  the  evident  intelligence  of  the  patient  distin- 
gnishes  this  type  from  the  idiotic  class. 

In  the  characteristic  form  of  cerebral  paralysis  as  seen  in  early 
life  the  child  may  be  idiotic,  or  simply  apathetic,  or  apparently 
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Ra.aai 


noniuil  iu  lutelllgence,  hut  it  is  always  weak,  ami  iu  the  sitting 
posture  the  spine  is  usually  bent  backward  into  a  long,  more  or 
less  rigid  curve.  It  makes  no  efFort  to  stand,  and  when  placed 
in  the  erect  posture  it  will  be  noticed  that  the  thighs  are  usually 
pressed  closely  against  one  another  and  that  the  feet  are  cxtende<l. 
The  limbs  are  "  stiff."     There  is  a  peculiar  resistance  to  flexion 

at  the  extended  joints,  which  slowly 
gives  way  under  steady  pressure. 
This  is  the  characteristic  spastic 
rigidity  (Fig.   3G4). 

Deformities.  These  children 
usually  begin  to  stand  and  to  walk 
at  about  the  third  year  or  later  with 
an  awkward,  sliuHling  gait ;  the 
limbs  are  usually  flexed,  adducted, 
and  rotatwl  inward  ;  the  knees  touch 
one  another  or  the  legs  may  be 
erossL'd,  while  the  feet  tuni  inward 
in  :i  persistent  attitude  of  slight 
cquinovarus.  The  equilibrium  is 
very  easily  disturbed,  partly  Ijecause 
of  the  deformities  and  partly  be- 
cause of  direct  lesion  of  the  brain. 
In  the  majority  of  the  congenital 
eases  the  paralysis  is  paraplegic  in 
its  distribution  ;  perliaps  \->  percent, 
are  of  the  hemiplcgic  variety,  and  in 
a  somewhat  larger  nimiber  the  par- 
alysis is  diplegic  in  distribution 
(Fig.3«-I). 

It  has  been  statc<^l  that  the  typioal 
<Ieformity  of  the  foot  was  equino- 
varus,  l>ut  in  older  subjects  who 
have  walkwl  about  iu  the  attitude 
of  flexion  at  the  hips  and  knees  there 
may  be  an  accommodative  distor- 
tion of  the  foot  towarti  valgus,  or  even  to  an  extreme  degree 
of  calaineovalgus. 

As  has  been  stated,  in  a  certain  number  of  cases  the  intelli- 
gence is  not  impairetl,  but  more  often  the  patients  are  distinctly 
feeble-minded.  They  are  ver\'  nervous,  esisily  startled,  emotioniil, 
and  are  often  unable  to  speak  distinctly,  yet  it  is  interesting  to 
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note  that  this  peculiar  emotional  excitability  often  passes  for  an 
extreme  degree  of  brightness  of  intellect  and  quickness  of  per- 
ception. In  fact,  parents  often  remain  unconvinced  that  the 
child  is  lacking  in  mental  power  until  it  reaches  an  age  when 
comparison  with  other  children  makes  this  conclusion  inevitable. 

Acquired  Paralysis. 

As  in  adult  life,  the  common  form  of  acquired  cerebral  par- 
alysis in  childhood  is  hemiplegia.  About  two-thirds  of  all  the 
cases  occur  in  the  first  three  years  of  life  ;  and  in  about  20  per 
cent,  of  these  the  affection  of  the  brain  is  a  complication  of  infec- 
tious disease.  The  onset  is  usually  sudden,  and  is  accompanied 
in  the  majority  of  cases  by  fever,  convulsions,  and  loss  of  con- 
sciousness. Wheu  the  child  regains  consciousness  the  paralysis 
of  the  arm  and  leg  is  at  once  evident,  and  in  about  20  per  cent, 
of  the  cases  the  face  is  paralyzed  also. 

Deformities.  At  first  the  paralysis  is  a  simple  powerlessness, 
but  soon  the  exaggeration  of  the  reflexes  is  evident.  As  has 
been  stated,  there  is  a  loss  of  voluntary  power  and  an  increase  of 
the  reflexes  or  "stiffness"  of  the  paralyzed  members.  They  are 
no  longer  competent  to  assume  the  more  difficult  attitudes  and 
functions,  and  these  are  replaced  by  those  that  are  simpler;  thus 
flexion  becomes  habitual. 

In  typical  hemiplegia  the  foot  is  plantar  flexed  and  adducted. 
The  leg  is  flexed  on  the  thigh  and  the  thigh  on  the  trunk,  and 
with  the  flexion  adduction  is  usually  combined.  The  arm  is  held 
against  the  thorax,  the  forearm  is  flexed  upon  the  arm  in  an  atti- 
tude midway  between  ]>ronation  and  supination.  The  hand  is 
flexed  upon  the  arm  and  inclined  toward  the  ulnar  side  and  the 
fingers  are  clasped  over  the  adducted  thumb  (Fig.  3(56). 

Disability.  The  loss  of  power  is  not  absolute;  in  most 
instances  the  patient  is  able  to  walk  with  an  exaggerated  limp, 
dragging  the  stiffened  and  distorted  limb,  Avhich  serves  as  a  prop 
rather  than  as  an  active  support.  So,  also,  the  control  of  the 
upper  extremities  is  in  part  retained ;  the  patient  is  able  to  abduct 
the  arm,  to  partly  extend  the  forearm,  sometimes  to  extend  the 
fingers  and  to  abduct  the  thumb,  but  the  power  to  dorsiflex  the 
hand  and  at  the  same  time  to  extend  the  fingers  is  not  usually 
retained  in  a  case  of  this  character. 

Loss  of  Growth.  The  growth  of  the  patient  as  a  w^hole  is 
usiuilly  retarded  to  a  certain  extent  by  the  lesion  of  the  brain. 
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Thert'  is  in  iicklition  a  certain  degree  of  iueqtiality  in  the  growth 
of  t!ie  two  Imlves  of  the  body.  This  iiiequalitv  is  more  marked 
in  tlie  upper  than  in  the  lower  extremity.  Shortening  to  the 
extent  of  an  inch  in  the  lower  extremity  is  not  usually  exceeded, 
but  tlie  growtli  of  the  arm  and  Imnd  may  he  verj'  markedly 
checked.  This  disproportionate  loss  of  growth  in  the  upper  over 
the  lower  extremity,  altiioiigb  it  may  be  explained  in  part  by 
tlie  situation  of  tlie  lesion  of  (lie  brain,  depends  more  directly 
upon  the  interference  with  function.  The  lower  extremity  is 
rarely  disabled  to  an  extent  that  prevents  its  use  in  hicomotion, 
coasecjueutly  its  nutrition  is  preserved;  whereas  the  same  degree 
of  paralysis  of  the  arm  utterly  unfits  it  for  its  more  difficult  func- 
tions and  it  becomes  a  useless  appendage.  With  the  disuse  of 
fuuctiou  there  is  a  correspondiug  diminution  of  nutrition  and  a 
consecjuent  atrophy  and  loss  of  growth. 

Extreme  deformity  and  disability,  as  in  the  type  described,  is 
rather  unusual.  In  many  instances  there  is  almost  complete 
recovery  from  the  paralysis,  only  an  awkwardness  and  slowness 
of  movement,  combined  with  an  increase  of  reflexes  and  a  slight 
hemiatrophy  of  tlie  body  exists.  In  some  cases  a  slight  degree 
of  eijuinus  is  the  only  deformity  ;  in  others  weakness  of  the  arm 
may  persist,  although  complete  control  of  the  lower  extremities 
lias  been  regained. 

Tlie  final  effect  of  tlie  paralysis  is  almost  always  more  marked 
in  the  upper  than  in  the  lower  extremity  ;  thus,  when  contrac- 
tions and  deformities  of  the  lower  extremity  are  present  the  arm 
ami  hand  are  often  practically  disabled. 

Treatment.  1 .  Hemiplegia.  The  treatmeut  from  the  ortho- 
pedic stiindpoint  consists  in  stimulating  the  nutrition  of  the 
paralyzed  parts,  in  preventing  deformity,  and  in  improving  the 
functional  ability.  The  results  of  treatment  are,  of  course,  very 
greatly  influenced  by  the  mental  condition  of  the  patient.  If 
the  mental  power  is  not  impaired  one  may  count  upon  the  efforts 
of  the  patient  to  aid  the  surgeon  ;  whereas,  if  the  patient  is  idiotic 
there  is  but  little  encouragement  for  active  treatment.  If  the 
patient  is  seen  before  the  secondary  contractions  have  appeared, 
deformity  may  be  prevented  in  great  degree  by  regular  massage 
and  by  passive  movements  in  the  directions  opposed  to  the  habitual 
positions.  If  the  spastic  contraction  is  slight  the  control  of  the 
movements  of  the  leg  may  he  made  easier  by  the  use  of  a  light 
jointed  leg  brace  attached  to  a  pelvic  band.  By  this  means  the 
movements  are    controlled    and   the    excessive   expenditure   of 
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nen'ous  energy  necessary  to  guide  the  limb  may  be  lessened. 
This  support  should  be  supplemented  by  massage  and  exercise, 
and  in  the  milder  type  of  paralysis  the  control  of  the  limb  may 
be  greatly  improved. 

In  many  instances  the  patients  are  not  seen  until  late  child- 
hood, when  the  deformities  have  become  fixed.  The  foot  is 
usually  turned  inward  and  downward  (equinovarus)  ;  there  is 
flexion  at  the  knee  and  often  flexion  and  adduction  at  the  hip, 
the  resistance  of  the  contractions  being  dependent  upon  the  dura- 
tion of  the  deformity.  In  such  cases  the  distortions  must  be 
corrected  by  force  and  by  division  of  more  resistant  tissues, 
including  often  the  tendo  Achillis,  the  plantar  fascia,  and  in 
many  instances  the  hamstrings  and  the  adductors  of  the  hip. 
The  limb  is  then  fixed  in  a  plaster-of-Paris  bandage  for  a  suffi- 
cient time  to  overcome  the  more  direct  tendency  to  deformity. 
When  the  bandage  is  removed  a  brace  is  of  service  in.  guiding 
the  limb,  and  regular  massage  and  forcible  passive  movements 
together  with  proper  exercises  should  be  employed  whenever 
practicable.  In  this  class  of  cases  the  deformities  may  be  over- 
come in  most  instances,  but  there  is  a  tendency  toward  flexion  at 
the  knee,  and  stiffness  and  awkwardness  in  movement  usually 
persist. 

In  many  of  the  milder  hemiplegic  cases  the  only  deformity  is 
of  the  foot.  This  should  be  treated  by  division  of  the  tendo- 
Achillis  and  by  support  for  a  time  until  the  deformity  habit  has 
disappeared. 

If  the  arm  is  but  slightly  affected  proper  exercises  will  greatly 
improve  its  ability.  In  the  more  extreme  cases,  in  which  the 
fingers  are  clasped  over  one  another,  treatment  is  of  little  avail. 
In  another  class,  in  which  the  patient  has  the  power  of  extend- 
ing the  fingers  only  when  the  wrist  is  flexed,  the  power  of  dorsi- 
flexion  may  be  restored  or  improved  by  transplanting  the  flexors 
of  the  carpus  on  the  radial  and  ulnar  border  to  the  extensors, 
which  have  been  overlapped  and  shortened  to  the  proper  extent. 
These  tendons  may  be  exposed  by  lateral  incisions,  and  may  be 
attached  to  the  dorsal  tendons  by  passing  them  about  the  border 
of  the  radius  and  of  the  ulna,  or  the  tendons  may  be  elongated 
by  silk,  which  may  be  inserted  directly  to  the  median  surface  of 
the  tarsus  or  metatarsus.  In  such  instances  one  hopes  that 
fibrous  tissue  will  be  deposited  about  the  artificial  tendon  and 
finally  replace  it.  In  other  instances  the  two  tendons  have  been 
pushed  through  an  opening  in  the  interosseous  membrane  to  the 
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dorsal  surface  of  the  wrist,  and  there  united  with  the  tendons  of 
the  extensors  of  the  fingers.  The  results  of  these  operations  as 
far  as  improving  the  attitude  is  concerned  are  usually  good.  The 
transplautatiou  of  other  tendous  may  be  of  servioo,  Init  tlie  0{>era- 
tion  is  limited  in  usefulness  for  the  reasons  stated.'  Athetoid  move- 
nient«  of  the  ham!  an<l  arm  may  be  relieved  somewhat  by  prolonged 
fixation  in  a  phister  bandage,  or  by  arthrodesis  at  tlie  wrist-joint. 


Cerebral  [laniplegla,  K>roii<i  Mage  in  irealmeut.  thv  long  replaied  I')*  llxi  sbort  iplca.  This 
patient,  at  the  age  of  eighi  years,  was  unable  lo  Btand  without  asaistance.  The  spaallc  OOD- 
Iractloiu  and  deformllles  were  overcome  by  tenoiomlct  and  by  Tcirce,  and  a  doable  long  iploa 
bandage  wiia  applied.  Tbia  was  worn  fur  elglil  moiilba.  It  wut  then  replaced  by  the  ban- 
dace  shown  in  ihc  illiulratton.  Six  montha  later  this  wat  removed.  Then  Is  at  preient 
aodeformlly,  and  the  child  walka  fliirly  well. 

2.  Paraple^a.  The  treatment  of  spastic  paraplegia  is  much 
more  diflicult  than  that  of  liemiplegia,  because  the  disability  is 
very  much  greater,  and  because  the  mental  impairment  is  usually 
more  marked. 


>  TowDMnd.    Tronsaclloni  Amerlciui  Orthopedic  Aaoctalion,  1900,  yoL  xIU. 
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In  general,  the  treatment  in  infancy  is  by  massage  and  by 
manipulation.  When  the  child  shows  a  desire  to  walk  an 
attempt  should  be  made  to  relieve  the  spastic  contractions.  In 
certain  instances  complete  correction  of  all  deformities,  followed 
by  prolonged  fixation  of  each  joint  in  the  overcorrected  attitude, 
may  be  of  service  (Fig.  367).  This  may  be  combined  with  mul- 
tiple tenotomies  if  the  contractions  are  more  resistant.  The 
advantage  of  tenotomy,  aside  from  the  simple  correction  of  de- 
formity, is  that  by  elongation  of  the  tendon  the  response  to  the 
exaggerated  motor  impulses  is  lessened  and  an  opportunity  for 
more  effective  control  is  afforded.  The  beneficial  effect  of  com- 
plete division  of  contracted  parts  in  checking  spasmodic  contrac- 
tions is  very  marked  in  older  patients.  Transplantation  of 
tendons  from  the  flexor  to  the  extensor  aspect  of  the  limb  to 
overcome  persistent  flexion  of  the  knee  may  be  of  service  in 
certain  cases.  According  to  the  method  of  Lange,  the  tendons 
are  exposed  by  incisions  on  the  lower  lateral  aspects  of  the  knee. 
They  are  then  carried  forward  beneath  the  skin  and  are  attached 
to  the  insertion  of  the  quadriceps  extensor  tendon,  which  is 
exposed  by  a  median  incision.  The  actual  insertion  is  usually 
made  by  a  strong  cord  of  silk  prolonged  from  the  extremity  of 
each  tendon.  This  is  necessary  to  give  it  sufficient  length. 
The  good  effect  of  the  operation  is  to  be  ascribed  in  all  proba- 
bility in  far  greater  degree  to  the  removal  of  the  deforming  force 
than  to  the  extending  action  of  the  flexor  muscles.  Except  in 
the  very  mild  cases  of  paraplegia,  and  as  an  aid  in  retaining  the 
limbs  in  the  improved  position  after  operative  treatment,  braces 
are  of  little  value.  The  trunk  is  not,  as  a  rule,  deformed 
except  in  the  diplegic  cases  in  which  the  mental  impairment  is 
great.  Manipulation,  massage,  and  posture  are  of  some  service 
in  correcting  and  preventing  this  distortion. 

Prognosis.  It  is  stated  by  Peterson'  that  the  patients  in 
whom  the  paralysis  is  paraplegic  or  diplegic  in  distribution 
usually  die  before  the  twentieth  year,  and  that  but  few  of  those 
in  whom  it  is  hemiplegic  reach  the  age  of  forty.  This  prog- 
nosis applies,  it  may  be  assumed,  rather  to  the  extreme  cases 
accompanied  by  mental  impairment  than  to  the  milder  forms. 
In  almost  all  cases  the  patient,  even  if  idiotic,  is  finally  able  to 
stand  and  to  walk.  As  a  rule,  there  is  for  a  time  a  gradual 
improvement  in  motor  power  and  in  mental  control  as  well.     It 

1  Traiuactiona  American  Orthopedic  AnoclaUon,  1900,  vol.  zlll. 
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is  e%'ideiit  that  iu  a  class  ui  which  mental  enfeebleraent  is  so 
common  and  iu  which  epilepsy  is  present  in  so  large  a  propor- 
tion of  cases,  moral  and  mental  training  is  of  great  im{)ortance. 

Orthopedic  treatment,  although  it  has  no  direct  action  upon 
the  lesion  in  the  brain,  certainly  has  an  indirect  effect  upon  the 
mental  as  well  as  upon  the  physical  condition  of  the  patient. 
When  deformity  has  been  corrected  and  when  contractions  have 
been  overcome,  functional  use  requires  less  mental  effort ;  and 
motor  control  may  be  still  further  improved  by  drilling  the  patient 
constantly  iu  simple  movements.  Such  exercises  improve  the 
motor  communications  and  the  ability  of  the  paralyzed  part  as 
well. 

Spastic  Spinal  Paralysis. 

Occasionally  one  encounters  ca^?es  of  spastic  paraplegia  in 
which  there  is  no  cereliral  impairment.  In  such  cases  the  lesion 
apjiears  to  be  confined  to  tlie  spinal  cord  and  to  be  a  degeneration 
of  the  distal  portions  of  the  pynimidal  tracts  due  to  imperfect 
development.'  The  treatment  is  similar  to  the  ordinary  form  of 
spastic  paraplegia,  but  the  prognosis  is  far  more  encouraging. 

Progressive  Muscular  Atrophy. 

Progressive  muscular  atropliy,  as  the  term  implies,  is  a  pro- 
gressive wasting  of  the  muscles,  with  corresponding  loss  of  power, 
terminating  finally  in  paralysis  and  deformity.  Its  cause  is 
apparently  some  devclopniuutal  defect. 

Under  this  title  are  included  two  varieties  of  disease: 

1.  The  myelopathic  form,  in  which  the  primary  disease  is  ap- 
parently of  the  spinal  conl. 

2.  The  myopathic  form,  in  which  the  disease  appears  to  be 
primarily  of  the  nerve  terminals  and  the  muscular  fibres. 

The  sectiud  variety  is  usually  designated  as  muscular  dystrophy 
U>  distinguish  it  from  the  spinal  form. 

MyelopatMc  Paralysis  or  Atrophy.  The  myelopathic  form 
of  muscular  atrojihy,  the  Aran-1  liK-henne  type,  usually  begins  in 
the  small  muscles  of  the  liands  and  spreads  from  the  periphery 
to  the  trunk.  Fibrillary  twitt^hing  of  the  affecte<l  and  unaffected 
muscles  is  fairly  constant,  and  the  reaction  of  degeneration  may 
be  present.  The  disease  is  practically  limited  to  adults,  and 
from  the  orthopedic  standjioint  it  is  of  little  interest.  In  another 
form,  the  Charcot-Marie-Tooth  type,  usually  classed  with    the 

'  Splller.    Plillad«1|ilil*  Medical  Journftl,  June  21, 11102. 
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It  differs  from  the  myelopathic  form  in  several  particulars. 
It  is  a  disKide  of  childhood.  It  is  often  hereditary  and  its  dis- 
tribution irf  different. 

The  affection  is  divided  according  to  the  distribution  into  two 
main  varieties : 

1.  The  facio-scapulo-iiumcnil  type  (Landouzy-I^ejerine),  in 
which  the  inuriclcs  of  the  face  and  shoulder  j^irdlc  are  primarily 
affected  (Fig.  3t>!)). 

2.  The  juvenile  form  of  Erh,  in  which  the  muscles  of  the  back 
and  of  the  uppi^r  arms  are  first  involved. 

The  etiology,  pathology,  and  clinical  course  of  the  atrophic 
do  not  differ  essentially  from  the  p.scudoliypertrojihic  form. 

Pseudohjrpertrophic  Musctilar  Paralysis.  I'seudoliyper- 
troj>hic  paralysis  is  characterized  by  progressive  weakness  of  the 
muscles  of  the  trunk  and  of  the  legs,  associated  with  apparent 
hypertrophy  of  the  calves  due  in  great  part  to  a  deposit  of  fat  iu 
the  wasting  muscles  (Fig.  368). 

The  symptoms  are  caused  by  a  degenerative  atrophy  of  the 
nerve  terminals  and  of  the  muscular  fibres  and  an  increase  of  the 
connective  tissue  and  replacement  of  the  muscular  substance 
by  fat. 

Diagnosis.  The  interest  in  this  latter  affection  from  the  ortho- 
pedic standpoint  lies  iu  the  iliagnosis  in  the  early  stage  of  the 
affection.  At  this  time  the  patient  is  evidently  weak ;  he  walks 
with  an  awkward,  shambling  gait,  and  climbing  stsiirs  is  especially 
difficult.  There  is  usually  an  increased  lordosis  and  a  peculiar 
swaying  or  waddle,  a  disinclination  to  stoop,  and  au  evident 
ditliculty  in  regiuning  the  erect  posture,  and  there  may  be  dis- 
comfort or  pain  referred  to  the  himljur  region.  If  the  disease 
is  atlvaoced,  the  peculiar  hard,  resistaut  enlargement  of  the  calves, 
combined,  it  may  be,  with  atrophy  of  the  muscidar  groups  of  the 
upper  extremity,  and  weakness  of  the  muscles  of  the  back,  makes 
the  diagnosis  evident,  but  in  young  children  the  disease  may  be 
mistaken  for  Poll's  dltte/tiie,  mmph'  wenhiv-Kx^  or  postural  liej'nrmU;/. 
Alth()ugh  there  is  a  suj>erficial  resemblance  to  the  general  symj)- 
toms  of  Pott's  disease,  yet  the  specific  signs  of  disease  of  the 
vertebra.',  pain,  and  muscular  spasm  are  absent. 

Weakness,  a  result  of  malnutrition  or  disease,  is  general  in 
character  and  its  cause  is  usually  apparent ;  it  is,  of  course,  not 
accompanied  by  \ova\  hyjicrtrophy.  Retarded  cerebral  develop- 
ment causes  general  weakness  as  far  as  inability  to  stand  is  con- 
cerned, but  the   cause  is  in  this   class  also   usually  apparent. 
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Postural  deformities  in  childhood  always  have  a  cause,  and  as  one 
is  not  content  to  treat  a  deformity  without  ascertaining  its  cause, 
this  search  will  bring  to  light  the  peculiar  symptoms  of  the  disease. 

Treatment.  In  certain  instances  the  discomfort  referred  to 
the  back,  due  in  part  to  the  lordosis,  may  be  relieved  by  a  light 
spinal  support.  Massage  and  muscle-training  may  enable  the 
patient  to  utilize  the  remaining  power  to  best  advantage. 

In  the  later  stages  of  the  disease  there  may  be  secondary 
deformities,  most  marked  in  the  feet,  which  may  be  fixed  in  the 
equinus  or  equinovarus  attitude.  This  deformity  may  be  cor- 
rected by  tenotomy  or  otherwise,  if  the  patient  has  not  already 
become  so  weak  that  walking  or  standing  is  impossible. 

Hereditary  Ataxia.    Friedreich's  Disease. 

Hereditary  ataxia  is  an  ataxic  paraplegia  caused  by  sclerosis  of 
the  posterior  and  lateral  columns  of  the  spinal  cord.  The  early 
symptoms  are  inco-ordination  and  weakness  of  the  legs  ;  later 
similar  symptoms  appear  in  the  upper  extremities  and  speech  is 
affected.  In  well-marked  cases  there  is  usually  distortion  of  the 
feet  toward  equinus  or  equinovarus,  and  occasionally  a  posterior 
or  lateral  curvature  of  the  spine.  In  one  case  recently  under 
treatment  at  the  Hospital  for  Ruptured  and  Crippled,  the  recti- 
fication of  the  deformity  of  the  feet  was  at  least  of  temporary 
benefit. 

Neuritis. 

Localized  neuritis  after  contagious  disease  or  from  other  causes 
may  result  in  temporary  weakness  or  paralysis  of  the  dorsal 
flexors  of  the  foot,  cause  toe-drop,  and,  finally,  deformity.  In 
such  cases  the  foot  should  be  supported  by  a  brace  in  normal 
position.  This  not  only  prevents  deformity,  but  it  hastens  the 
cure  by  preventing  tension  upon  and  structural  lengthening  of 
the  weakened  muscles.  The  same  treatment  may  be  applied  for 
wrist-drop  from  metallic  poisoning.  The  hand  should  be  sup- 
ported by  a  suitable  brace  in  the  attitude  of  dorsiflexion  until 
the  muscles  have  recovered  their  power.  Obstetrical  paralysis 
has  been  considered  under  affections  of  the  shoulder. 

Hysterical  Joint  Affections  and  Deformities.    Functional 
Affections  of  the  Joints. 

So-called  hysterical  and  functional  affections  may  be  divided 
into  two  groups  : 
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1.  Those  in  which  there  is  no  aotoal  disease  or  weakness. 

2.  Those  in  which  the  symptoms  of  disease  or  injury,  or  of 
their  effects,  are  exaggerated  or  prolonged. 

The  first  class  of  cases  is  small,  the  second  is  large. 
Simulation,  whether  voluntary  or  involuntary,  of  organic  dis- 
ease can  deceive  only  those  who  are  not  familiar  with  the  char- 
acteristics of  the  disability  that  is  simulated.  Every  disease  has 
certain  well-defined  symptoms  which  can  no  more  be  imitated  by 
•  a  well  person  than  a  disabled  part  can  suddenly  take  on  the 
normal  appearance  and  function. 

"Hysterical  Hip." 

The  hysterical  hip  is  supposed  to  simulate  actual  tuberculous 
disease. 

Diagnosis.  The  symptoms  of  actual  disease  of  this  joint  are 
pain,  limp,  limitation  of  motion  due  to  reflex  muscular  spasm, 
muscular  atrophy,  distortion,  and  in  the  later  stages  the  local 
signs  of  a  destructive  process ;  for  example,  heat,  swelling,  abscess 
and  displacement  of  the  parts,  shortening  of  the  limb,  and  the 
like.  As  these  later  symptoms  could  not  be  simulated,  they  need 
not  be  considered. 

In  actual  disease  symptoms  and  effects  follow  one  another 
in  regular  sequence  and  correspond  closely  to  the  pathological 
conditions  that  cause  them.  Pain  is  not  a  pronounced  symptom ; 
it  is  more  likely  to  be  concealed  than  exaggerated  and  it  is 
usually  referred  to  the  knee.  Local  sensitiveness  is  not  marked, 
and  it  is  often  absent.  Distortion  of  the  limb  when  it  occurs  in 
the  early  stage,  before  the  destructive  changes  are  advanced,  is 
caused  by  involuntary  muscular  contraction,  and  whenever  this 
distortion  is  great  the  reflex  muscular  spasm,  which  involves  every 
muscle  about  the  joint,  is  also  great ;  so  that  the  range  of  motion 
in  the  joint  is  small,  and  it  may  be  absolutely  restricted.  With 
the  distortion  there  is  always  a  corresponding  atrophy  of  the 
muscles  of  the  limb.  If  pain  is  present  it  is  usually  worse  at 
night  thau  duriug  the  day. 

The  hysterical  simulation  of  hip  disease  is  characterized  by  an 
exaggeration  of  the  symptoms  and  by  absence  of  the  physical 
signs  of  disease.  There  is  usually  an  exaggerated  limp,  great 
distortion,  marked  local  sensitiveness  and  pain,  but  absence  of 
muscular  spasm,  atrophy,  or  other  signs  of  disease. 

The  age  of  the  patient,  the  history  of  the  supposed  disease,  and 
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the  other  evidences  of  hysteria  that  are  usually  present  will  con- 
firm the  diagnosis. 

The  same  principle  applies,  of  course,  to  the  differential  diag- 
nosis of  simulated  disease  at  other  joints.  The  knee  and  the  hip 
are  those  that  are  most  often  involved. 

Hysterical  Deformities. 

"Hysterical  Club-foot."  Jjocal  deformity  distinct  from  simu- 
lated joint  disease  is  sometimes  seen.  Several  cases  of  this 
character  in  which  the  foot  was  distorted  have  been  under  treat- 
ment at  the  Hospital  for  Ruptured  and  Crippled  recently.  The 
differential  diagnosis  is  simple. 

Talipes  is  either  congenital  or  acquired.  Congenital  talipes 
and  all  the  acquired  varieties,  other  than  those  of  paralytic  origin, 
may  be  at  once  excluded  from  consideration.  Paralytic  taKpes 
in  the  vast  majority  of  cases  begins  in  early  childhood,  when  it  is 
either  caused  by  anterior  poliomyelitis  or  of  cerebral  hemiplegia 
or  paraplegia.  When  these  are  excluded  the  remaining  causes 
of  deformity  are  very  limited.  Every  variety  of  nervous  disease 
has  well-defined  symptoms.  If  actual  paralysis  is  present  the 
muscles  atrophy  and  the  electrical  reactions  are  changed.  In 
hysterical  contractions  the  muscles  do  not  atrophy,  and  the  elec- 
trical reactions  are  unchanged. 

"  Hysterical  Scoliosis."  A  case  was  recently  under  observa- 
tion at  the  Hospital  for  Ruptured  and  Crippled  in  which  distortion 
of  the  trunk  persisted  for  more  than  a  year,  and  until  a  suit  for 
damages  was  finally  decided.  In  this  case  there  was  a  most 
exaggerated  lateral  twist  of  the  spine,  so  that  the  shoulder 
approached  the  pelvis.  The  deformity,  however,  was  not  fixed, 
but  it  could  be  completely  reduced  when  the  patient  was  in  the 
recumbent  posture.  There  was  no  paralysis,  no  persistent  spasm, 
no  evidence  of  disease  or  injury.  The  deformity  was  of  a  nature 
that  could  not  be  explained  by  any  conceivable  lesion,  and  other 
signs  of  hysteria  were  present. 

Treatment.  The  principles  of  the  treatment  of  pronounced 
hysteria,  of  which  simulated  joint  disease  or  deformity  are  but 
unusual  manifestations,  are  considered  at  length  in  medical  and 
neurological  works,  and  the  subject  does  not  call  for  special 
mention  here.  It  is  evident,  of  course,  that  an  unequivocal 
diagnosis  must  be  the  first  and  essential  step  toward  cure.  In 
this  class  of  cases  apparatus  is  not  often  indicated  unless  the 
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deformity  has  persisted  for  so  long  a  time  that  the  disused 
muscles  have  become  incapable  of  performing  their  proper 
functions. 

Functional  ASections  of  the  Joints. 

"Neurotic  Joints."  In  this  class,  although  there  is  no  abso- 
lute distiuctiou  between  it  and  the  preceding  variety,  there  is 
usually  a  physical  basis  for  the  symptoms,  however  much  they 
may  l)c  exaggerated. 

The  patients  are  not  usually  hysterical ;  in  fact,  hysteria  in 
the  ordinarily  accepted  sense  is  uncommon,  and  although  the 
larger  proportion  of  patients  are  women,  yet  men  and  children 
are  by  no  means  exempt  from  the  so-otlled  funelioual  affections. 

It  must  be  Ixjnie  in  mind,  also,  that  many  of  these  cases  are 
classed  as  neurotic  simply  because  the  cause  of  the  symptoms  is 
not  apparent.  It  is  only  within  a  few  years  that  the  slighter 
degrees  of  weak  foot  and  its  effects  have  been  recogni/,e<l,  and  it 
is  probable  that  such  cases,  together  with  anterior  metatarsalgia, 
the  [)ainful  fascia  of  the  contracted  foot,  achillodynia,  and  the 
like  might  be  eonsi<lered  as  neurotic  by  one  unfamiliar  with  their 
symptoms.  It  may  be  inferred  that  as  diagnosis  becomes  more 
accurate  the  more  restricted  will  become  the  class  of  cases  of 
purely  imaginary  disability,  in  so  far  at  least  as  the  locomotive 
apparatus  is  concerne<l. 

A  "  neurotic  joint "  is  often  caused  l>y  injury.  A  sprain  of 
the  ankle,  for  cxam])le,  may  have  been  treated  by  prolonged 
immobilization,  either  because  the  patient  had  originally  impressed 
the  physician  with  the  severity  of  the  symptoms  or  because  of 
persistent  discomfort.  When  the  dressing  is  removed  there  may 
be  congestion  and  discolonition  due  to  impaired  circulation,  weak- 
ness and  atrophy  of  the  muscles  due  simply  to  disuse,  and  a 
certain  degree  of  infiltration  and  stiffness  caused  by  the  original 
injury.  In  cases  of  this  chiiracter  the  disability  may  be  pro- 
longed because  the  patient  or  the  physician  mistakes  the  effects 
of  disuse  for  the  symptoms  of  serious  injury  or  disease.  When 
the  diagnosis  hiis  been  made  treatment  should  l)e  directed  to 
Increasing  the  activity  of  the  ciRnilation  and  thus  the  uutrition 
of  the  part,  by  counter-irritation,  by  massage,  by  passive  move- 
ments, by  voluntary  exercises  and  the  like,  but  cure  can  only  be 
completed  by  restoring  functional  use.  If,  therefore,  the  disa- 
bility is  of  long  standing  a  tempf)rary  brace  will  be  require*! 
to    protect  the    part  from  injury,  and  to  increase  the   patient's 
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confidence.  In  milder  cases  it  is  possible  that  without  sup- 
port or  treatment,  other  than  an  assurance  of  the  absence  of 
serious  weakness,  cure  may  be  accomplished,  but  this  is  certainly 
unusual. 

What  has  been  said  of  exa^erated  disability  at  the  ankle  fol- 
lowing traumatism  applies  to  the  treatment  of  similar  affections 
elsewhere.  The  knee-joint  is  very  often  the  seat  of  so-called 
neurosis.  Injury  at  this  point  in  nervous  children  is  often  fol- 
lowed by  a  persistent  flexion  contraction  that  may  continue  for 
weeks  after  all  signs  of  the  injury  have  disappeared.  When  the 
attempt  is  made  to  straighten  the  knee  the  patient  screams  with 
pain  and  the  muscular  resistance  is  very  great.  In  such  cases 
the  immediate  rectification  of  deformity  and  the  application  of  a 
plaster  bandage  to  hold  the  limb  in  the  corrected  position  is 
indicated.  It  must  be  borne  in  mind  that  the  persistent  assump- 
tion of  a  deformed  position  for  weeks  or  months  must  be  followed 
by  certain  structural  changes  in  the  contracted  muscles  and  weak- 
ness in  the  opposing  groups.  Thus  some  assistance  may  be 
required  in  the  treatment  even  of  the  purely  hysterical  deformities 
because  of  this  weakness. 

In  all  forms  of  traumatic  neurosis,  so  called,  the  possibility  of 
a  physical  basis  for  the  symptoms  should  be  considered,  the 
location  of  the  pain  or  discomfort,  and  its  connection  with  cer- 
tain movements  or  attitudes  should  be  investigated.  If  such 
discomfort  is  induced  or  is  aggravated  always  by  a  certain  motion 
or  attitude  it  is  reasonable  to  infer  that  this  has  a  well-defined 
cause,  especially  as  the  pain  of  a  neurotic  affection  is  not  often  of 
this  definite  character.  In  this  class  of  cases  limitation  of  move- 
ment for  a  time  to  the  painless  range  of  motion  by  some  form  of 
support  may  be  indicated. 

Thus  far  injury  has  been  considered  as  the  starting  point  of 
the  symptoms,  but  in  many  cases  there  is  no  history  of  injury. 
In  this  class  the  symptoms  may  have  been  induced  by  rheu- 
matism or  gout  or  rheumatoid  arthritis,  or  by  neuritis,  and  such 
possible  causes  should  be  investigated  and  excluded  before  the 
diagnosis  of  simple  neurosis  is  made.  In  neurasthenic  patients 
or  those  who  are  anaemic,  or  overworked,  the  pain  and  discomfort 
is  often  localized  in  the  spine.  The  "  neurotic  spine  "  has  been 
considered  elsewhere.  In  the  treatment  of  all  cases  of  this 
group  the  general  condition  of  the  patient  should  receive  con- 
sideration, and  in  connection  with  the  local  treatment  a  change 
of  occupation  and  of  scene  is  often  of  advantage. 
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It  is  hardly  necessary  to  insist  again  that  an  accurate  diagnosis 
is  the  first  essential  of  successful  treatment.  If  this  is  impossible 
at  least  one  may  by  exclusion  of  those  injuries  and  disabilities 
and  diseases  which  are  evidently  not  present  arrive  at  a  general 
conclusion  as  to  the  character  of  the  ailment  and  shape  his  treat- 
ment accordingly. 


CHAPTER  XIX. 

CONGENITAL  AND  ACQUIRED  TORTICOLLIS. 

Synonym.     Wryneck. 

Torticollis  is,  as  the  name  implies,  a  twisted  neck,  a  distortion 
caused  in  most  instances  by  active  contraction  or  by  shortening 
of  one  or  more  of  the  lateral  muscles  that  control  the  head. 
Similar  distortion  may  be  due  to  disease  of  the  spine,  so-called 
false  torticollis,  but  this  should  be  classed  as  a  symptom  of  the 
underlying  disease,  not  as  simple  torticollis,  of  which  the  distor- 
tion itself  is  the  important  disability  that  demands  treatment 

Torticollis  may  be  divided  primarily  into  two  classes  :  the 
congenital  and  the  acquired. 

Oongetiital  torticollis  is  a  painless  shortening  of  the  tissues  on 
one  side  of  the  neck  of  intra-uterine  origin. 

Acquired  torticollis  is,  in  most  instances,  accompanied  in  its 
early  stages  by  local  pain  and  sensitiveness,  and  by  active  con- 
traction of  the  affected  muscles.  After  a  time  these  acute 
symptoms  disappear,  leaving  simply  the  deformity.  Thus,  from 
the  therapeutic  standpoint,  torticollis  may  be  classified  as  acute 
and  chronic,  the  latter  class  including  the  congenital  form. 

The  sternomastoid  is  the  muscle  that  is  usually  involved 
primarily,  both  in  the  congenital  and  acquired  forms  ;  thus,  in 
typical  torticollis  the  head  is  drawn  somewhat  forward  and  is 
inclined  toward  the  contracted  muscle,  while  the  neck  is  pushed, 
as  it  were,  away  from  the  contraction  (Fig.  370) ;  the  chin  is 
slightly  elevated,  and  turned  toward  the  opposite  shoulder — an 
attitude  explained  by  the  normal  action  of  the  affected  muscle. 
Irregular  distortions  of  the  head,  as  posterior  or  anterior  torti- 
collis due  to  contraction  of  muscles  other  than  the  sternomastoid, 
are,  however,  not  infrequent.  These  will  be  mentioned  in  the 
consideration  of  the  forms  of  acquired  torticollis. 

Statistics.  Torticollis  is  comparatively  an  uncommon  defor- 
mity. In  a  period  of  twenty-seven  years  507  cases  were  treated 
at  the  Hospital  for  Ruptured  and  Crippled,  as  contrasted  with 
upward  of  6000  cases  of  congenital  and  acquired  talipes. 

Acquired  torticollis  is  by  far  the  more  common  variety,  as  is 
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shown  by  the  fact  that  of  the  507  cases  but  87  were  supposed  to 
be  of  congenital  origin. 

It  is  often  stated  that  torticollis  is  more  couimou  in  males 
than  in  females,  and  tliat  the  right  side  is  more  often  affected, 
yet  46  of  the  87  congenital  cases  were  in  females  and  the  contrac- 
tion was  of  the  left  side  in  38  of  the  58  cases  in  which  the  affected 
side  was  specified.  Of  the  entire  number  of  cases  available  for 
comparison  246  were  in  females  and  1 98  in  males ;  in  236 
instances  the  contraction  was  on  the  left  and  in  Iffti  on  the  right 
side  of  the  neck.  From  these  statistics  it  would  apjiear  that  the 
deformity  is  somewhat  more  common  in  females  than  in  males, 
and  that  the  left  side  is  more  often  affected  than  the  right. 

Congenital  Torticollis. 

In  most  instances  the  deformity  of  congenital  torticollis  IR 
slight  at  birth,  and  it  may  not  attract  attention  until  tlic  child 
sits  or  walks.     Thus  it  is  often  difficult  to  distinguish  the  cou- 
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genital  form  from  the  deformity  that  may  have  been  acquireil 
in  infancy,  especially  as  the  patient  may  not  be  brought  for  treat- 
ment until  the  distortion  has  persisted  for  many  years. 
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In  early  infancy  slight  torticollis  may  be  deiuonstratetl  by 
fixing  the  shoulder  on  the  affecte*!  side  and  drawing  the  head 
forcibly  in  the  opposite  direction,  when  the  shortenctl  muscle 
becomes  prominent  beneath  tlie  skin,  evidently  restricting  tlie 
range  of  niotiou.  In  most  instances  the  sternal  division  of  the 
muscle  appears  to  be  more  shortened  than  the  clavicular  portion. 

In  exceptional  cases  the  deforniity  even  in  infancy  may  be 
extreme,  and  it  may  be  accomjianied  by  well-marked  asymmetry 
of  the  face  and  even  by  distortion  of  the  skull.     In  this  class 


Right  torticollis,  showing  the  ditrplacemeiit  of  tlie  ticud  towunl  tlie  upp^vslte  side. 

the  shortening  may  involve  all  the  lateral  tissues,  both  anterior 
ami  posterior.  Slight  asymmetry  may  be  present  at  birth 
and  becomes  more  marked  with  the  growth.  Even  in  the 
acquired  form  it  ajipears  usually  80i)n  after  the  onset  of  the  de- 
formity, becoming  mure  uiarkcd  with  its  continuance.  Its  cause 
is  the  constrained  attitude,  the  restriction  of  normal  use,  and 
consequently  of  the  blood  supply,  combined  with  the  tension 
U|x>n  the  tissues  of  the  face,  as  is  evidenced  by  the  fact  that  it 
becomes  less  noticeable  after  the  deformity  has  been  corrected. 
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Id  the  well-niarked  cases  of  long  standing,  whether  cougenital 
or  actjuired,  the  face  is  shorter  aud  flatter,  the  nose  and  the  comer 
of  the  month  and  the  eyelids  even  on  the  affected  side  are  dn»wu 
downward,  and  the  skull  shows  evidence  of  atrophy  and  de- 
formity. 

Secondary  distortions  also  appear  in  the  trunk  in  chronic  cases. 
These  are  rotation  of  the  s[)ine  to  compensate  for  the  lateral  dis- 
tortion of  the  h&n\  and  an  increase  in  the  dorsal  kyphosis,  '*  round 
shonlders."  .Ajnong  the  minor  secondary  deformities  upward 
bowinfi^  of  the  clavicle  caused  hy  the  tension  of  the  contracte^l 
musele  may  be  mentioned  (Fig.  .370). 

In  the  early  stage  of  torticollis  the  hetid  is  tilted  toward  the 
contracted  tissues,  hut  when  the  defornuty  is  of  longer  standing 
the  head  following  the  e<inipensatory  convexity  of  the  cervical 
spine  appears  to  be  displaoe<l  toward  the  opposite  shoulder  and 
the  inclination  may  be  less  marked  (Fig.  371). 

The  twmpensatory  deform i ties  that  have  been  indicated  are 
slight  in  infancy,  but  they  become  more  marked  in  later  child- 
hood, for  in  many  instances  the  shortened  muscle  ceases  to  grow  ; 
thus,  an  original  shortening  of  half  an  inch,  as  compared  to  its 
fellow,  may  be  increased  to  two  or  more  inches  in  later  years. 
This  fact  emphasizes  the  imporbince  of  treatment  as  soon  as  may 
be  possible  iifter  the  distortion  is  discovered. 

As  has  been  stated,  the  inijwrtant  contraction  is  usually  of  the 
sternomastoid  muscle,  but  if  the  deformity  is  uncorrected  oil  the 
lateral  tissues  become  shortened,  so  that  at  a  later  stage  complete 
division  of  the  cervical  fascia  as  well  as  of  the  muscles  may  \>e 
necessary  before  the  deformity  can  be  corrected. 

Typical  wr}'neck  caused  by  shorteninu:  of  the  sternomastoid 
muscle  is  by  far  the  most  common  form  uf  congenital  torticollis, 
but  occasionally  cases  are  seen  in  which  the  head  is  but  slightly 
inclinetl  to  one  side  and  in  vvliit;h  the  shortening  appears  to 
involve  the  lateral  tissues  in  general  rather  tlmn  a  particular 
muscle.  In  rare  instances,  although  the  deformity  resembles 
that  of  typical  torticollis,  the  greatest  shortening  will  be  found  to 
be  of  the  posterior  muscles  on  one  side,  partictxlarly  of  the 
trapezius  and  the  levator  anguli  scapulte.  Thus  the  scapular 
may  be  elevated  and  tilted  forwanl.  This  form  of  torticollis 
appears  to  be  one  variety  of  congenital  elevation  of  the  scapula, 
(See  page  229.)  Torticollis  due  to  defective  development  of  the 
upper  eirtremity  of  the  spine  is  a  rare  deformity  that  does  not 
require  special  description. 
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Etiology.  It  may  be  assumed,  disregarding  the  possible 
influence  of  hereditary  predisposition,  that  congenital  torticollis 
is,  in  most  instances,  caused  by  a  constrained  or  fixed  position 
in  the  uterus  for  a  longer  or  shorter  time  before  birth.  It  is,  in 
fact,  a  simple  distortion  ;  and  that  it  has,  in  the  majority  of 
cases,  no  deeper  significance  is  proved  by  the  fact  that  it  may  be 
easily  and  completely  cured  by  simple  division  or  elongation  of 
the  contracted  tissues. 

It  would  seem  that  a  deformity  to  be  properly  congenital  must 
be  present  at  birth,  yet  the  theory,  first  advanced  by  Stromeyer, 
that  congenital  torticollis  is  usually  the  result  of  injury  at  birth, 
has  been  so  generally  accepted  that  it  merits  further  consideration. 

Hsmatoma  of  the  Stemonuuitoid  Moscle.  Hematoma  is  con- 
sidered to  be,  and  undoubtedly  is,  evidence  of  injury.  During 
difficult  delivery  fibres  of  the  muscle  are  ruptured,  usually  in 
the  upper  or  middle  third  of  the  anterior  border,  hemorrhage 
follows,  which  in  turn  is  surrounded  by  an  encapsulating  area  of 
inflammatory  material.  This  forms  a  firm,  cylindrical  tumor  in 
the  substance  of  the  muscle,  which  becomes  noticeable  about  two 
weeks  after  birth,  or  at  least  this  is  the  time  when  it  is  usually 
discovered  by  the  mother.  As  a  rule,  the  tumor  is  not  sensitive 
to  pressure  ;  it  may  or  may  not  be  accompanied  by  restriction  of 
motion  in  the  direction  causing  tension  on  the  muscle.  The 
tumor  remains  for  from  three  to  six  months,  when  it  usually 
disappears,  leaving  no  trace  of  its  presence. 

The  theory  of  Stromeyer,  which  until  recently  was  generally 
accepted,  is  that  congenital  torticollis  is  usually  caused  by  rupture 
of  the  muscle  and  by  myositis  about  the  hsematoma.  This  inflam- 
mation may  involve  and  ultimately  destroy  a  large  part  of  the 
substance  of  the  muscle,  replacing  it  with  fibrous  tissue,  which, 
contracting,  causes  deformity. 

This  theory  is  extremely  improbable  for  the  following  reasons : 

1.  Rupture  of  muscle  elsewhere  is  practically  never  followed 
by  myositis  and  contraction. 

2.  It  has  been  demonstrated  by  Heller'  that  it  is  impossible 
to  cause  myositis  and  contraction  by  any  form  of  injury  to  the 
muscles  of  animals  unless  it  be  combined  with  actual  infection 
with  pyogenic  germs. 

3.  Most  of  the  cases  of  congenital  torticollis  seen  soon  after 
birth  present  no  evidence  of  hematoma  or  injury,  viz.  :  In  7  of 

>  Heller.    Deutsche  Zelts.  f.  Chlr.,  Bd.  xllz.  B.  2  and  3,  S.  234. 
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55  cases  of  supposed  oongenital  torticollis,  investigated  by  the 
writer,  there  was  a  history  of  injury  at  birth.  In  48  oases  no 
mention  was  made  of  injury.  In  the  7  cases  referred  to  the 
deformity  was  accompanied  by  hsematoma  or  there  was  a  history 
of  a  swelling,  apparently  of  this  nature ;  but  in  2  of  these  the 
hsematoma  was  coincident  with  intra-uterine  shortening  of  the 
muscle. 

4.  Cases  of  htematoma  of  the  sternomastoid  muscle  are  not^  as 
a  rule,  followed  by  torticollis.  Seven  consecutive  cases  of 
hsematoma  were  examined  by  the  writer  with  special  reference 
to  this  point.  In  all  the  evidence  of  violence  in  delivery  was 
clear.  Two  were  delivered  by  forceps,  3  were  breech  presenta- 
tions, and  in  2  version  was  performed.  In  1  case  an  arm  was 
broken  and  in  another  paralysis  resulted  from  injury  to  the 
brachial  plexus.  Six  of  the  children  lived  until  the  swelling  had 
nearly  or  entirely  disappeared,  and  in  none  did  torticollis  accom- 
pany or  follow  the  hsematoma. 

6.  In  certain  cases  a  congenitally  shortened  muscle  may  be 
ruptured  at  delivery ;  thus  the  hsematoma  is  simply  a  complica- 
tion of  torticollis,  not  its  cause.  Bruus'  has  reported  such  a 
case,  and  two  others  have  been  observed  by  the  writer,  in  one  of 
which  club-foot  was  present  also. 

6.  Hard  tumors  of  the  sternomastoid  muscle  are  not  always 
the  result  of  injury  ;  myositis  may  be  of  syphilitic  origin  appar- 
ently occurring  in  intra-uterine  life.  In  other  instances  tumors 
of  fibrous  or  sarcomatous  nature  have  been  removed  from  the 
substance  of  the  muscle.  Sixteen  cases  in  which  cartilaginous 
nodules,  apparently  of  congenital  origin,  were  found  in  the 
muscle  have  been  reported.* 

Congenital  torticollis  in  the  majority  of  cases  is  of  intra-uterine 
origin.  If  it  follows  injury  at  birth  it  is  probably  an  indirect 
result  of  local  pain,  discomfort,  and  irritation  of  the  nerves  or  of 
an  actual  infectious  inflammation  of  the  injured  part  rather  than 
an  effect  of  the  absoq)tion  of  effused  blood. 

Pathology.  In  the  ordinary  type  of  congenital  torticollis,  as 
demonstrated  at  operations  on  children,  the  substance  of  the 
affected  muscle  or  muscles  is  simply  lessened  in  amount,  and 
there  is  a  disproportionate  area  of  tendinous  substance  as  compared 
to  the  contractile  tissue.  In  other  instances  the  muscle  may  be 
almost  entirely  replaced  by  fibrous  tissue,  or  it  may  be  traversed 

>  Cent.  r.  Chlr.,  1891,  No.  26.  <  Leugemaon  Beitr.  z.  kiln.  Cblr.,  Bd.  xxx.  H.  1. 
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by  fibrous  bands,  or  patches  of  scar-like  tissue  may  be  distributed 
throughout  its  substance.  These  degenerative  changes,  consid- 
ered to  be  evidences  of  pre-existing  myositis,  are  probably  more 
common  among  the  acquired  than  the  congenital  form,  and,  as  a 
rule,  they  are  found  only  in  cases  of  long  standing.  Secondarily 
all  the  lateral  tissues  of  the  neck  are  shortened  to  correspond  to 
the  habitual  attitude,  and  the  compensatory  curvatures  of  the 
spine  in  time  become  fixed,  so  that  torticollis  may  be  classed  as 
one  of  the  causes  of  scoliosis. 

Acquired  Torticollis. 

Acquired  torticollis  is  an  affection  of  early  life,  at  least  80  per 
cent,  of  the  cases  beginning  in  the  first  ten  years  of  life. 

As  has  been  stated,  congenital  torticollis  is  usually  a  painless 
shortening  of  the  muscles,  while  acquired  torticollis  is,  as  a  rule, 
a  painful  affection  secondary  to  injury  or  disease  of  some  of  the 
structures  of  the  neck,  which  causes  peripheral  irritation  of  the 
nerves  and  active  contraction  of  the  neighboring  muscles.  Thus, 
as  a  rule,  the  number  of  muscles  involved  in  the  deformity  is 
greater  than  in  the  congenital  form ;  for  example,  in  the  ordinary 
form  of  acquired  wryneck  the  trapezius,  which  receives  in  part 
the  same  nerve  supply,  is  usually  involved  together  with  the 
stemomastoid ;  and  irregular  forms  of  distortion  caused  by  con- 
traction of  other  groups  are  not  uncommon. 

Varieties.  The  varieties  of  acquired  torticollis  may  be  clas- 
sified conveniently  as  follows  : 

1.  The  simple  or  mechanical  form  due  to  scar  contraction  fol- 
lowing destruction  of  the  skin  or  deeper  tissues,  as  from  bums 
or  disease. 

2.  Acute  torticollis  caused  by  direct  irritation  of  the  muscle,  by 
injury,  by  infiammatory  affections  of  the  surrounding  parts, 
combined  in  most  instances  witli  irritation  of  the  peripheral 
nerves,  which  causes  reflex  contraction  of  certain  muscles  or 
muscular  groups. 

3.  Spasmodic  Torticollis.  A  form  of  convulsive  spasm,  "  a 
disorder  of  the  cortical  centres  for  rotation  of  the  head." 
(Walton.) 

4.  Irregular  Forms  of  TorticoUis.  Paralytic,  ocular,  psychical, 
and  the  like. 

The  first  class,  that  due  to  scar  contraction,  needs  only  to  be 
mentioned. 
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Etiology  of  Acute  Torticollis.  The  second  elaas  i»  the  i 
important  form  of  torticollis,  both  as  to  frequency  aod  m  to  iti 
effect  in  causing  [>ennanent  diRtortiou.  Of  this  ^rroup,  one  of  < 
mo6t  common,  and  at  the  same  time  the  least  important  form,  ii 
tlie  simple  stiff  neck,  supposed  to  be  due  to  cold  or  to  muaoolar 
rheumatism.  Its  onset  is,  in  childhood,  sometimes  acoaiBlwUid 
by  slight  fever  and  malaise  ;  the  affected  muscle  is  aooiewlnt 
sensitive  to  pressure  and  motion  or  tension  causes  diacotufuft. 
The  distortion,  in  great  part  voluntan.-  and  accommodative,  b  of 
short  duration  as  a  rule.  Straias  and  direct  injury  of  the  muscle* 
of  the  neck  may  cause  deformity,  which  usually  disappears  when 

the  local  sensitiveness  has 
rio.  S72.  sided.     Traumatic  h»inatoias(i|l 

similar  to  those  cause<i  by  io- 
jurj-  at  birth,  are  sometimes  oh- 
5erve«l  in  older  subjects.  These 
usually  disappear  after  s  time, 
leaving  no  trace  of  their  pn»- 
cnce. 

Another  form  of  torticollis  \i 
sccundar}'  to  cellulitis  and  to  in- 
fiitration  following  the  breaking 
diiwn  of  tuberculous  ct?rviea! 
;j:land8.  This  may  become  s 
pornianent  distortion  if  the  de- 
formity is  allowed  to  persist  or 
if  the  tissues  of  the  oeck  are 
injured  by  the  suppurative 
pnicess. 

By  far  the  most  important 
variety  of  this  class  is  the  aevit 
^pitKlIc  torlifoU'iK  due  to  active 
tonic  contraction  of  one  or  oiore 
of  the  muscles  of  the  neck.  The  exciting  cause  of  the  i^mmoi 
!ipi)ears  to  lie  irritation  of  the  peripheral  nerves  in  the  naso- 
plmrynx  or  in  its  neighborhoml,  and  the  tnus4!les  most  often 
affected  are  those  supplied  in  part  by  the  spinal  accessory  ner\'e. 
Thus  torticollis*  of  this  form  may  follow  tonsillitis,  pharyngitis, 
measles,  diphtheria,  and  the  like.  It  may  be  preceded  by 
"  toothache  "  or  "  eanushc,"  or  it  may  be  an  aooompaniment  of 
what  iippotirs  to  Ix'  the  ordinary  form  of  stiff  neck,  or  of  cnfairgvd 
or  suppurating  cervical  glands.     In  this  form   thf  torticsdliB  U 


BlUleral  ooiitrmcUoQ  i>(  tbe  iUirnomulotd 
and  iniieill  maada.    (See  Flf.  373.) 
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caused  directly  by  tonic  coatractioo  of  the  muscles.  Reflex  spasm 
of  this  character  ia,  however,  often  associated  with  the  distortion, 
due  primarily  to  injury  of  the  neck  or  to  some  local  inflammatory 
process,  so  that  a  sharp  distinction  between  the  divisions  of  this 
second  class  is  impossible.  Many  of  the  patients  are  known  to 
be  of  a  nervous  temperament,  and  overstudy,  anxiety,  sudden 
shock,  and  the  like  are  considered  to  be  predisposing  causes. 

This  variety  of  acquired  torticollis  completely  overshadows  in 
importance  all  other  forms,  as  is  indicated  by  the  statistics  of  212 
cases  treated  at  the  Hospital  for  Ruptured  and  Crippled  in  which 
the  cause  seemed  to  be  apparent.  Of  the  212  cases  181  may  be 
fairly  assigned  to  this  class. 

The  apparent  exciting  causes  of  cases  of  acquired  torticollis 
treated  at  the  Hospital  for  Ruptured  and  Crippled  are  shown  in 
the  following  table : 

Bnlarged  cervical  glands               .  14       Cold  In  the  neck 5 

Suppurating    •'         •'             .       .  41       Rheumatism 18 

Scarlet  fever It       Vaccinia 1 

Diphtheria 7       Fever 6 

Mumps 6       Malaria 5 

Measles 2       Injury  to  the  necic 85 

Sore-throat 8       Rhachltis S 

Suppurating  otitis     ....  8       Syphilis I 

Toothache 6  Cicatricial  contraction  ....     8 

Cellulitis  of  the  neck       ...  2  — 

Furuncle     ••        ■•          ...  1            Total          181 

Torticollis  associated  with  chorea 4 

"  "   epilepsy 1 

"  "  '•    cortical  Irritation 5 

"  "  "    hysteria 1 

"  "  "    meningitis 1 

"  "  "    hemiplegia 8 

Spasmodic  tortioollls 8 

"  Functional  torticollis  " 8 

Total 81 

Symptoms  of  Acute  Torticollis.  As  a  rule,  the  distortion  of 
the  neck,  slight  at  first,  is  more  noticeable  at  night  than  in  the 
morning  ;  it  then  gradually  increases  until  the  deformity  becomes 
fixed.  In  other  instances  the  onset  is  sudden,  sometimes  accom- 
panied by  fever. 

As  has  been  stated,  in  most  instances  several  muscles  are  more 
or  less  involved  in  the  contraction,  particularly  the  sternomastoid 
and  the  trapezius,  and  in  such  cases  the  deformity  is  more  marked 
and  persistent  than  when  the  sternomastoid  is  alone  affected. 
Less  often  the  contraction  is  of  the  posterior  group,  "  posterior 
torticollis,"  when  the  head  is  tilted  backward  and  the  chin  is 
turned  more  toward  the  opposite  side  than  in  the  typical  lateral 
form.     In  other  cases  the  contraction  appears  to  affect  the  small 
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niiincles  that  control  die  small  joints  at  the  upper  extremity  of  thi- 
iipine,  when  the  heail  may  be  tilted  forward  with  ijiit  sliglit  laterml 
inolinntion,  resembling  closely,  except  in  the  historj*,  the  symp- 
loumtio  wrynwk  of  Pott's  disease.  In  rare  instances  the  iniiiicles 
on  lx)th  sides  of  the  neck  may  he  contracted  simultiineously 
{V\\!,.  37"2).  The  contracted  moseles  are  usually  sensitive  to 
numipulation  aad  attempted  rectification  of  the  deformity  cauMa 
oxtrome  ]viiu  ami  is  resisted  by  the  patient  The  child  is,  as  a 
rule,  ucrviHis  and  irritable :  it  often  complains  of  neuralgic  pain 
aliuut  the  oontneted  psn  wfaidi  b  increased  by  <iu<1<icn  or 
unguarded  im«mm»al^  or  <<run:  tfaos  "getting  the  patient  to 
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Diagnosis.  Torticollis  is  most  often  confounded  with  Pot^n 
disfoae.  This  would  seem  to  be  hardly  possible  in  cases  of  the 
simple  painles.'i  coiitmction  of  chronic  torticollis.  In  the  acute 
form,  however,  there  may  be  more  difficulty  in  di.stingui.shing 
between  tlie  two.  The  main  point:^  have  been  mentioned  alreatly 
iu  oonnection  with  Pott's  disease.  In  acute  torticollis  the  affec- 
tion is  of  sudden  onset,  not  preceded  by  the  stiffness  and  neural^c 
pain  that  characterize  tuljcrculouj*  disease.  The  deformity  of 
torticollis  is  almost  always  of  the  regular  type — that  is,  the  head 
is  tilted  towanl  the  contracted  muscles  while  tlie  chin  is  rotated 
iu  the  opjwsite  direction.  The  spasm  and  contraction  of  the 
affected  muscles  are  apparent,  and  direct  tension  upon  them  is 
{Hiinful.  If,  however,  the  tension  is  relaxed  by  inclining  the 
head  toward  the  contraction,  movement  of  the  head  in  other  direi-- 
tions  will  i»e  found  to  l>e  practically  unrestricted. 

In  Pott's  disease  the  spasm  of  muscles  is  general,  the  deformity 
18  not  of  a  regular  type,  since  the  chin  often  jKjints  to  the  side 
toward  which  the  head  is  inclined.  Steady  tension  with  the  aim 
of  reducing  the  deformity  is  not,  iis  a  rule,  painful ;  in  fact,  it  is 
often  agreeable  to  the  patient.  Finally  the  limitation  of  motion 
cannot  l)e  lessened  by  inclining  the  head  toward  the  muscle  that 
seems  to  Imj  most  contracted,  for  the  reflex  spasm  of  Pott's  disease 
limits  motion  in  every  direction.  As  a  nde,  the  diagnosis  is 
easily  made,  but  in  cases  c»mplicate<l  by  suppuration  of  the  cer- 
vical glands  it  is  sometimes  impossible  to  exclude  Pott's  disease 
until  after  the  effect  of  treatment  has  ix-en  observed. 

Disease  of  the  cervical  spine,  other  than  tuberculous,  is  com- 
paratively rare,  and  resembles  in  it«  sjTnptoms  Pott's  disease 
rather  than  torticollis,  Arthritk  of  the  atloaxoid  articulation 
may  be  a  manifestation  of  rheumati.sra  ;  it  may  follow  infectious 
disease,  or  it  may  occur  as  an  isolatctl  infection.  It  is  of  sudden 
onset,  and  it  resembles  acute  spastic  torticollis,  except  that  all  the 
surroumling  muscles  are  affected  rather  than  a  particular  group ; 
in  fact,  but  for  the  history-  it  could  not  be  ilistinguished  from 
tubcrctdous  disease  of   tliis  region. 

Although  the  di:ignusis  of  torticollis  is  simple,  it  is  nut  always 

ty  to  determine  tlie  muscle  or  muscles  involved  in  the  contraction. 

The  effect  of  unilateral  contraction  of  the  different  muscles  is 
■a  follows : 

The  stcmomastoid  inclines  the  head  toward  the  contraction, 
disphices  it  towanl  the  op]K)site  shoulder,  eli;vates  the  chin,  and 
turns  it  away  from  tlie  conlracteil  muscle. 
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Hsmatoma.  The  evidence  of  injury  ut  birth  should  be  treated 
by  massage  with  some  bland  ointment ;  if  it  is  accom|)anied  by 
deformity  the  manipulation  already  de8cribe<l  should  be  employe*!. 

lu  tlje  great  majority  of  cases  of  congenital  torticollis  the 
patient  is  not  brought  for  treatment  until  the  deformity  has 
become  an  eyesore  to  the  parents.  The  contracted  muscle  is  then 
usually  an  inch  shorter  than  its  fellow,  the  disparity  increasing, 
au  a  rule,  with  the  growth  of  the  child.  In  such  cflses  tiie  imme- 
diate correction  of  the  deformity  is  indicated,  and  this  implies  in 
most  instances,  division  of  the  contracted  parts  by  subcutaneous 
tenotomy  or  by  open  incision. 

By  Subcutaneous  Tenotomy.  If  the  deformity  is  comparatively 
slight  antl  if  the  contraction  seems  to  be  limited  to  the  sterno- 
roastoid,  and  particularly  to  its  sternal  portion,  one  may  hope  to 
uveroome  the  most  resistant  part  of  the  contraction  by  the  sub- 
cutaneous operation.  Aside  from  the  possibility  of  wound  infec- 
tion, which  at  the  present  time  is  an  argument  of  ver>'  little 
weight,  subcutaneous  tenotomy  has  the  advantjiges  of  simplicity, 
apparent  freetlom  from  the  danger  which  parents  associate  with 
an  ojMjration,  and  it  leaves  no  scar  liehind.  It  is  inadequate, 
however,  for  the  correction  of  advanced  ca.ses. 

The  patient  and  the  instruments  having  been  prepared  as  for  an 
ordinar>'  operation,  a  sand-bag  is  placed  beneath  the  shoulders  and 
the  head  is  inclined  so  that  the  contracted  muscle  is  thrown  into 
relief  Ijencath  the  skin.  The  sternal  insertion  of  the  tendon  is 
seized  with  two  lingers  smd  the  tenotome  is  inserted  beside  it  and 
passed  beneath  it  at  a  point  about  an  inch  above  the  sternum. 
It  is  then  divided  by  a  sawing  motion  of  the  knife.  Division  of 
this  part  of  the  muscle  in  this  situation  is  practically  free  from 
danger,  :iud  in  the  slighter  degrees  of  deformity  one  can  by 
vigorous  manipulation  and  forcible  traction  overcome  the  resist- 
ance offered  by  the  other  tissues.  If  bands  of  fascia  resist  the 
correction,  they  may  be  diviiled  by  superficial  nicking  with  the 
tenotome  in  the  lateral  region  of  the  neck.  As  a  rule,  however, 
in  oaaes  of  this  type  the  o|>cn  incision  is  to  be  preferred,  as  it 
allows  the  opjwrtunity  for  free  division  of  tlie  contnicteil  parts 
with  lees  danger  of  injury  to  the  bloodvessels  and  nerves  in  this 
neighlx>rh<x«l. 

By  the  Open  Method.  The  incision  should  l>c  made  in  the  line 
of  the  muscle  midway  between  the  sternal  and  clavicular  inser- 
tion. In  the  milder  cases  in  childhood  it  nce<l  l>e  little  more 
i|han  an  inch  in  length.     A  director  may  be  passed  beneath  the 
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tendon,  and  on  this  it  tnay  he  divided.  The  clavictilur  insertion 
and  the  non-resistant  bands  of  fascia  may  be  divided  a»  tbcv 
appear. 

In  cases  of  very  great  deformity  iu  the  adult  some  of  the  pos- 
terior as  well  as  the  lateral  muscles  arc  involved.  In  such 
instances  the  contracted  parts  may  Ije  divided  at  the  upper  bonier 
of  the  neck  through  an  incision  from  the  mastoid  process  back- 
ward along  the  lower  border  of  the  scalp,  the  scar  being  oonoraled 
by  the  hair. 

Overcorrection  of  the  Deformity.  The  object  of  treatment  'a 
not  only  to  straighten  the  iiead,  but  also  to  overcome  all  reairio- 
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tion  of  motion  that  may  remain  after  tlic  division  of  the  morel 
resistant  parts,  and  the  oj)eration,  whether  oj»eu  or  subcutaneouayl 
must  be  supplemente<1  by  a  vigorous  kneading  of  the  lateralj 
tl-wiies  with  the  ulnar  bonier  of  the  hand  while  traction  is 
upon  tiie  arm  and  hejid.     Finally,  the  head  is  rotated  away  fr 
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[the  contracted  parts,  the  aim  beiug  to  completely  overcome  the 

jsecondan'  cunature  of  the  cervical  spine. 

It  may  be  statetl  that  T/orenz  considers  it  possible  to  correct 
torticollis,  even  of  long  standing,  by  tliis  system  of  systematic 
kneading  and  stretching  without  previous  division  of  the  con- 
tracted tisenes,  but  the  use  of  so  much  force  appears  to  lie  unde- 
sirable if  by  so  slight  an  ojwratiou  it  may  lie  avoided. 

Not   only   should   all   resistance    be  overcome   by   vigoroas 

I  manipulation  ut  the  time  of  operation,  but  the  head  shouhi  be 
fixed  during  the  process  of  repair  in  the  overcorrccted  position. 
Thus  in  the  treatment  of  typical  torticollis  the  chin  should  be 
tume<l  to  a  point  over  the  middle  of  the  clavicle  on  the  operatecl 
side,  and  the  iiead  should  be  inclined  toward  the  opposite  siioulder. 
In  this  attitude  a  plaster  bandage  should  be  applied  surrounding 
the  head  and  tlie  tiiorax.  This  bandsige  should  remain  until  all 
local  sensitiveness  has  ilisappeared,  and  uutil  the  tendency  toward 
deformity  has  been  checketl.  This  fixation  in  the  overcorrecteil 
jKxsition  is  venr-  important  in  childhi30fl,  as  an  aid  in  overcoming 
the  deformity  habit,  but  it  may  be  dispensed  with  in  the  treatmeiit 
of  adults  (Fig.  -374). 

The  plaster  bandage  is  retainetl  from  four  to  eight  weeks. 
When  it  is  removed  ma.ssage,  manipulation,  and  gymnastic  train- 
ing are  indicated.  Twice  a  day  the  hfad  should  be  forced  to 
tlie  extreme  limit  of  overcorrection.  Traction  on  the  neck  in 
self-suspension  by  means  of  the  sling  used  in  the  apjdication  of 
the  plaster  jacket,  a  regular  system  of  exercises  for  the  muscles 
of  the  neck  and  back,  and  su|iervision  of  the  haliitual  (jostures  will 
usually  assure  a  complete  cure.  If,  however,  the  deformity  habit 
is  strong  so  that  the  head  has  a  marketl  tendency  to  resume  the 
former  attitude,  some  support  is  indicated.  A  simple  and  effec- 
tive suj>[)ort  is  the  jury  mast  as  usetl  in  the  treatiuoni  of  I'ott's 
diseasi>  with  the  |)liister  jacket  or  attached  to  a  brace.  In  the 
treatment  of  children  a  JMind  of  elastic  tape  arranged  to  draw  the 
head  towanl  the  shoul<lcr  as  suggested  by  Sayre,  or  a  Thomas 
collar,  may  Ih?  sufficient. 

As  has  been  stated,  the  necessity  for  support,  provitled  the 
deformity  has  been  thorougldy  overcorrectc<l,  dejiends  upon  the 
c»r«  that  is  to  be  exerciitctl  in  the  after-treatment.  When  exer- 
eiMS  and  massage  can  be  efficiently  em])Ioyed,  the  support  is  not 
•ssential.  In  otlier  cases  it  may  \ie  worn  for  several  mouths  with 
advantage. 

The  principles  of  the  treatment  of  the  chronic  or  paiidess  form 
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muscles  that  control  the  small  joints  at  the  upper  extremity  of  the 
spine,  when  the  hea<l  may  be  tilte<l  forward  with  hut  slight  lateral 
inclination,  resembliup;  closely,  except  in  the  liistorj',  the  symp- 
tomatic wryneck  of  Pott's  disease.  In  nire  instances  the  nuiscles 
on  both  sides  of  the  neck  may  lie  contracted  simultaneously 
(Fiiij:.  372).  The  contracted  muscles  are  usually  sensitive  to 
manipulatiou  and  attempted  rectiticatiou  of  the  deformity  causes 
extreme  pain  and  is  resisted  by  the  patient.  The  child  is,  as  a 
rule,  nervous  and  irritiible  ;  it  often  complains  of  neuralgic  ])ain 
about  the  contracted  part  which  is  increased  by  sudden  or 
unguanle<l  movements  or  strain ;  thus  "  getting  the  patient  to 
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bed  "  is  often  a  teilious  proceeding,  because  of  the  difficulty  of 
supporting  the  head  eonifortably  with  the  pillows. 

lu  many  instances  the  affection  is  of  short  duration  ;  in  others, 
particularly  those  in  wliich  the  reflex  spasm  is  aggravated  by 
local  inflammatory  processes,  there  appears  to  be  l)ut  little 
tendency  toward  recovery.  In  such  cases,  after  several  weeks 
or  montlis,  the  local  paiu  and  sensitiveness  may  subside,  together 
with  the  active  spasm,  but  tlie  deformity  remains,  caused  by 
adaptive  shortening  of  the  mustiles  and  fascia,  aggravated  in  some 
instances  by  actual  myositis.  The  muscles  atrophy  and  degen- 
erate and  present  at  a  later  stage  the  same  pathological  appear- 
ances that  are  found  in  the  congenital  form. 
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Diagnosis.  Torticollis  is  most  often  confounded  with  PotPa 
disease.  This  would  seem  to  be  hardly  possible  in  cases  of  the 
simple  painless  contraction  of  chronic  torticollis.  In  the  acute 
form,  however,  there  may  be  more  difficulty  in  distinguishing 
between  the  two.  The  main  points  have  been  mentioned  already 
in  connection  with  Pott's  disease.  In  acute  torticollis  the  affec- 
tion is  of  sudden  onset,  not  preceded  by  the  stiffness  and  neuralgic 
pain  that  characterize  tuberculous  disease.  The  deformity  of 
torticollis  is  almost  always  of  the  regular  type — that  is,  the  head 
is  tilted  toward  the  contracted  muscles  while  the  chin  is  rotated 
in  the  opposite  direction.  The  spasm  and  contraction  of  the 
affected  muscles  are  apparent,  and  direct  tension  upon  them  is 
painful.  If,  however,  the  tension  is  relaxed  by  inclining  the 
head  toward  the  contraction,  movement  of  the  head  in  other  direc- 
tions will  be  found  to  be  practically  unrestricted. 

In  Pott's  disease  the  spasm  of  muscles  is  general,  the  deformity 
is  not  of  a  regular  type,  since  the  chin  often  points  to  the  side 
toward  which  the  head  is  inclined.  Steady  tension  with  the  aim 
of  reducing  the  deformity  is  not,  as  a  rule,  painful ;  in  fact,  it  is 
often  agreeable  to  the  patient.  Finally  the  limitation  of  motion 
cannot  be  lessened  by  inclining  the  head  toward  the  muscle  that 
seems  to  be  most  contracted,  for  the  reflex  spasm  of  Pott's  disease 
limits  motion  in  every  direction.  As  a  rule,  the  diagnosis  is 
easily  made,  but  in  cases  complicated  by  suppuration  of  the  cer- 
vical glands  it  is  sometimes  impossible  to  exclude  Pott's  disease 
until  after  the  effect  of  treatment  has  been  observed. 

Disease  of  the  cervical  spine,  other  than  tuberculous,  is  com- 
paratively rare,  and  resembles  in  its  symptoms  Pott's  disease 
rather  than  torticollis.  Arthritis  of  the  atloaxoid  articulation 
may  be  a  manifestation  of  rheumatism  ;  it  may  follow  infectious 
disease,  or  it  may  occur  as  an  isolated  infection.  It  is  of  sudden 
onset,  and  it  resembles  acute  spastic  torticollis,  except  that  all  the 
surrounding  muscles  are  affected  rather  than  a  particular  group ; 
in  fact,  but  for  the  history  it  could  not  be  distinguished  from 
tuberculous  disease  of  this  region. 

Although  the  diagnosis  of  torticollis  is  simple,  it  is  not  always 
easy  to  determine  the  muscle  or  muscles  involved  in  the  contraction. 

The  effect  of  unilateral  contraction  of  the  different  muscles  is 
as  follows : 

The  stemomastoid  inclines  the  head  toward  the  contraction, 
displaces  it  toward  the  opposite  shoulder,  elevates  the  chin,  and 
turns  it  away  from  the  contracted  muscle. 
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The  trapezius  has  much  the  same  action,  but  the  backward 
inclination  and  rotation  ure  more  marked. 

The  action  of  the  complexus  resembles  that  of  the  trajH-zius, 
but  the  rntatiou  is  less. 

The  splenius  inclines  the  head  backward  and  toward  the  con- 
tracted muscle,  but  dots  not  turn  the  chin  in  the  opjwsite  direction. 

The  scalcni  have  the  same  action,  except  that  the  head  is 
inclined  forwanl. 

As  has  been  state<l,  in  acute  torticollis  several  n)us<'les  are 
often  involve<l,  but  the  spasm  is  usually  greater  in  one  or  in  one 
group  than  in  anotlier.  The  seat  of  greatest  contraction  may  be 
determined  by  the  deformity,  by  the  evident  spasm  that  resists 
reposition,  and  by  the  local  sensitiveness  on  pal|)ation.  As  a 
rule,  when  the  primary  contraction  is  of  the  posterior  group,  the 
deformity  is  more  marked  than  in  other  fonus.  Bilut*-™!  cnn- 
tractiou  of  the  muscles  is  rare,  but  it  is  occasionally  seen  (Fig. 
372). 

Treatment.  The  treatment  varies  according  to  the  cause  and 
with  the  duration  of  the  deformity.  Excluding,  for  the  present, 
the  rare  and  irregular  forms  of  wryneck  there  are,  from  the 
remedial  standpoint,  two  forms  of  torticf)ni8 : 

1.  The  chii)uic  form,  in  which  the  local  pain  and  seusitivem; 
are  absent,  but  in  which  there  Ls  resistant  and  permanent  defor- 
mity. As  has  been  stated,  congenital  torticollis  is  inclu<led  in  this 
class. 

2.  The  acute  form,  in  which  the  distortion  is  of  sliort  daratioe 
and  in  which  permanent  contraction  may  be  prevented. 

The  Treatment  of  Chronic  Torticollis.  By  Manipulation.  (Vm^ 
genital  torticollis,  if  of  motlerate  degree,  can  be  overcome  lu  early 
infancy  by  metho<lical  stretching  of  the  contractctl  parts.  Onr 
person  fixes  the  arm  and  another  draws  the  heail  gently  but  firmly 
in  the  direction  opjwseil  to  the  contraction,  over  aud  over  agnin, 
meanwhile  niassaging  the  tissues  of  the  neck.  The  prwt'edure 
should  be  re|Kaited  several  times  a  day ;  it  csiuses  slight  mo- 
mentary discomfort  if  properly  performcti,  but  this  cease*  when 
the  stretching  is  discontinued.  Care  should  be  taken  also  that 
the  iwsture  may,  as  far  as  possible,  favor  the  reduction  of  the 
deformity  ;  thus  while  the  child  is  in  the  mother's  arms  the  head 
should  be  supi>orfed,  antl  when  asleep  the  pillow  may  be  arranged 
in  a  manner  to  prevent  the  improper  position.  In  this  way  the 
torticollis  may  be  entirely  correcte<l  or  its  pnigrosa  may  Ijo  i:hecJceil 
until  more  effective  treatment  is  indicated. 
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Htematoma.  The  evidence  of  injury  at  birth  should  be  treated 
by  massage  with  some  bland  ointment ;  if  it  is  accompanied  by 
deformity  the  manipulation  already  described  should  be  employed. 

In  the  great  majority  of  cases  of  congenital  torticollis  the 
patient  is  not  brought  for  treatment  until  the  deformity  has 
become  an  eyesore  to  the  parents.  The  contracted  muscle  is  then 
usually  an  inch  shorter  than  its  fellow,  the  disparity  increasing, 
as  a  rule,  with  the  growth  of  the  child.  In  such  cases  the  imme- 
diate correction  of  the  deformity  is  indicated,  and  this  implies  in 
most  instances,  division  of  the  contracted  parts  by  subcutaneous 
tenotomy  or  by  open  incision. 

By  Sabcntaneons  Tenotomy.  If  the  deformity  is  comparatively 
slight  and  if  the  contraction  seems  to  be  limited  to  the  sterno- 
mastoid,  and  particularly  to  its  sternal  portion,  one  may  hope  to 
overcome  the  most  resistant  part  of  the  contraction  by  the  sub- 
cutaneous operatiou.  Aside  from  the  possibility  of  wound  infec- 
tion, which  at  the  present  time  is  an  argument  of  very  little 
weight,  subcutaneous  tenotomy  has  the  advantages  of  simplicity, 
apparent  freedom  from  the  danger  which  parents  associate  with 
an  operation,  and  it  leaves  no  scar  behind.  It  is  inadequate, 
however,  for  the  correction  of  advanced  cases. 

The  patient  and  the  instruments  having  been  prepared  as  for  an 
ordinary  operation,  a  sand-bag  is  placed  beneath  the  shoulders  and 
the  head  is  inclined  so  that  the  contracted  muscle  is  thrown  into 
relief  beneath  the  skin.  The  sternal  insertion  of  the  tendon  is 
seized  with  two  fingers  and  the  tenotome  is  inserted  beside  it  and 
passed  beneath  it  at  a  point  about  an  inch  above  the  sternum. 
It  is  then  divided  by  a  sawing  motion  of  the  knife.  Division  of 
this  part  of  the  muscle  in  this  situation  is  practically  free  from 
danger,  and  in  the  slighter  degrees  of  deformity  one  can  by 
vigorous  manipulation  and  forcible  traction  overcome  the  resist- 
ance offered  by  the  other  tissues.  If  bands  of  fascia  resist  the 
correction,  they  may  be  divided  by  superficial  nicking  with  the 
tenotome  in  the  lateral  region  of  the  neck.  As  a  rule,  however, 
in  cases  of  this  type  the  open  incision  is  to  be  preferred,  as  it 
allows  the  opportunity  for  free  division  of  the  contracted  parts 
with  less  danger  of  injury  to  the  bloodvessels  and  nerves  in  this 
neighborhood. 

By  the  Open  Method.  The  incision  should  be  made  in  the  line 
of  the  muscle  midway  between  the  sternal  and  clavicular  inser- 
tion. In  the  milder  cases  in  childhood  it  need  be  little  more 
than  an  inch  in  length.     A  director  may  be  passed  beneath  the 
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tendon,  and  on  this  it  may  be  divided.  The  cluvicuhir  ioscrtion 
and  the  non-resistant  bunds  of  fascia  may  be  divided  as  tbev 
appear. 

In  cases  of  very  great  deformity  in  the  adult  some  of  the  pos- 
terior as  well  as  the  lateral  muscles  ore  involved.  In  such 
instances  the  contracted  parts  may  lie  divided  at  the  upjM?r  lx>rder 
of  the  neck  through  uu  incision  from  the  mastoid  pnn^ess  l>a<;k- 
ward  along  the  lower  Ijorder  of  the  scalp,  the  scar  being  oonofaJr<<I  1 
by  the  hair. 

Overcorrection    of  the  Deformity.     The  object  of  treatmejit  \s 
not  only  to  straighten  the  head,  but  also  to  overcome  all  restric- 
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tion  of  motion   that  may  remain  after  tiiu  division  of  the  mortti 
resistaut  parts,  and  the  oj)eration,  wliether  o|>en  or  subcutaneooA, 
must  be  supplemented  by  a  vigorous  kneading  of  the  lateral 
tissues  with  the  ulnar  bonier  of  tlic  hand  while  traction  Is  raada, 
m)on  the  arm  and  head.     Finally,  the  head  is  rotate<l  nwnv  fnuit ' 
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the  contracted  parts,  the  aim  beiog  to  completely  overcome  the 
secondary  curvature  of  the  cervical  spine. 

It  may  be  stated  that  Lorenz  considers  it  possible  to  correct 
torticollis,  even  of  long  standing,  by  this  system  of  systematic 
kneading  and  stretching  without  previous  division  of  the  con- 
tracted tissues,  but  the  use  of  so  much  force  appears  to  be  unde- 
sirable if  by  so  slight  an  operation  it  may  be  avoided. 

Not  only  should  all  resistance  be  overcome  by  vigorous 
manipulation  at  the  time  of  operation,  but  the  head  should  be 
fixed  during  the  process  of  repair  in  the  overcorrected  position. 
Thus  in  the  treatment  of  typical  torticollis  the  chin  should  be 
turned  to  a  point  over  the  middle  of  the  clavicle  on  the  operated 
side,  and  the  head  should  be  inclined  toward  the  opposite  shoulder. 
In  this  attitude  a  plaster  bandage  should  be  applied  surrounding 
the  head  and  the  thorax.  This  bandage  should  remain  until  all 
local  sensitiveness  has  disappeared,  and  until  the  tendency  toward 
deformity  has  been  checked.  This  fixation  in  the  overcorrected 
position  is  very  important  in  childhood,  as  an  aid  in  overcoming 
the  deformity  habit,  but  it  may  be  dispensed  with  in  the  treatment 
of  adults  (Fig.  374). 

The  plaster  bandage  is  retained  from  four  to  eight  weeks. 
When  it  is  removed  massage,  manipulation,  and  gymnastic  train- 
ing are  indicated.  Twice  a  day  the  head  should  be  forced  to 
the  extreme  limit  of  overcorrection.  Traction  on  the  neck  in 
self-suspension  by  means  of  the  sling  used  in  the  application  of 
the  plaster  jacket,  a  regular  system  of  exercises  for  the  muscles 
of  the  neck  and  back,  and  supervision  of  the  habitual  postures  will 
usually  assure  a  complete  cure.  If,  however,  the  deformity  habit 
is  strong  so  that  the  head  has  a  marked  tendency  to  resume  the 
former  attitude,  some  support  is  indicated.  A  simple  and  effec- 
tive support  is  the  jury  mast  as  used  in  the  treatment  of  Pott's 
disease  with  the  plaster  jacket  or  attached  to  a  brace.  In  the 
treatment  of  children  a  band  of  elastic  tape  arranged  to  draw  the 
head  toward  the  shoulder  as  suggested  by  Sayre,  or  a  Thomas 
collar,  may  be  sufficient. 

As  has  been  stated,  the  necessity  for  support,  provided  the 
deformity  has  been  thoroughly  overcorrected,  depends  upon  the 
care  that  is  to  be  exercised  in  the  after-treatment.  When  exer- 
cises and  massage  can  be  efficiently  employed,  the  support  is  not 
essential.  In  other  cases  it  may  be  worn  for  several  months  with 
advantage. 

The  principles  of  the  treatment  of  the  chronic  or  painless  form 
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of  torticollis  that  have  been  outlined  apply  to  the  acquired  as 
well  as  to  the  congenital  form,  when  adaptive  shortening  has 
replaced  active  contraction.  Acquired  torticollis  is,  in  most 
instances,  however,  a  preventable  deformity ;  thus  operative 
treatment  would  be  rarely  required  had  the  patient  received 
proper  treatment. 

The  Treatment  of  Acnte  Torticollis.  The  insignificant  form  of 
torticollis  called  stiff  neck  may  be  treated  by  hot  applications ;  a 
firm,  thick  collar  of  flexible  cotton  stiffened  by  several  layers  of 
adhesive  plaster  is  an  agreeable  support  in  the  more  painful  cases. 

In  true  acute  spastic  torticollis  the  cramp-like  contraction  of 
the  muscles  is  secondary  to  irritation  elsewhere.  This  one 
should  always  try  to  remove,  and,  as  has  been  stated,  the  general 
condition  of  the  patient  may  require  treatment  as  well.  But  the 
important  indication  is  to  support  the  bead  in  order  to  relieve 
the  pain  and  to  correct  the  distortion.  In  the  early  stage  the 
support  of  the  collar  that  has  been  described  may  be  sufficient, 
but,  as  a  rule,  patients  of  this  class  are  not  seen  until  the  distor- 
tion has  persisted  for  weeks  or  months  even,  so  that  a  more 
efficient  form  of  support  is  required — such  is  the  plaster  jacket 
and  jury  mast.  The  elastic  tension  of  this  appliance  overcomes 
the  spasm  and  relieves  the  discomfort  and  apprehension  which 
have  lowered  the  vitality  of  the  patient  (Fig.  53).  If  the 
spasm  is  the  result  of  the  irritation  of  enlarged  or  suppurating 
cervical  glands,  as  is  often  the  case,  the  rest  afforded  by  the  brace 
is  an  effective  treatment  of  the  cause  as  well  as  of  its  effect,  and 
if  suppuration  is  present  this  sui)port  is  most  convenient  for  the 
dressing  that  may  be  required.  When  the  acute  symptoms  and 
deformity  have  been  relieved  manipulation  and  exercises  may  be 
employed  in  the  manner  already  described. 

In  cases  of  longer  standing,  particularly  when  the  posterior 
muscles  are  involved,  the  deformity  may  be  forcibly  corrected 
under  anaesthesia,  and  the  head  may  then  be  fixed  in  a  plaster 
dressing  in  the  manner  already  descril)ed.  This  treatment  may 
be  employed  at  an  earlier  stage  in  selected  ca.ses.  As  a  rule, 
when  deformity  has  been  allowed  to  persist  for  six  months  or 
more,  its  rectification  will  require  division  of  the  more  resistant 
tissues. 

Spasmodic  Torticollis. 

Spasmodic  torticollis,  a  form  of  convulsive  spasm  of  the 
muscles  of  the  neck  that  is  somewhat  similar  in  its  general  char- 
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aQteristics  to  writer's  cramp,'  must  not  be  confounded  with  the 
acute  torticollis  of  childhood,  in  which  tonic  spasm  of  the  affected 
muscles,  due  usually  to  some  well-defined  irritation  of  the 
peripheral  nerves,  is  the  characteristic.  Spasmodic  torticollis  is 
an  affection  of  adult  life.  Of  32  cases  collected  by  Richardson 
and  Walton,'  but  2  were  in  patients  less  than  twenty  years  of 
age.  The  sexes  are  equally  liable  to  the  affection,  aud  the  con- 
traction is  as  frequent  on  one  side  as  on  the  other. 

The  onset  of  the  affection  is  usually  gradual.  The  first  symp- 
toms are  often  sensations  of  stiffness  and  discomfort  in  the 
muscles  of  the  neck  ;  a  "  drawing  sensation  "  and  a  momentary 
twitching  or  slight  contraction  which  draws  the  head  to  one  side. 
These  symptoms  increase  slowly  until  the  head  is  habitually 
inclined  in  the  attitude  of  torticollis.  For  a  time  the  patient  can 
correct  the  position  voluntarily,  or  by  supporting  the  head  with 
the  hand  can  restrain  the  twitching  of  the  muscles,  but  in  well- 
established  cases  the  head  is  persistently  inclined  to  one  side  and 
the  convulsive  spasm  is  uncontrollable.  This  latter  symptom  is 
the  most  marked  peculiarity  of  the  affection  ;  at  intervals  the  head 
begins  to  twitch,  and  it  is  finally  drawn  by  the  convulsive  con- 
traction of  the  muscles  into  an  attitude  of  extreme  deformity. 
As  the  muscles  most  often  affected  are  the  sternomastoid  and 
trapezius  the  attitude  is  usually  one  of  typical  torticollis.  The 
spasmodic  clonic  contractions  may  involve  the  muscles  of  the 
face  or  of  the  chest  even.  They  are  more  marked  when  the 
patient  is  excited  or  when  sudden  movements  are  necessary.  As 
a  rule,  patients  complain  of  neuralgic  pain  in  the  head  and  neck, 
aggravated  by  the  cramp-like  contractions. 

Etiology  and  Pathology.  The  etiology  is  obscure.  Many  of 
the  patients  present  a  neurotic  family  or  personal  history,  and 
overwork,  shock  to  the  nervous  system,  and  the  like  are  cited  as 
predisposing  causes.  The  affection  has  been  compared  to  writer's 
cramp,  as  in  certain  instances  the  spasm  appeared  to  be  caused  by 
constrained  positions  of  the  head  necessitated  by  certain  occupa- 
tions, aggravated,  it  may  be,  by  the  strain  of  defective  eyesight. 

The  affected  muscles  may  be  hypertrophied  from  constant 
activity,  and  in  the  later  stages  of  the  affection  they  are,  as  a 
rule,  permanently  shortened.  No  characteristic  changes  in  the 
nerves  or  in  the  central  nervous  system  have  been  recorded. 

1  Spaamodtc  torticollis  in  defined  by  Walton  u  a  "  disorder  of  the  cortical  centres  for  rota- 
tion of  the  head."    American  Journal  of  the  Medical  Sciences,  March,  1898. 
*  American  Journal  of  the  Medical  Sciences,  January,  1895. 
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Tbiat   s    licde   wniimcv-   a>vud    ^pootaneous 
nKtywrr.     A«  a  nie.  dk>  «p«nn  b«ci)ou!«  more  eonaont  and  other 

It  »  periia^  mmeeesearT'  to  state  that  the 
^caenl  fxna&MM.  'yt  th«  patieiic  an<i  the  posible  local  and 
ipneni  cauises  of  tike  «pfe<in.  <h>jaLd  rec«ve  coBsiJeiation.  As  a 
mle.  bovever.  xkt  patknt  will  have  exhausted  both  consdtational 
and  local  treatmeat  birf^xe  coming  anier  •ibaervatioa. 

In  the  mild  and  euij  eee»  the  avoidance  of  predisposing 
caoaes  eombiaed  vith  massage.  5j^cematic  modde  training,  and 
in  ezeepdooal  in:aaaees  mechanical  sapport  mar  be  of  service ; 
hot  in  the  chronic,  •evere.  and  pefSKftent  eases  of  this  class  the 
reaection  of  nerves  =applvine  the  affected  mosdes  has  alone  proved 
to  be  efficient.  If  the  5psan  is  limiteti  to  the  steroomastoid  and 
trapezins  moscles,  resection  of  the  spinal  accessorr  nerve  mav  be 
sufficient ;  bat  if  otho'  mosoies  are  involved  or  if  the  ^lasm  recurs 
after  the  original  operation,  the  removal  of  the  postericH'  branches 
of  the  npper  cen-ical  nerves,  together  with  extenave  division  of 
the  contracted  moscks  apon  the  »me  side  and  sometimes  upon 
the  opposite  side  also,  may  be  required. 

Resection  of  the  spinal  accessorv  nerve  was  Srst  performed  by 
Campbell  de  Morgan,  of  London,  in  18*>i),  and  since  then  the 
operation  has  been  repeated  manv  times  bv  other  surgeons  with 
temporary  or  permanent  benefit  to  the  patients.  According  to 
P^tit,  of  26  patients  so  treated  13  were  cured  and  7  were  perma- 
nently improved.  In  •*  others  the  benefit  was  but  temporar^k-, 
and  1  died  from  er\'$ipelas  following  the  operation.' 

The  Operation.  The  spinal  accessory  nerve  passes  downward 
anfl  Ijackwarrl  from  the  jugular  foramen  and  enters  the  anterior 
Iwnler  of  the  stemomastoid  muscle  at  a  point  about  one  and  a 
half  inches  below  the  tip  of  the  mastoid  process.  .A.t  this  point 
it  should  l)e  expose<l.  Dr.  E.  Eliot,  Jr.,  from  a  special  study  of 
th«  cf>nr8o  and  relations  of  the  nerve,  suggests  the  following 
metho*!  •} 

"  Tlu?  iiu-i.sion  should  \>e  generous,  for  the  nerve  is  situate<l  at 
a  coiisidt^rable  depth,  and  should  extend  from  the  mastoid  process 
iihovi!  (lowiiward  to  one  or  two  inches  beyond  the  angle  of  the 
jaw.  'Pile  anterior  edge  of  the  stemomastoid  should  then  be 
<!X|KM<-<I.  In  tlie  upper  part  of  the  wound  the  posterior  and 
iiiffrior   prtrtion   of  the  parotid  gland   may   have  to  be  drawn 

<  L'Ciiloii  MC-dlcale,  July  »,  1X97.  <  Anoaltof  Saigetr,  May,  Itn. 
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forward,  although  usually  it  does  not  overlap  the  muscle.  When 
this  is  done  it  is  comparatively  easy  to  expose  by  blunt  dissection 
the  transverse  process  of  the  atlas,  as  it  lies  directly  below  the 
mastoid  process  above,  while  immediately  in  front  of  this  bony 
prominence,  and  running  downward  and  forward  from  the  mas- 
toid process  toward  the  angle  of  the  jaw  is  the  posterior  belly  of 
the  digastric.  Behind  this  lie  the  main  vessels  of  the  neck,  with 
the  spinal  accessory  nerve  emerging  from  the  jugular  foramen, 
and  the  operator  is  certain  that  no  harm  can  be  done  to  these 
structures  as  long  as  he  remains  superficial  to  the  digastric  belly, 
which  in  its  turn  lies  at  a  considerable  depth — in  fact,  at  about 
the  level  of  the  transverse  process  of  the  atlas. 

"  Owen  and  P6tit  have  drawn  attention  to  the  fact  that  the 
nerve  usually  enters  the  mastoid  muscle  at  a  point  opposite  the 
angle  of  the  jaw.  I  have  found,  however,  in  a  large  majority  of 
oases  that,  on  leaving  the  internal  jugular  it  assumes  a  definite 
relationship  with  the  transverse  process  of  the  atlas.  Never 
above  it,  sometimes  directly  over  it,  usually  a  fraction  of  an  inch 
in  front  of  its  most  prominent  part,  the  nerve  may  easily  be 
detected  in  the  small  amount  of  connective  tissue  that  envelops 
it,  and  from  this  point  to  its  entrance  into  the  belly  of  the  muscle 
it  may  be  isolated  with  safety,  and  treated  by  any  suitable  pro- 
cedure. If,  exceptionally,  it  should  escape  detection,  the  anterior 
border  of  the  muscle  should  be  drawn  sharply  backward  at  a 
point  opposite  the  angle  of  the  jaw,  the  nerve  in  this  way  put  on 
the  stretch,  and  by  blunt  dissection  in  the  adipose  tissue  that 
separates  the  under  surface  of  the  muscle  from  the  sheath  of  the 
vessels  the  nerve  may  be  readily  exposed.  Usually  the  nerve 
passes  from  under  the  posterior  belly  of  the  digastric,  at  a  point 
just  in  front  of  the  transverse  process  of  the  atlas,  to  a  point  on 
the  deep  surface  of  the  muscle  just  behind  its  anterior  margin 
opposite  the  angle  of  the  inferior  maxilla.  It  is  sometimes  accom- 
panied by  a  small  artery  and  vein,  the  latter  easily  visible,  the 
former  a  branch  of  the  occipital.  Rarely  the  nerve  lies  at  a  con- 
siderable distance  from  the  transverse  process  of  the  atlas  ;  in  one 
case  as  much  as  half  an  inch  anteriorly.  Here  the  nerve  could 
be  found  at  its  entrance  into  the  muscle,  the  landmark  of  the 
transverse  process  having  failed  to  localize  its  situation." 

Bichardson  suggests  that  if  the  nerve  is  not  readily  found  its 
position  may  be  ascertained  by  drawing  the  finger-nail  firmly 
across  the  bottom  of  the  wound,  a  sharp  contraction  following 
pressure  upon  it.     The  nerve  having  been  isolated  a  section  of  an 
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inch  should  be  removal.  Riehanlson  advises  in  addition  vigor- 
ous streti^hing  of  Ixtth  extremities.  After  division  of  the  ner%'e 
the  spasmodic  trontrautiou  rchixcs  and  the  muscles  lieeome  flaccid, 
alluwiug  the  head  to  l>e  brought  to  the  noriiia!  position,  or  if  the 
deformity  has  become  permanent  the  contracted  parts  may  lie 
divided  as  in  the  ordiuary  form.  P'ixation  of  the  head  is  not,  us 
a  rule,  rei|uircd.  The  operation  should  be  supplemente<l  by 
massage  and  by  muscle-training.  If  the  spasm  has  been  confined 
to  the  muscles  supplictl  by  the  spiual  accessory  nerve,  the  treat- 
ment may  be  permanently  successful,  but  in  many  instances  the 
spasm  may  recur  in  other  muscles.  Of  these,  the  jM)sterior  group 
of  the  opposite  side  is  more  often  affected,  and  a  similar  opera- 
tion for  resection  of  the  posterior  liranehes  of  the  upper  cervical 
nerves  may  be  indicatett.  This  has  been  performed  with  success 
by  Smith,  of  I^ondon  ;  Keen,  Richardson,  and  others.  According 
to  Smith,'  the  operatiim  should  be  conducted  as  follows  :  An 
incision  is  cjirried  downward  from  the  occiput  ab<uit  three  inches 
in  length,  parallel  to  and  one  inch  from  the  spinous  processes.  It 
is  contiuueil  thrtaigh  the  trapezius  to  the  edge  of  the  splenius. 
The  complexus  is  then  divide<!  and  the  posterior  i)ranches  of  the 
nerves  are  expose<l ;  those  of  the  three  upper  nerves  which  supply 
the  jKJSterior  rotators  are  then  resected. 

Keen^  opemtes  in  a  somewhat  differcut  manner,  by  a  transverse 
incision  two  and  a  half  inches  in  length  from  the  midtUe  line  of 
the  neck  on  a  level  with  a  point  one-half  an  inch  below  the  level 
of  the  lobule  of  the  ear.  The  trapezius  is  divided  transversely, 
afterward  the  complexus,  care  being  taken  to  spare  the  great 
occipital  nerve.  The  posterior  bninch  of  the  second  cervical 
ner\'e  is  then  resected  ;  the  suboccipital  nerve  is  then  looked  for 
in  the  suboccipital  triangle,  traced  down  to  the  spine,  and  divided. 
The  external  trunk  of  the  jiosterior  division  of  the  thin!  occipital 
nerve  is  then  exposeil  below  the  great  occijiital  and  divided  close 
to  the  bifurcation  of  the  nerve  tniuk  ;  tlius  the  nerve  supply  of 
the  chief  jwsterior  rotiitors,  the  splenius  capitis,  the  rectus  capitis, 
posticus  major,  and  the  oliliquus  inferior  is  removed. 

The  paralysis  that  follows  even  such  extensive  operations 
seems  to  inconvenience  the  patient  but  slightly,  while  the  relief 
from  deformity  and  from  the  constant  spasm  is  a  more  than  suffi- 
cient compensation  for  whatever  weakness  or  di.sability  may  result. 

The  following  are  the  conclusions  of  Richardson  and  Waltou  :* 


BpMmodlc  Wrjmcck,  London,  1881. 
Aunula  of  Suritery,  januarr,  1891. 
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1.  Palliative  treatmeot,  whether  by  drugs,  apparatus,  or  elec- 
tricity, will  rarely  prove  successful  in  well-established  spasmodic 
torticollis. 

2.  Massage  may  prove  of  value  in  comparatively  recent  cases. 

3.  Resection  affords  practically  the  only  rational  remedy. 

4.  Operation  on  the  spinal  accessory  nerve  may  afford  relief, 
even  if  other  muscles  than  the  sternocleidomastoid  are  affected. 
On  the  other  hand,  the  affection  previously  limited  to  the  sterno- 
cleidomastoid may  spread  to  other  muscles  in  spite  of  this 
operation. 

5.  No  fear  of  disabling  paralysis  need  deter  us  from  recom- 
mending operation,  as  the  head  can  be  held  erect  even  after  the 
most  extensive  resection. 

6.  The  most  common  combination  of  spasm  is  that  involving 
the  stemomastoid  on  one  side  and  the  posterior  rotators  on  the 
other,  the  head  being  held  in  the  position  of  stemomastoid  spasm 
with  the  addition  of  retraction  through  the  greater  power  of  the 
posterior  rotators. 

7.  It  seems  advisable  in  most  cases  to  give  preference  to  the 
resection  of  the  spinal  accessory  as  the  preliminary  procedure. 

In  a  later  communication  Richardson  and  Walton'  report  very 
satisfactory  final  results  on  cases  treated  by  resection  of  nerves 
supplying  the  muscles  that  were  affected  by  the  spasm  on  one  or 
both  sides,  combined  with  complete  division  of  the  museles  as 
well,  when  permanent  contraction  was  present. 

Kalmus'  has  reviewed  the  literature  of  the  subject.  In  11 
cases  of  simple  stretching  of  the  spinal  accessory  nerve  3  were 
cured.  In  68  cases  the  nerve  was  resected ;  of  these  23  were 
cured  and  20  were  improved.  In  4  there  was  no  improvement, 
and  in  1  the  patient  died.  In  15  cases  the  resection  of  the  nerve 
was  supplemented  by  division  of  cervical  nerves  ;  10  of  these 
were  cured  and  3  were  improved.  In  2  others  the  stemomastoid 
muscle  was  divided. 

Irregnilar  and  Exceptional  Forms  of  Torticollis. 

Paralytic  Torticollis.  One  or  more  of  the  muscles  of  the 
neck  may  be  paralyzed,  as  from  anterior  poliomyelitis,  and  thus 
a  deformity,  due  at  first  to  simple  weakness  and  later  to  the 
permanent  effects  of  the  disability,  may  be  the  result. 

■  American  Journal  of  the  Medical  Sciences,  1896. 

>  Zar  OperatlT  Beband.  Caput.  Obst.  Spaatlcum,  BeltrMge  xur  klin.  Chir.,  1900,  Bd.  zxtI. 
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Diphtheritic  Paralysis  and  Torticollis.  The  muscles  of  the 
neck  may  be  involved  in  paralysis -following  diphtheria.  In  this 
form  the  trapezii  muscles  are,  as  a  rule,  affected,  so  that  the 
head  hangs  forward,  but  occasionally  the  paralysis  may  be  accom- 
panied by  contraction  of  one  of  the  stemomastoids.  The  history, 
the  evident  weakness,  and  the  paralysis  of  the  soft  palate  or  other 
parts,  which  is  often  present,  usually  make  the  diagnosis  clear. 

Oervical  Opisthotonos.  In  the  course  of  certain  forms  of  dis- 
ease of  the  nervous  system,  for  example,  cerebrospinal  or  basilar 
meningitis,  the  head  may  be  drawn  backward  by  spasm  of  the 
posterior  muscles.  A  slight  degree  of  the  same  deformity  is 
sometimes  seen  in  ill-nourished  infants  not  suffering  from  serious 
disease.  This  and  the  preceding  distortion  are  of  some  impor- 
tance, because  they  may  be  mistaken  for  symptoms  of  Pott's 
disease  and  they  have  beeu  described  in  that  connection.  (See 
page  62.) 

Rhachitic  Torticollis.  During  the  course  of  acute  rhachitis, 
particularly  when  the  characteristic  deformity  of  the  lower  part 
of  the  spine  is  well  marked,  the  head  may  be  tilted  backward 
usually  as  a  compensatory  attitude,  but  occasionally  slight  spasm 
of  the  posterior  muscles  may  increase  the  distortion ;  so,  also, 
when  lateral  deviation  of  the  spine  is  present  due  to  rhachitis  the 
neck  may  participate  in  the  deformity  as  in  other  forms  of  rotary 
lateral  curvature.  This  is  not  torticollis,  however,  in  the  proper 
sense. 

Ocular  Torticollis.  Several  eases  have  been  recorded  in  which 
the  head  was  habitually  held  in  a  distorted  attitude  because  of 
defective  vision  or  irregularity  in  the  action  of  the  muscles  of  the 
eyes.  This  is,  however,  rather  an  improper  attitude  than  a 
variety  of  true  torticollis'  (Fig.  154). 

Psychical  Torticollis.  A  distortion  of  the  head,  apparently 
due  to  the  inability  of  the  patient  to  control  the  muscles  of  the 
ueck,  has  been  described  by  Brissaud.'  The  deformity  was  not 
due  to  muscular  spasm,  since  it  could  be  corrected  by  the  pressure 
of  a  finger  on  the  head.  The  condition  is  called  by  Brissaud  a 
local  paralysis  of  the  will — a  form  of  neurosis  allied  to  neuras- 
thenia, epilepsy,  and  functional  spasm. 

:  Medical  News,  June  11, 1898,  p.  772.  ■  Th*se  de  Paris,  1894. 


CHAPTER  XX. 


DISABILITIES  AND  DEFORMITIES  OF  THE  FOOT. 


Oeneral  Description  of  the  Foot  and  of  ita  Functions. 

The  function  of  the  foot  is  twofold :  to  sen'e  as  a  passive 
support  of  the  weight  of  the  body,  and  as  an  active  lever  to  raise 
and  propel  it.  For  the  proper  performance  of  these  functions 
the  foot  is  constructed  to  allow  elasticity  under  pressure,  and  an 
alternation  of  attitudes  under  strain,  that  protect  it  from  injury. 

The  Arches.  The  most  noticeable  peculiarity  of  the  foot  is 
the  arrangement  of  its  arches.  As  has  been  suggested  by  Ellis 
and  others,  the  construction  and  shape  of  the  arched  part  of  the 
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Longitudinal  section  of  the  cut  of  the  arch  at  the  point  A  In  Fig.  376.  A,  the  astragalo- 
scaphoid  Junction  ;  B,  the  internal  tuberosity  of  the  os  calcts ;  C,  the  head  of  the  flrat  meta- 
tarsal hone. 

foot  may  be  better  understood  by  considering  it  as  half  of  the 
arch  formed  by  the  two  feet.  This  complete  arch  may  be  demon- 
strated by  making  an  imprint  of  the  apposed  feet  in  plaster  of 
Paris.  The  plaster  cast  which  represents  it  will  appear  in  shape 
somewhat  like  an  inverted  saucer,  the  part  of  each  foot  tliat  rests 
upon  the  ground  forming  half  of  an  irregular  ring.  If  the  plaster 
cast  is  sawe«l  into  equal  sections  it  will  be  seen  that  the  highest 
or  thickest  part  of  each  division  is  at  the  astragaloscaphoid  junc- 
tion ;  from  this  point  the  arch  descends  sharply  to  the  tuberosities 
of  the  08  calcis,  and  gradually  to  the  outer  border,  beneath  the 
cuboid  bone,  and  to  the  metatarsophalangeal  joints  (Fig.  375). 
A  cross-section  of  the  cast  will  show  the  contour  of  what  is  some- 
times called  the  franscerse  arch  (Fig.  37(i),  while  the  section 
through  the  long  diameter  will  demonstrate  the  shape  of  the 
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longltudinai  arch.  In  descriptions  of  the  longitudinal  arch  it  is 
often  divided  into  two  parts,  of  which  the  outer  division  is  forme<l 
by  the  os  ciilcis,  the  cuboid,  and  the  twx  outer  metatarsal  bones. 
Of  thib  ouKn*  arch,  the  higliest  point  is  at  tlie  ailtaineocuboid 
articulation  (Fig.  377),  and  although  it  is  normally  a  permanent 
arch,  yet  the  soft  tissues  are  forced  downward  beneath  it  when 
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CrofasecUoD  of  tbe cost  of  tbe  archei  of  the  appoied  feel.    A,  tbe Internal  and 
Inferior  nurtace  of  the  MtmgalunaTlcaliU'  JuneUon. 

weight  is  borne,  so  that  the  outer  bonier  of  the  fo<jt  makes  on 
iiuprint  throughout  its  entire  length,  us  contrasted  with  the  inner 
and  deeper  arch  formed  hy  the  os  calcis,  the  astragalus,  the 
navicular,  the  cuneiform,  and  tlie  three  inner  metatarsal  bones 
(Fig.  ;t7K).  This  division,  although  an  artificiiil  one,  is  of  some 
service  in   calling  attention  to  the  fact  that  ihe  outer  ur  lower 
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Tbe  bonei  of  Ibe  rlgbl  foot,  viewed  from  the  outer  *Ule.    (Teitnt,  from  Gerrlsh'ii  Aiialam}).\ 

arch  is  more  solidly  braced,  and,  therefore,  better  adapted  for 
continuous  weight  bearing  than  is  the  higher  and  more  clastic 
inner  arch. 

The  diagram  of  the  longitudinal  arch,  sliowing  its  sharp 
descent  from  the  highest  point  to  the  centre  of  the  heel,  indicates 
that  the  heel  is  well  adapted  for  weight  bearing,  while  the  long 
anterior  pillar  ct)mj)Osctl  of  several  bones  is  less  strong  but  more 
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elastic ;  thus  one  instinctively  extends  tlie  foot  in  descending 
stiiii*s,  for  example,  to  avoid  the  unjvlejisaut  jar  of  direct  shock 
received  up>n  the  heel.  Of  this  anterior  pillar,  the  third  meta- 
tarsid  hone  is  the  most  direct  support,  while  the  more  movable 
first  and  fifth  metatarsals,  more  under  muscular  control,  aid  in 
balancing  the  weight  and  sustaining  it  in  the  different  attitudes. 

Both  divisions  of  the  lougitudiiud  arch  are  perm.'uient  arches, 
but  there  are  two  others  which  are  oblitcr.ited  under  weight — one 
of  these  is  that  formetl  by  the  heads  of  the  metatarsal  bones,  the 
(iiilcrlor  meUdariud  iiroh.  In  the  unweighted  foot  the  second  and 
third  metatarsal  bones  occupy  a  higher  phme  than  their  fellows, 
but  when  the  erect  posture  is  assumed  the  anterior  arch  is 
depresse<l  tt»  allow  all  the  metatarsal  heads  to  bear  their  share  of 
the  weight.     The  other  arch  does  uot  rest  ujMiU  the  ground,  but 
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The  booe«  of  tbe  rigbt  foot,  viewed  ttota  U>e  Inner  ilde.    (Teitut,  from  Genisb's  Anatomy.) 

is  forme<l  by  the  internal  lK>rder  of  the  foot,  which  curves  slightly 
outward,  so  tliat  when  tlie  two  feet  are  placed  side  by  side  an 
interval  remains  lictweeu  them,  widest  at  the  highest  jioint  of  the 
longitudinal  arch,  as  is  shown  in  the  diagram  by  the  upright  sec- 
tion which  divides  the  csist  of  the  two  soles  from  one  another, 
the  inierntd  arch  (Fig.  'iHV).  When  tiie  weight  is  Ixu-ne  this 
curved  contour  of  the  foot  becomes  straighter,  or  is  obliterated, 
or  is  even  trausformetl  to  an  arch  whose  convexity  is  internal 
(Fig.  39(1). 

The  Foot  as  a  Passive  Support.  The  foot  is  supported  by 
the  nuiscles,  by  ligaments,  and  by  the  strong  plantar  fascia  that 
covers  in  the  sole.  When  the  foot  is  actively  use<l  it  is  in  great 
part  sujijiorted  by  tlie  muscles,  but  when  it  serves  as  a  passive 
sn[)j>ort,  as  in  Btan<ling,  the  ligaments  bear  the  greater  part  of  the 
strain,  and  its  normal  elasticity  allows  the   bearing  surface  to 
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expand  slightly  as  the  arches  are  slightly  depressed.  If 
normal  elasticity  is  diminished,  as  is  sometimes  the  case,  thi 
ports  of  tlie  arclj  are  subjected  to  abnormal  pressun;  and 
individual  may  suffer  from  sensitive  corns  or  calloused  nkin 
beneath  the  bones  (Fig.  418).  Or  if  the  ligaments  allow  bIh 
normal  expansion  the  arches  may  become  permanently  depressed, 
and,  as  a  result,  the  range  of  motion  necessary  to  the  proper 
functional  use  of  the  foot  may  be  permanently  rt«triete«i  (Kip. 
398). 

When  the  statement  is  made  that  the  foot  broadens  and  that  the 
arches  are  sligiitly  depressed  under  weight,  it  must  not  be  under- 
3to<Kl  tliat  the  longitudinal  arch  is  simply  flattenwl  by  direct 
pressure  and  by  elongation  of  clastic  ligaments  and  fascia.  Liga- 
ments  and  fascia  are  not  elastic  in  this  sense,  and  they  are  not,  in 
the  normal  foot,  overstretched.  The  change  in  contour  is  the 
effect  of  normal  motion  in  tlie  joints  of  the  foot,  by  which  it  is 
placed  in  the  most  favorable  attitude  for  weight  bearing  unthout 
muscular  exertion — the  so-called  attitude  of  rest. 

Of  the  changes  of  contour  that  distinguish  the  foot  iiswl  as  a 
passive  supjwrt  from  the  one  that  bejirs  no  weiglit,  the  ro<«t 
significant  is  the  obliteration  of  the  outward  curve  of  its  internal 
lM)r«ler.  This  change  is  thie  to  the  fact  that  the  astrngalns,  l>»?ar- 
ing  the  leg,  rotates  inward  and  downward  on  the  os  «ilci».  until 
it  is  checked  by  the  resistance  of  the  ligaments  and  by  the  inter- 
locking of  the  bones.  The  head  of  the  iislrugalus  thus  l:)ecomes 
slightly  prominent,  the  inner  bonier  of  the  foot  is  depressed,  and 
an  attitude  is  attained  in  which  the  weight  of  the  body  may  Ijc 
supported  with  but  slight  muscular  exertion.  In  this  attitude  of 
rest,  as  von  Meyer  has  explained,  there  is  general  fixation  of 
joints  of  the  lower  extremity  which  makes  sup)x>rt  pomible  with 
the  least  muscular  exertion.  The  pelvis  tilts  slightly  Imekwarxl 
until  tension  is  brought  upon  the  anterior  part  of  the  capsule  of 
the  hip-joint ;  the  femur  rotates  slightly  inward  on  the  tibia, 
which  in  turn  falls  slightly  inward  ujkiu  the  everte<l  foot.  To 
unlock  the  joints  the  pelvis  must  Ix-  tilted  forwanl  or  the  hip 
must  l)e  flexed. 

The  Foot  in  Activity.  The  second  function  of  the  foot  is  as 
a  lever  to  raise  and  to  propel  the  body.  The  calf  muscle*  supply 
the  }x>wer  and  the  hesids  of  the  metatarsal  bones  serve  o»  the 
fulcrum  on  which  the  weight  is  to  Ijc  lifted.  When  the  fo«>t  ia 
u.sc<l  as  a  lever,  it  should  be  held  in  such  n-lalion  to  the  leg  that 
the  line  of  weight,  passing  downward  through  the  centre  of  the 
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knee  and  ankle-joints,  is  continued  over  the  second  toe  or  practi- 
cally the  centre  of  the  foot.  As  the  body  is  lifted  over  the 
fulcrum  the  leg  is  turned  outward  in  its  relation  to  the  forefoot, 
because  the  inner  side  of  the  fulcrum,  formed  by  the  first  meta- 
tarsal bone,  is  longer  than  its  outer  side ;  thus  the  strain  is 
directed  toward  the  outer  and  stronger  side  of  the  foot  (Fig.  379). 

In  the  proper  walk,  which  is  the  best  illustration  of  the  lever- 
age function,  the  feet  should  be  held  practically  parallel  to  one 
another,  so  that  the  line  of  strain  may  fall  through  the  centre  of 
the  foot.  As  one  foot  is  advanced  it  first  bears  weight  momen- 
tarily on  the  heel,  then  upon  its  outer  border ;  the  heel  is  then 
raised,  and  the  body  is  lifted  over  the  toes,  the  great  toe  giving 
the  final  impulse  to  the  step,  so  that  if  the  walker  is  looked  at 
from  behind  he  appears  to  be  in-toeing  at  the  termination  of 
each  step.  Thus,  during  the  walk,  there  is  an  alternation  of 
postures,  and  the  foot,  under  muscular  control,  assumes  the 
attitudes  most  opposed  to  that  of  passive  support. 

Improper  Postares.  The  alternation  of  postures  and  the  lever- 
age action  of  the  foot  are  by  no  means  necessary  to  simple 
progression ;  for  example,  both  feet  might  be  fixed  in  plaster 
bandages,  yet  walking  would  be  possible,  just  as  it  is  possible 
on  two  wooden  legs.  Indeed,  an  approximation  to  such  a  manner 
of  walking  is  often  seen,  in  which  the  feet  are  practically  held 
in  the  passive  attitude,  the  weight  being  borne  upon  the  heels. 
Such  a  walk  is  necessarily  jarring  and  ungraceful,  and  if  it  is 
not  the  result  of  weakness  and  deformity  it  predisposes  to  them 
because  of  the  disuse  of  proper  function. 

One  means  of  making  the  leverage  function  difficult  is  the 
custom  of  turning  the  feet  outward.  Outward  rotation  of  the  feet 
is  normal  in  the  passive  attitude  of  weight  bearing,  because  it 
enlai^es  the  base  of  support,  locks  the  joints,  and  throws  the  strain 
upon  the  ligaments  to  relieve  the  muscles.  On  this  very  account 
it  is  the  improper  attitude  for  activity  because  the  strain  falls 
upon  the  inner  border  of  the  foot,  or  to  the  inner  side  of  the  ful- 
crum, and  makes  the  proper  exercise  of  muscular  power  and 
alternation  of  postures  imi)ossible.  In  other  words,  the  attitude, 
normal  when  the  foot  is  used  as  a  passive  support,  is  abnormal 
when  it  is  in  active  use. 

The  Movements  of  the  Foot.  Tlie  junction  between  the  foot 
and  the  leg  is  made  by  means  of  the  astragalus,  a  bone  which  is 
not  intimately  connected  with  either  part,  since  it  moves  upon 
the  leg  and  upon  the  foot,  and  to  it  no  muscles  are  attached. 
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The  primary  movements  of  the  foot  are  four  in  number— dorsal 
flexion,  plantar  flexion,  adduction,  abduction. 

Simple  dorsal  and  plantar  flexion  are  confined  to  the  ankle- 
joint,  but  complete  plantar  flexion  is  combined  with  slight  adduc- 
tion, and  dorsal  flexion  with  abduction,  because  the  external  facet 
of  the  astragalus  allows  a  greater  range  of  motion  on  the  external 
malleolus  than  is  permitted  about  the  internal  malleolus. 

The  range  of  motion  at  the  ankle-joint  is  from  sixty  to  eighty 
thus  dorsal  flexion  to  ten  or  twenty  d^rees  less  than 
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lUuitrating  the  Involuntary  adduction 
of  the  forefoot,  due  to  the  obU(|Ulty  of 
the  bearing  surface  of  the  metatareus, 
in  the  proper  attitute  for  wallciDg. 


The  improper  attitude  of  outward  rotation, 
in  which  there  la  disnse  of  the  leverage 
IVinction. 


the  right  angle,  and  plantar  flexion  to  fifty  to  sixty  degrees  more 
than  the  right  angle  (Figs.  381  and  3X2). 

Adduction  and  abduction  of  the  foot  are  carried  out  in  the 
mediotarsal  and  subastragaloid  joints. 

Adduction,  the  motion  of  turning  the  foot  inward  in  its  relation 
to  the  leg,  is  always  accompanied  by  inversion  of  the  sole  or 
supination,  because  of  the  shape  of  the  joint  surfaces  between  the 
astragalus  and  os  calcis,  where  the  greater  part  of  the  motion 
takes  place.  Simple  adduction  and  abduction  without  supination 
or  pronation  is  possible  to  a  very  Iimitc<I  extent  in  the  medio- 
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tarsal  joint.  Its  range  may  be  tested  by  fixing  the  heel,  when 
the  forefoot  may  be  moved  slightly  from  side  to  side  upon  the 
astragalus  and  os  calcis.  The  range  of  motion  in  the  sub- 
astragaloid  joint  is  twice  as  free  as  in  the  mediotarsal  joint.  The 
character  of  the  motion  between  the  astragalus  and  os  calcis  is 
rotation  on  an  axis  passing  through  the  upper  and  inner  part  of 
the  head  of  the  astragalus,  downward!  and  outward  to  the  outer 
tuberosity  of  the  os  calcis.  Thus  for  all  practical  purposes 
adduction,  inversion,  and  supination  are  synonymous  terms,  as 
are  abduction,  pronation,  and  eversion. 
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VolnnUry  donal  flexion.  Voluntary  plantar  flexloD. 

In  these  atUtndes  the  aatiagaliu  movea  with  the  foot  upon  the  leg  bonea,  as  oontraited  with 

adduction  and  abduction,  In  which  the  centre  of  motion  Is  below  the  asttagalos. 


In  the  movement  of  adduction  of  the  foot  the  astragalus  is 
fixed  between  the  malleoli,  and  upon  it  the  os  calcis  glides  for- 
ward and  its  anterior  extremity  turns  slightly  inward ;  the 
sustentaculum  tali  moves  backward,  its  inner  superior  surface  is 
elevated,  and  its  external  surface  is  depressed.  Meanwhile  the 
forefoot,  following  the  motion  of  the  os  calcis,  is  carried  inward 
about  the  head  of  the  astragalus ;  its  inner  border  is  elevated, 
and  its  outer  border  is  depressed,  so  that  the  sole  looks  inward 
and  downward.  In  this  attitude  all  the  arches  are  increased  in 
depth  (Fig.  383). 

In  abduction  the  bones  move  upon  one  another  in  the  reverse 
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direction,  the  curves  are  lessened,  and  that  of  the  inner  Iwnlrr  \* 
obliterated  (Fig.  384). 

The  extreme  of  adduction  is  only  attained  in  the  fmsition  of 
plantar  flexion,  because  in  this  position  the  achluction  postiible  at 
the  aukle-joiat,  in  )>art  duo  to  the  contour  of  the  astragalus  ami 
in  part  to  the  greater  mobility  allowetl  in  the  joint  wlu-n  iho 
uari-ow  jjosterior  l)ortler  of  the  astragalus  is  alone  in  contact  with 
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VolnnUiry  adduoUon.  Volnnur;  abdocUnn. 

In  theM  poaturea  the  (bot  moTci  apoo  tbe  aitmgalDi,  wblcfa  U  pimellcalljr  Ox«l 
Ibc  msUenli.    Adduction,  the  turning  of  tli«  foot  inward  In  lt<  reUUon  to  the  le(.  u  alaBfir^ 
aooimiwnled  bjr  elerailon  of  lt«  Inner  and  deprenlon  o(  lu  outer  bolder.    Thla  la  kBMn 
as  luplnatloii  or  Inversion  of  the  fooL    Tbe  rcveree  of  this  altitude— pronatloo  or  rronloo— 
b  an  acconipanimeot  of  abduction,  as  1>  llluatratol  Id  the  flgurea. 


the  malleoli,  is  added  to  tlie  adduction  which  the  joints  of  lh«  foot 
l)ermit. 

Extreme  abduction  is  attaineil  in  the  attitutle  of  dorxal  flexion, 
its  extent  l)eiug  about  one-half  that  of  adduction  ;  the  entire 
range  of  motion  between  the  two  extremes  being  al)out  forty-five 
degrees. 

In  this  description  the  foot  is  considerwl  as  moving  t>n  thi." 
leg,  but  in  the  attitude  of  rest  the  foot  becomes  th«  tixe<l  poiut 


DISABILITIES  AND  DEFORMITIES  OF  THE  FOOT.     656 

aad  the  astragalus  moves  upon  the  os  calcis  in  the  manner  and  to 
the  position  already  mentioned  in  the  description  of  abduction — 
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The  direct  donal  flexors. 

Tibialis  anterior  of  right  side ;  ontline  and  Peroueus  tertius  of  right  aide ;  outline  and 

attachment  area*.    (Gerrisb.)  attachment  areas.    (Oerrlah.) 


i.  e.,  it  slips  downward  and  forward  and  turns  inward,  and  at  the 
same  time  the  anterior  extremity  of  the  os  calcis  turns  slightly 
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The  calf  miucle.    The  plantar  flexor. 
UaMrDcnemius  of  right  aide :  outline  and  Soleus  of  right  aide ;  outline  and  attaeh- 

attachment  areas.    (Gerriab.)  mentareaa.    (Oeirlih.) 
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inward  and  downward,  and  its  inner  border  is  depressed.     Corre- 
sponding to  this  movement,  as   the  inner  border  of  the  foot 
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The  direct  abductots. 
Peronetu  longus  of  right  side ;  outline  Peroneat  brevls  of  right  dde ;  outline  and 

and  attachment  areai.    (Genish.)  attachment  areaa.    (Gerrlah.) 


becomes  straight  or  bulg&s  inward,  the  navicular  is  forced  forward 
and  downward  and  the  longitudinal  arch  is  depressed.     As  has 
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Tbe  moet  important  adductor. 
Tlblallii  po<terior  of  right 
■Ide ;  ootline  and  attachment 
area*.  The  moat  of  tbe  muscle 
la  repreiiented  ai  if  teen 
through  the  bonee.   (Oerrisb.) 


been  mentioned,  the  taming  of  the  leg 
inward  and  the  corresponding  turning  of 
the  foot  outward  in  its  relation  to  it  locks 
in  a  manner  the  ankle-joint,  and  at  the 
same  time  throws  the  strain  upon  the  liga- 
ments, so  that  standing  in  the  erect  posture 
is  posuble  with  but  little  muscular  exertion 
(Fig.  396). 

To  put  it  in  a  simpler  manner,  the  leg 
supporting  the  weight  of  the  body  has  a 
tendency  to  tilt  the  foot  over  toward  the 
inner  side  and  to  evert  the  sole ;  thus,  un- 
der increasing  superincumbent  weight,  the 
point  of  greatest  pressure  on  tbe  sole  shifts 
from  its  centre  and  outer  border  toward 
the  inner  border.  If,  on  the  other  hand, 
the  body  is  raised  upon  the  toes,  the  arch 
is  relieved  from  strain  and  the  weight  falls 
upon  the  front  and  outer  part  of  the  foot. 
Plantar  flexion  and  adduction  represent, 
as  contrasted  with  the  passive  attitude  of 
supporting  weight,  the  attitude  of  activity 
in  which  the  foot  is  supported  and  con- 
trolled by  the  muscles. 

The  Function  of  the  MoscleB.  The 
most  important  function  of  the  dorsal 
flexors  is  to  lift  the  foot  as  it  is  swung  for- 
ward of  the  plantar  flexors,  to  serve  in  the 
active  propulsion  of  the  body.  The  differ- 
ence in  function  is  shown  by  the  relative 
strength  of  the  two  groups,  the  plantar 
flexors  being  five  times  the  stronger;  in 
fact,  the  calf  muscle  (gastrocnemius  and 
soleus)  alone  is  three  times  as  strong  as  all 
the  other  muscles  of  the  foot  combined. 
It  is  practically  the  leverage  muscle,  the 
others  serving  more  especially  to  fix  and  to 
hold  the  forefoot,  or  fulcrum,  in  its  proper 
relation  to  the  leg.  It  is  also  a  powerful 
adductor  and  supinator  of  the  foot  in  the 
attitude  of  plantar  flexion  (Figs.  387  and 
388). 

The  muscles  that  most  directly  support 
the  inner  arch  of  the  foot  are  the  tibialis 
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posticus  and  tibialis  anticus,  whose  tendons  meet  in  their  in- 
sertions in  front  of  the  astragalus  in  the  form  of  a  V.  The 
tibialis  anticus  supports  the  internal  border  of  the  foot  from 
above,  and  is  the  direct  supinator  of  the  foot  in  dorsal  flexion 
— that  is,  if  unopposed  it  elevates  the  inner  border  of  the  foot, 
when  it  acts  as  a  dorsiilexor.  The  tibialis  posticus  is  the  most 
powerful  adductor  (Figs.  385  and  391).  The  extensor  longus 
hallucis  is  an  adjunct  of  the  tibialis  anticus  in  its  action  on  the 
foot  as  a  whole.  The  extensor  longus  digitorum,  including  the 
peroneus  tertius,  is  a  dorsal  flexor  and  abductor. 

The  flexor  longus  hallucis,  passing  directly  beneath  the  sus- 
tentaculum tali,  aids  in  supporting  the  weak  part  of  the  foot  and 
its  position  demonstrates  the  importance  of  the  proper  functional 
use  of  the  great  toe  (Fig.  395). 

The  peroneus  longus  and  brevis  support  the  outer  arch,  and 
the  former  binds  the  foot  together  and  holds  the  great  toe  firmly 
against  the  ground ;  thus  it  indirectly  supports  the  longitudinal 
arch  against  direct  pressure  (Figs.  389  and  390).  They  also  serve 
as  abductors  and  pronators. 

The  relative  strength  of  the  muscles  and  their  functions  is 
shown  in  the  following  tables  :' 

Dorsal  Flexoes  of  the  Foot;  Strength  Reckoned  in  Kilo- 
orammetres. 

Tibialis  antlcns 0.871 

Eztenaor  long^ug  digitorum 0.280 

Extensor  longus  pollida O.ISS 

Peroneus  tertius 0.087 

1.393 

Plantar  Flexors. 

Tbecalt  fSoIens 3.256 

muscle.   I  Gastrocnemius 2.831 

Flexor  longus  poUids 0.218 

Peroneus  longus 0.1)8 

TlblaUs  posticus  COM 

Flexor  longus  digitorum 0.078 

Peroneus  brevis 0.066 

6.6S0 

Relative  Strength  of  the  Supinators  of  the  Subastraoaloid 

Joint. 

Weight  qf  the 
Strength.  mutelei. 

Soleus 1.021  157.0  grammes. 

Gastrocnemius 0.709  1200        " 

Tibialis  posticus 0.337  89.6 

Flexor  longus  poUicis 0.172  83.2 

Flexor  longus  digitorum 0.123  12.3        " 

2^62  862.1 

>  Ueber  die  Arbeltsleistung  der  aufdte  Fusagelenke  Wlrkenden  Mnskeln,  R.  Fick,  Leipzig, 
1892. 
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Relative  Stbenoth  of  the  Pbonatobs  or  the  Scbastbaoaloid 

JOIKT. 

strength.  muiela. 

PeroneuB  longui OJtK  24.0gnnunei. 

FeroQeus  brevls 0.192  10.5        " 

Extensor  longasdlgltorom       ....  aiM  18.2       " 

Peroneus  tertlus 0.007  8.6       " 

Extensor  longus  poUidf 0.041>  12J1        " 

TlbiaUs  anUciu 0021  49.2       " 

Relative  Stbength  of  the  SapiNAToaa  of  tbe  Mediotabsal  Joint. 

Tibialis  anttctu 0.288 

Tibialis  postlcos 0.078 

Flexor  longns  poUiols O.OM 

Flexor  longus  dlgitomm 0.08S 

Extensor  longns  polUoIs 0.080 

0.418 

Relative  Stbenoth  of  the  Pbonatobs  of  the  Mediotabsal  Joint. 

Peroneos  longus 0.162 

PeroneoB  brevis 0.090 

Extensor  longus  dlgitorum 0.085 

Peroneus  teiUus 0.088 

0.870 

It  will  be  noticed  that  the  strength  of  the  pronators  and 
supinators  (abductors  and  adductors)  of  the  mediotarsal  joint  is 
nearly  equal,  and  that  the  great  preponderance  of  power  of  the 
supinators  of  the  subastragaloid  joint  is  owing  to  the  fact  that  the 
calf  muscle  is  a  supinator.  When  the  foot  is  at  a  right  angle 
with  the  leg,  the  power  of  the  calf  muscle  not  being  utilized,  the 
pronators  are  stronger  than  the  supinators.  It  will  be  noticed,  also, 
that  the  tibialis  anticus  muscle,  which  supinates  the  mediotarsal 
joint,  is  reckoned  among  the  pronators  of  the  subastragaloid  joint. 

The  Foot  Considered  as  a  Mechanism.  In  the  study  of  the 
deformities,  and  particularly  of  the  functional  weaknesses  of  the 
foot,  one  must  never  lose  sight  of  the  fact  that  it  is  a  mechanism, 
subject  to  mechanical  laws,  and  that  its  deformities  and  disa- 
bilities, its  relative  strength  or  weakness,  may  be  best  appreciated 
by  comparing  it  with  the  normal  standard.  As  in  other  machines, 
marked  deformity  or  distortion  is  evident  at  a  glance,  even  though 
the  apparatus  is  not  in  use,  but  functional  ability  can  be  judged 
only  by  the  manner  in  which  active  work  is  performed. 

As  has  been  stated,  the  foot  is,  in  activity,  a  lever,  by  means 
of  which  the  weight  of  the  body  is  lifted  and  propelled.  If  it  is 
loosely  constructed  or  insufficiently  supported  by  the  ligaments, 
it  is  evident  that  it  cannot  be  properly  controlled  by  the  muscles. 
If,  on  the  other  hand,  the  muscular  power  is  insufficient,  it  is 
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evident,   also,  that  the  weight  of  the  body  cannot  be  lifted  and 
properly  balanced  npon  it.     The  structure  of  the  foot  may  be 


FIO.  892. 


FlO.  398. 


Ezteasor  propriaa  hallucis  of  right  side ;  out-   Extensor  longiu  digltonim  of  right  side ;  out- 
line and  attachment  areas.    (Qerrish.)  line  and  attachment  areas.    (Qenlsb. 

normal,  and  its  muscles  may  be  of  normal  strength,  yet  the  strain 
placed  upon  it  may  be  disproportionately  great.  The  strain  may 
be  over^veight  of  body,  or  the  overAvork  of  a  laborious  occupation, 


FlO.  894. 


Ro.  n& 
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Flexor  longuH  dlfiitoram  or  rlKht  side: 
outline  and  aiUcbment  areas,  Tnemuiicle 
li  represented  as  seen  from  In  ft'ont  through 
the  bones.    (Gerrish.) 


Flexor  longus  hallaols  of  right  side; 
outline  and  attachment  areas.  The 
muKle  Is  represented  as  seen  ttmn  the 
front  through  the  bones.    (Gerttsb.) 
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but  more  often  the  machine  is  overworked  simply  because  it  is 
subjected  to  mechanical  disadvantages  in  the  performance  of  its 
functions,  by  the  assumption  of  improper  attitudes. 

One  of  the  most  common  of  such  attitudes  is,  as  has  been 
mentioned,  that  of  turning  the  feet  outward  in  walking ;  for  as 
the  fulcrum  is  displaced  outward,  the  strain  falls  through  the 
inner  and  weaker  side  of  the  foot.  As  a  consequence  of  the 
improper  attitude  there  is  usually,  to  a  greater  or  less  degree,  dis- 


FlO.  396. 


Fig.  3»7. 


Ad  attitude  that  simulates  the  flat-foot. 
(See  Fig.  897.) 


Fig.  897,  rompared  with  Fig.  396, 
Illustrates  the  voluntary  protection  of 
the  foot  from  overstrain. 


use  of  the  active  leverage  function  of  the  foot ;  the  active  lift'of 
the  calf  muscle  is  replaced  by  exaggerated  flexion  at  the  knee, 
the  foot  being  used  somewhat  as  if  it  were  a  movable  pedestal 
(Fig.  380). 

This  disuse  of  the  active  attitudes  may  be  unnecessary,  just  as 
the  outward  rotation  of  the  feet  with  which  it  is  associated  is  a 
habit,  a  habit  that  is  often  the  result  of  improper  teaching.  On 
the  other  hand,  the  habitual  assumption  of  the  passive  attitude 
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may  be  induced  by  injury  or  diaetise  of  the  foot,  or  by  corns  or 
bunions,  or  by  improper  shoes. 


FlO.  S98. 
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Typical  •■flat-foot"  of  moderate  dogree, 
lUuBlrating  the  oomponeui  elements  of  ab- 
duction and  depremliin  of  the  arch. 


Under  such  conditions  the  strain 
of  tlie  leverage  function  increases 
the  discomfort;  consequently  it 
is  discontinued.  It  must  not  be 
inferretl  tiiat  such  improper  at- 
titudes lead  directly  to  weakness 
iind  discomfort,  for  in  most  in- 
stances an  ungraceful  c^irriage 
and  gait  arc  the  only  ill  effects. 
The  iiuiirojMT  attitudes  must, 
however,  lessen  the  power  and 
resistance  of  tlie  foot,  and  they 
must  l)e  reckoned,  therefore, 
among  the  predisposing  causes 
of  disability  and  defonuity. 

The  passive  attitude,  it  will 
be  reineinl>ered,  is  the  attitude  of 
rest,  in  which  the  ligaments  bear  the  greater  part  of  the  strain 
and  in  which  the  arches  of  the  f<M)t  are  ilepressed  or  obliterated. 

The  Weak  Foot. 

Synonyms.     Splay-foot,  flat-foot. 

The  intnxliictor)'  pages  lead  naturally  to  the  consideration  of 
the  most  iuijK)rtant  of  the  actjuired  disabilities  of  the  foot,  a  dis- 
ability whose  most  important  characteristic  in  the  mildest  and  in 
tiie  ntost  advanced  type  is  the  pirxistcnvc  of  tfw  pintnive  attitude, 
or  an  approxiniiition  to  it,  in  place  of  active  motion  and  alterna- 
tion of  posture.  IHsnse  of  function  is  followed  by  restriction  of 
motion,  particularly  in  the  rsuige  of  adduction  and  plantar  flexion, 
and  finally  by  persistent  deformity,  a  deformity  which  is  simply 
an  e.xaggeration  of  the  nonual  posture  assumeil  when  the  fo«it 
supjwrts  weight  (Fig.  39'i).  This  is  tlie  so-<';illed  thit-foot  (Fig. 
398).  At  first  glance  it  may  .seem  that  the  dejyression  of  the 
arch  is  the  most  noticeable  iveculiarity  in  a  wcll-marke<l  case  of 
flat-foot,  and  that  tlie  jiojiular  name  is,  therefore,  an  appropriate 
one,  but  on  closer  examination  it  will  be  evident  that  the  normal 
relation  between  the  leg  and  the  fwit  is  changed.  This  chaiigi', 
which,  from  the  functional  standjwint,  is  of  far  greater  impor- 
tance than  the  depth  of  the  arch,  may  be  analyzed  as  follows  : 

Anatomy.  1.  The  leg  is  displaced  inward,  so  that  the  weight 
falls  upon  the  inner  side  i>f  the  foot.      "2.  The  leg  is    njtnte*! 
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inward,  so  that  a  line  drawn  through  its  centre,  prolonged  from 
the  crest  of  the  tibia,  instead  of  falling  over  the  second  toe  now 
points  inside  the  great  toe,  or  even  over  the  centre  of  the  internal 
border  of  the  foot  (Figs.  398  and  401). 

It  has  been  stated  that  under  normal  conditions,  in  the  act  of 
passive  weight  bearing,  the  astragalus  rotates  downward  and 
inward  upon  the  os  calcis,  depressing  its  anterior  and  internal 
border  until  the  movement  is  checked  by  the  strong  ligaments 
connecting  the  bones,  the  calcaneonavicular,  the  deltoid,  and  the 
interosseus ;  in  other  words,  the  1^  has  a  tendency  to  slip  down- 
ward and  inward  from  off  the  foot.  In  the  weak  foot  this 
inclination  has  become  an  accomplished  fact,  for  the  normal 
movement  has  become  so  exaggerated  by  the  distention  of  the 
ligaments  and  by  the  weakness  of  the  supporting  muscles  that 
an  actual  subluxation  is  present.     The  astragalus  has  rotated  and 


Fra.  S99. 


Fto.  400. 


The  relation  of  the  aatnigalua  to  the 
OS  calcis. 


The  relation  of  the  astragalui  and  oa 
calcis  In  flat-foot. 


slipped  far  to  the  inner  side  of  its  normal  position,  to  an  attitude 
of  exaggerated  rotation  and  plantar  flexion,  so  that  its  head  can 
be  plainly  felt  on  the  internal  border  of  the  foot.  The  anterior 
extremity  of  the  os  calcis  is  depressed  and  is  turned  slightly 
inward  and  its  internal  border  is  lowered  (Fig.  400). 

The  navicular  bone  has  been  depressed  with  the  head  of  the 
astragalus,  although  to  a  less  degree,  it  has  been  forced  further 
away  from  the  os  calcis,  and  the  entire  inner  border  of  the  foot 
is  lowered.  Thus  the  depression  of  the  arch  is  always  accom- 
panied and  preceded  by  a  bulging  inward  of  the  inner  side  of  the 
foot. 

The  typical  flat-foot  is,  as  it  were,  broken  in  the  centre  (Fig. 
398),  the  posterior  division  having  turned  inward  and  downward, 
while  the  forefoot  is  forced  downward  and  outward.  The  dislo- 
cation may  be  so  extreme  that  the  entire  sole  of  the  foot  rests 
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upon  the  ground,  and  a  callus  even  may  be  found  at  the  point 
that  usually  represents  the  highest  point  of  the  arch,  which  now 
sujjports  the  greatest  burden. 

In  this  change  of  relation  between  the  bones  the  arched  part 
of  the  foot  or  waist  appears  much  broader  than  normal,  even 
broader  than  the  front  of  the  foot ;  the  heel  projects,  tlie  external 
malleolus  is  de[>ressed  and  earrietl  forward  by  the  rotation  of  the 

leg,  and  is  niuoh  less  prominent 
P'o-  «i-  than    normal  ;     the    internal 

malleolus  is  more  prominent, 
and  with  the  astragalus  it  over- 
hangs the  bearing  surface  of 
the  sale.  The  entire  mechan- 
ism is  twisted  and  out  of  gear  ; 
its  motion  is,  therefore,  very 
much  restricted.  It  is  mani- 
festly impossible  for  the  patient 
to  adduct  the  forefoot  —  that 
is,  to  turn  it  inward  about  the 
liead  of  tlie  displaced  astrag- 
alus. Plantar  He.xiou  is  also 
much  limited,  because  of  the 
persistent  adduction  and  plan- 
tar Ht'xion  of  the  astragalus. 
Dorsal  flexion,  on  the  other 
hand,  although  it  is  actually 
restricted,  may  appear  to  be 
abnormally  free,  becau.se  the 
forefoot  is  abducte<l  and 
slightly  dorsiflexed  upon  the 
head  of  the  astragalus  (Fig, 
3!)«). 

The  disability  and  its  accom- 
panying deformity  are  found 
in  every  grade  of  severity.  Pain  begins  when,  the  support  of  the 
muscles  being  insufficient,  the  ligaments  l>egin  to  give  way  un<ler 
strain,  allowing  the  bones  to  occupy  an  abnormal  relation  to  one 
another.  It  is  evident,  therefore,  that  the  individual  in  wbosA 
foot  the  arch  is  well  formed  and  whose  Ugaments  are  finn,  will 
suffer  from  the  symptoms  of  strain  long  before  the  arch  has  been 
depressed  or  deformity  has  become  apparent ;  also,  that  the  lateral 
inward  bulging,  characteristic  of  advancing  deformity,  must  be 


Weak  fteet,  abowlng  ibe  Inward  roUUon  of 
the  legi  when  the  abducted  fleet  are  placed  aide 
by  aide. 
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very  ^^eat  before  the  arch  is  completely  flattened.  In  this  type 
the  iiromiiient  deformity  is  laternl  ilisplancnient  (valgus).  On 
the  other  hand,  if  the  individual  has  inherited  a  low  arch,  as  is 
characteristic  of  certain  races,  or  if,  as  the  result  of  weakness  in 
early  life,  the  arch  has  been  depressed  or  has  never  formed, 
accommodative  changes  in  the  ijoues  will  have  taken  place  during 
growth,  so  that  the  flat-foot  of  this  type  will  not  he  attendeil  with 
as  much  change  in  its  relation  to  the  leg,  and,  therefore,  disturb- 
ance of  function,  as  in  the  typical  case  that  has  been  described. 
This  latter  class  of  cases  exeni|>lities  the  popular  tyjH'  of  tlat-foot 
that  may  exist  without  pain  or  disability,  and  in  whieli  the  most 
noticeable  peculiarity  is  tlie  obliteration  of  the  arch  (planus). 
(Contrast  Figs.  402  and  404.) 

In  certain  instances  almonnal  laxity  of  ligaments  allows 
deformity  of  the  valgus  type  when  weight  is  borne,  yet  the  foot, 
controlled  by  efficient  muscles, 
may  In-  apparently  normal  in 
functional  al>i!ity,  while  in  other 
cases  in  which  the  ligaments 
are  normal  and  yet  are  subjected 
by  insufficient  nuiscular  protec- 
tion to  overstrain,  disability 
and  pain  may  precede  notice- 
able deformity. 

It  is  evident  that  the  lower- 
ing of  the  arch  is  of  secondary 
inipcirtanee  in  the  dofi)rmity, 
andthat  the  popular  signilieance 
of  painful  flat-foot,  as  an  in- 
herited and  irremediable  weak- 
ness, is  most  misleading.  Yet 
it  seems  to  have  governed  the 
treatment  of  the  disability  until 
very  recently.  On  the  one 
hand,  the  early  cases  were  over- 
looked because  the  foot  was  not  flat,  while  those  in  which  the 
deformity  was  more  advanced  were  simply  neglectetl  or  were 
treated  by  simple  sup|)<)rts  beneath  the  arch  or  by  operation, 
without  regard  (o  the  loss  of  function,  and,  therefore,  without 
liope  of  ultimate  cure. 

As  has  been  stated,  there  is  one  feature  common   to  every 
grade  of  the  so-called  flat-foot :  the  foot  regarded  as  a  machine  is 


Weak  feel,  arch  uuL  depressed. 
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weak  as  compared  to  the  normal  stanJonl — weak  Iiecause  of  the 
persistence  of  the  attitude  of  rest  and  relaxation,  sm  contrasted 
with  that  of  activity  and  strength,  and  weak  because  the  pn)p»T 
relation  between  the  power  and  the  fulcrum  is  changed,  f'.vrn 
the  inherited  flat-foot  or  the  tlat-foot  which  has  never  i-ausetl 
symptoms  is  weak  in  the  sense  that,  in  use,  it  lacks  the  spriu|; 
and  elasticity'  characteristic  of  the  perfect  machine.  The  term 
weak  foot  may  be  used,  then,  to  indicate  all  types  of  the  disa- 
bility. 

In  one  weak  foot  the  arch  has  disappeared  (Fig.  y!*8)  ■  in 
another  weak  fix»t  the  arch  is  of  nonual  deptli,  but  tlic  f«>ot  is 
abducted  or  pronate«l  in  its  relation  to  the  leg  (Fig.  897).  In 
one  csise  the  deformity  appears  only  under  weight :  in  another 
the  foot  is  held  rigidly  in  the  deformed  ]K>sitiou  by  muscular 
spasm.  In  one  instance  there  may  be  great  defonnity  willmut 
paiu;  and  in  another  disabling  weakness  and  puiii  without 
noticeable  deformity.  In  one  case  the  foot  is  unaltle  to  jwrform 
its  functions  because  of  its  inherent  weakness ;  in  another  the 
disability  may  be  due  simply  to  the  improper  use  of  a  normal 
stnieturi,'. 

Pathology.  Supjxjsing  the  foot  to  have  been  nonual  before  it 
began  t<i  break  down,  it  is  evident  that  persistent  deforuiity  could 
not  have  been  acquired  without  uiarkeil  changes  in  it*  internal 
structure.  In  a  general  way  these  changes  have  been  indicate<l 
alrwuly.  The  ligaments  on  the  internal  aspect  of  the  foot  ami  "f 
the  ankle-joint  are  weak  and  disten<led ;  the  luiused  portiotis  of  the 
articular  surfaces  of  the  joints  may  be  denudeil  of  cartilage,  while 
new  facets  may  have  formed  to  accommo«late  the  eliangeil  rela- 
tions of  the  bones.  For  example,  the  external  malleolus  may  be 
in  direct  contact  with  the  os  calcis;  evidences  of  injurj'  and  of 
abnormal  pressure  may  be  found  in  the  thiokenetl  periosteum, 
in  formation  of  osteophytes,  while  the  internal  structure  of  the 
iwnes  has  l)een  changed  in  adtipt^ktion  to  the  tiew  conditioun.  The 
muscles  which  are  no  longer  used  in  tlie  leverage  function,  th<< 
plantar  flexors  and  ad<hictor8,  have  Wcome  «trophi«.iI,  a  ehuugi' 
that  is  made  evident  l)y  the  shrunken  calf.  The  mu-M-k-s  on  the 
inner  border  of  tlie  foot  have  been  overstretche<l,  while  thoM)  i«n 
the  upper  an<l  outer  part  have  bt^ome  8hortene<l  and  tvyntmctwl. 
8uch  a  foot  represents  an  extreme,  it  may  be  an  irremediable 
degree  of  defonnity  ;  but  in  by  far  the  greater  proportion  of  the 
cases  the  pathological  changes  have  not  advancc<l  to  »  stage  that 
rferes  with  successful  treatment. 
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Etiology.  In  all  cases  the  actual  symptoms  of  pain  and  dis- 
ability are  due  to  a  disproportion  between  the  burden  or  strain 
and  the  ability  of  the  machine  to  perform  it. 

This  theory  accounts  for  the  fact  that  the  weak  foot,  although 
very  common  in  childhood,  does  not,  as  a  rule,  cause  troublesome 
symptoms  until  adolescence,  when  the  weight  and  strain  put  upon 
it  are  increased.  It  explains  why  the  foot,  which  may  be  fairly 
normal  in  structure,  breaks  down  often  in  later  adolescence  or 
early  adult  life  when  the  continuous  strain  of  regular  occupation 
is  undertaken.  It  is  evident,  also,  that  an  occupation  that 
induces  a  persistence  of  the  passive  attitude,  that  of  waiters, 
cooks,  and  bartenders,  for  example,  exposes  the  feet  to  greater 
strain  than  one  which  encourages  alternation  of  postures.  And 
that  the  symptoms  are  likely  to  be  more  severe  and  the  deformity 
to  be  greater  among  those  who  are  obliged  to  labor  than  among 
those  who  are  not.  Overwork  or  strain,  of  occupation  or  other- 
wise, may  be  temporarily  disproportionate  because  of  general 
weakness,  as,  for  example,  during  pregnancy  or  after  recovery 
from  exhausting  disease ;  or  because  of  local  injury  or  disease  of 
the  foot  itself  which  weakens  it  directly  or  induces  improper 
attitudes.  On  this  theory  one  may  very  easily  explain  what  has 
proved  such  a  stumbling-block  for  students,  viz.,  that  there  is  no 
constant  relation  between  the  degree  of  deformity  and  the  severity 
of  the  symptoms,  for,  although  all  flat-feet  are  mechanically  weak, 
yet  all  weak  feet  are  not  necessarily  painful  feet.  Pain  is  not 
caused  because  the  foot  is  flat ;  it  is  a  symptom  of  progressive 
deformity  and  of  strain  and  injury  to  the  joints.  The  progress 
of  the  deformity  may  be  temporarily  or  permanently  checked  at 
any  stage,  either  by  removal  of  the  exciting  cause  or  because 
of  the  resistance  of  the  tissues ;  then  the  pain  intermits  or  ceases. 

This  conception  of  the  foot  as  a  mechanism,  of  which  grades 
of  efficiency  may  be  recognized,  has  a  great  advantage,  since  it 
enables  one  to  perceive  wherein  a  foot  is  weak,  even  though  the 
weakness  causes  no  symptoms  whatever,  and  thus  to  prevent  dis- 
comfort and  deformity  by  a  recognition  of  its  predisposing  causes. 
Finally  from  this  standpoint  one  cannot  fail  to  appreciate  the 
importance  of  improper  shoes  in  the  etiology  of  this  and  of  all 
forms  of  acquired  weakness  of  the  feet,  a  subject  to  which 
special  attention  will  be  called  in  another  section. 

Statistics.  A  brief  analysis  of  1000  cases  of  so-called  flat-foot 
treated  at  the  Hospital  for  Ruptured  and  Crippled  will  represent 
fairly  the  points  of  general  interest  in  this  class  of  cases  : 
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The  Age  anh  Sex  of  the  Patients. 

Agt.  MrtU:  Fimalet.  Total. 

Ten  ycnrv  or  lesi 68  SO  9k 

Ten  lo  Onecn    ...                        .        .        .        .  IW  (T  IW 

Fifteen  to  twenty     .        .                             ...  144  8S  ^227 

Twenty  lo  tweuty-flvc    .                                     .       .  »4  63  147 

Twenty-tlve  to  thirty 68  41  109 

More  than  tbirty 182  88  220 

«16        »2         1000 
Footaflteted:  right.  133;  left,  138;  both,  720. 

In  58  cases  the  cause  of  the  disability  appearwl  to  be  injury, 
and  in  fiT)  instances  it  was,  apparently,  due  to  rheumatism  or  to 
rheumatoid  arthriti.s.  The  symptoms  usually  a}>pear  tiiist  in  one 
foot,  and,  a.s  a  rule,  they  are  at  all  times  more  marked  on  one 
side.  Of  'yfiW  instances,  in  which  the  duration  of  symptoms  \ra3 
reconle*!,  it  was  six  months  or  Ic^^s  iu  409. 

The  age  of  the  patients  is  of  interest  as  bearing  on  the  question 
of  prognosis  ;  4'2<)  were  between  ten  and  twenty  years  of  age,  and 
780  were  less  than  thirty. 

Hospital  statistics  cannot  adetjiiately  represent  the  subject,  for, 
as  a  nde,  it  is  because  of  disability  and  pain  ttiat  these  patients 
apply  for  treatment.  In  the  larger  proportion  of  the  cases 
recorded  muscular  spasm  and  rigidity  were  present,  in  234 
instances  to  such  a.  degree  that  forcible  overcorrection  was 
advised — an  operation  rarely  necessary  iu  private  practice. 

It  is  in  childhood  that  the  prevention  of  subsequent  weakness 
and  deformity  is  of  the  first  importance,  yet  but  98  children  of 
ten  years  of  age  or  less  are  reirorde<l,  and  many  of  these  were 
brought,  not  for  weakness  or  deformity,  but  for  treatment  of  the 
symptomatic  in-toeing. 

Symptoms.  As  has  been  stated,  the  symptoms  of  the  weak 
ft>ot,  although  similar  in  type,  vary  in  severity  according  to  the 
local  condition  and  the  disturbance  of  function,  the  work  to  be 
j)erformed,  and  the  susceptibility  of  the  individual.  The  earliest 
symptom  is  usually  a  seusation  of  weakuess ;  the  patient  l>egins 
to  recognize  as  familiar  a  feeling  of  discomfort,  of  tire  and  strain 
about  the  inner  side  of  the  foot  and  ankle  ;  sometimes  after  long 
standing  a  dull  ache  in  the  calf  of  the  leg  or  paiu  at  the  knee, 
hip,  or  in  the  lumbar  region,  symptoms  more  common  in  women 
than  in  men  ;  or  sifter  overexertion  a  momentarj'  sharp  pain  radi- 
ating from  the  point  of  weakness  ;  thus  the  patieut  often  ilates  tlie 
history  of  his  trouble  from  a  long  walk  or  other  form  of  over- 
work. After  a  time  the  patient  may  become  aware  that  he  is  aocom- 
modatiug  his  habits  to  his  feet;  he  rides  when  he  once  walketl ;  he 


DISABILITIES  AND  DEFORMITIES  OF  THE  FOOT.     671 

sits  when  he  once  stood ;  he  no  longer  runs  up  or  down  stairs  or 
jumps  off  the  street-car.  His  feet  have  lost  their  spring,  as  he 
expresses  it,  which  means  that  the  foot  is  no  longer  supported  and 
controlled  by  muscular  activity  and  is  no  longer  used  as  a  lever. 
Not  infrequently  early  symptoms  are  pain  and  tenderness  at  the 
centre  of  the  heel,  explained  in  part  by  the  jarring  heel  walk  which 
is  always  assumed  when  the  foot  is  weak,  and  in  part  by  the  strain 
upon  the  attachments  of  the  deep  plantar  ligaments.  The  patient 
may  complain  that  he  cannot  buy  comfortable  shoes ;  the  reason 
is  that  the  weak  foot  under  use  is  changed  in  shape,  so  that  the 
shoe  that  was  comfortable  in  the  morning  compresses  the  foot 
painfully  at  night ;  thus  increasing  discomfort  from  corns,  bunions, 
painful  great  toe-joints,  and  deformities  of  the  toes  is  experienced. 
Coldness  and  numbness,  congestion  and  increased  perspiration, 
caused  by  the  impaired  circulation  and  weakness,  are  common 
symptoms  in  this  class  of  cases.  Actual  pain  is,  as  a  rule,  felt 
only  when  the  foot  is  in  use ;  it  ceases  under  temporary  rest  or 
relief  from  disproportionate  work,  and  it  is  this  remittance  of 
symptoms,  together  with  the  fact  that  the  discomfort  is  usually 
more  marked  in  damp  weather,  that  leads  so  often  to  the  mistaken 
diagnosis  of  rheumatism.  The  foot  is  weak  and  vulnerable ;  the 
patient  recognizes  the  fact  that  he  has  what  he  speaks  of  as  a 
weak  ankle,  or  sprain,  or  gout,  or  rheumatism,  but  if  he  has 
accommodated  himself  to  the  weakness  but  little  discomfort  is 
experienced.  In  many  instances  such  relief  or  accommodation  is 
impossible,  and  it  is,  therefore,  among  the  working  class  that  one 
oftener  sees  the  frank  and  rapid  development  of  the  disability 
and  deformity.  The  range  of  motion  becomes  more  and  more 
restricted  ;  the  habitual  attitude,  at  first  exaggerated  to  deformity 
only  under  the  influence  of  the  weight  of  the  body,  remains  as  a 
permanent  displacement  of  the  bones.  The  weak  and  dislocated 
foot  is  subjected  to  constant  injury,  to  what  may  be  likened  to  a 
succession  of  slight  sprains,  so  that  local  congestion,  tenderness, 
and  swelling  may  appear  together  with  muscular  spasm,  rigidity, 
and  pain  on  passive  motion.  Because  of  this  rigidity  of  the  foot, 
which  has  lost  the  power  to  accommodate  itself  to  inequalities  of 
the  surface,  the  patient  dreads  to  cross  a  rough  pavement,  for 
every  misstep  is  a  source  of  pain.  Another  symptom,  the  dis- 
comfort felt  in  changing  from  a  position  of  rest  to  activity, 
which  is  usually  present  in  slight  degree  at  every  stage,  now 
becomes  more  prominent.  The  patient,  after  sitting  or  on  rising 
in  the  morning,  is  unable  to  walk,  but  staggers  or  limps  for 
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several  minutea,  a  symptom  explainec!  by  the  fact  that  when  the 
foot  is  at  rest  there  is  a  partial  reposition  of  the  displaced  bones, 
which  must  again  be  forced  into  the  deformed  posture  that  has 
become  habitiiul.  The  local  teudcrnes-s  and  imi.scular  spas^m  arc 
increased  by  use,  so  that  the  patient  may  have  difficulty  in 
removing  the  shoe  at  night,  and  the  symptoms  relieveil  by  the 
rest  of  Sunday  become  progressively  worse  during  the  week. 
The  pain  and  discomfort  are  more  general  in  character,  and  are 
often  referred  to  the  dorsum  of  the  foot,  representing  muscidar 
rigidity  and  tension,  aud  to  the  ankle  where  the  external  malle- 
olus is  grinding  out  a  facet  in  the  projecting  os  calois.  The 
patient  may  now  complain  i»f  discomfort  in  the  feet  and  cramps 
in  the  legs,  even  when  in  Iwd,  and  the  appeaniuce  of  weakness, 
awkwardness,  and  depression  i>f  spirits  may  be  so  noticeable 
that  the  case  is  sometimes  mistaken  for  serious  disease  of  the 
nervous  system. 

The  appearance  of  such  a  foot  has  already  been  described,  and 
the  effect  of  the  deformity  on  its  functions  should  be  evident. 
The  gait  is  slouchy  and  cloddy,  what  has  been  spoken  of  as  the 
pedestal  walk  ;  the  feet  are  simply  puslie<l  by  one  another,  in 
the  attitude  of  eversion,  the  knees  are  slightly  flexeil  and  the 
weight  is  borue  entirely  upon  the  posterior  segment  of  the  foot. 
The  muscles  have  atrophied,  the  foot  is  cold  and  congested  from 
its  continued  inactivity,  and  it  is  usually  bathed  in  perspiration. 
A  certain  ntugc  of  motion  remains  at  the  ankle-joint,  but  adduc- 
tion is  absohitcly  restricted  by  the  shortened  and  spasmodically 
contracted  muscles  on  the  outer  and  upper  siu^ace.  This  type 
represents,  of  course,  only  the  severe  variety  that  is  more  likely 
to  be  seen  in  hospital  than  in  private  practice  ;  ami  it  wouK! 
seem,  were  it  not  for  the  evidence  to  the  contrary  which  the 
histories  of  the  patient  present,  that  the  nature  of  the  trouble 
nmst  be  recognized  at  a  glance.  But  in  the  milder  and  earlier 
cases  the  diagnosis  is  not  always  so  easily  made. 

Diagnosis.  In  all  cases  of  suspected  weakness  of  the  foot  a 
thorough  aud  orderly  examination  shonld  be  made,  not  only  of 
its  apitearanee,  but  also  of  its  functional  ability  and  of  the  manner 
in  which  it  is  used.  Such  an  examination  is  not  merely  for  the 
puqiose  of  diagnosis,  which  is  usually  apparent,  but  in  order  that 
the  amount  and  character  of  the  temporary  or  permanent  changes 
in  structure  and  function  may  be  properly  estimatetl. 

Attitudes.  One  begins  the  examination  by  noting  the  manner 
of  stimding  and  walking.     The  heel  walk,  the  exaggerated  turn- 
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ing  out  of  the  feet,  the  slouchy  gait  in  which  the  leg  is  never 
completely  extended,  in  which  the  power  of  the  calf  muscle  is 
not  applied,  and  in  which  the  essential  postures  of  the  foot  are 
disused,  are  all  elements  of  weakness  that  should  be  corrected 
whether  they  cause  symptoms  or  not. 

Distribution  of  Weight  and  Strain.  The  distribution  of  the 
weight  of  the  body  and  the  habitual  use  of  the  foot  are  often 
made  evident  by  examining  the  worn  shoe.  If  it  is  bulged  inward 
at  the  arch  or  worn  away  on  the  inner  side  of  the  sole  it  shows 
weakness  (Fig.  405).  The  same  observations  are  then  made  on 
the  bare  feet,  particular  attention  being  paid  to  the  line  of  strain 
or  leverage ;  thus  a  line  drawn  down  to  the  crest  of  the  tibia  from 
the  centre  of  the  patella,  continued  over  the  foot,  should  meet  the 
interval  between  the  second  and  third  toes ;  if  it  falls  over  or 
inside  the  great  toe,  it  shows  that  the  foot  is  working  at  a 
disadvantage  (Fig.  401). 

Contour.  The  contour  of  the  foot  should  then  be  examined ; 
its  internal  border  should  curve  slightly  outward,  so  that  if  the 
feet  are  placed  side  by  side  with  the  toes  and  heels  in  apposition 
a  slight  interval  remains  between  them ;  if  this  slight  concavity 
is  replaced  by  a  noticeable  convexity  when  weight  is  borne  the 
foot  is  weak  (Fig.  402).  This  change  in  contour  is  the  earliest 
and  sometimes  the  only  evidence  of  deformity.  The  arch  of  the 
foot,  properly  protected  by  the  muscles  and  by  a  proper  attitude, 
sinks  but  slightly  under  weight ;  there  is  a  slight  elasticity  only, 
as  the  strain  is  thrown  more  to  the  inner  side  of  the  median  line, 
and  if  the  depression  is  marked  it  shows  weakness. 

Bearing  Sur&ce.  The  exact  amount  of  bearing  surface  may  be 
shown  by  an  imprint  upon  carbon  paper  or  by  smearing  the  sole 
with  vaseline;  then,  as  the  patient  stands  upon  a  sheet  of  white 
paper,  the  outline  of  the  foot  should  be  traced  so  that  the  relative 
size  of  the  imprint  to  that  of  the  foot  may  be  shown  and  compared 
with  the  normal  standard. 

Another  method  is  that  suggested  by  Lovett.  The  patient 
stands  upon  a  square  of  plate  glass  fixed  in  a  table,  so  that  by 
means  of  a  mirror  beneath  the  bearing  surface  may  be  examined 
under  different  degrees  of  pressure  and  in  different  attitudes 
(Fig.  407). 

Tlie  Bange  of  Motion.  The  balance  of  the  foot,  as  shown  by 
the  range  of  motion,  is  next  to  be  tested,  for  its  limitation  is  one 
of  the  earliest  signs  of  improper  attitudes  and  of  weakness.  This 
range  of  motion  varies  somewhat  within  normal  limits  ;   it  is 
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usually  greater  in  childhood  than  in  adult  life,  greater  in  the 
slender  than  in  the  massive  foot,  and  greater  in  the  foot  oaed 
properly  than  in  une  that  is  not.  The  first  test  is  applied  to 
simple  dorsal  and  plantar  Hexion  ;  the  leg  must  be  fully  cxtemied 
at  the  knee ;  the  line  of  strain  must  be  in  its  normal  relation,  M 
that  the  foot  may  l>e  neitlier  adducted  nor  abducted,  and  the 
observation  must  be  made  on  its  outer  l)order. 

In  this  position  the  patieut  should  be  able  to  flex  the  foot  from 
ten  to  twenty  degrees  less  than  the  right  angle,  and  to  extend  it 
from  forty  to  fifty  degrees  beyond  the  right  angle,  the  range  of 
motion  being  from  fifty  to  sixty  degrees  (Figs.  3f*l  and  ;182). 

By  far  the  most  important  test  is  that  of  the  power  of  adduc- 
tion or  inversion  of  the  foot,  the  test  of  the  mediottirsal  and 
Bubastragnloid  joints,  a  motion  in  which  the  os  cAJcis  is  dmxrn 
forward  and  inward  under  the  astragalus,  while  tl»e  forefoot  is 
flexed  about  its  head.  Witli  the  leg  extende<l  and  the  patella  in 
the  median  line  tlie  foot  is  turned  inward  as  far  as  possible;  the 
elevation  of  its  inner  border  or  supination  and  the  turning  in  of 
the  heel  are  well  illustrate<l  in  Fig.  38.") ;  the  actual  ning<'  of 
adduction  is  somewhat  diHicult  to  measure,  but  it  is  alK>ut  thirty 
degrees.  Even  the  mild  and  early  cases  of  weak  foot  nsimlly 
show  some  limitation  of  this  most  imporUint  motion,  and  in  many 
instances  it  is  completely  lost,  the  patient  turning  the  entire  leg 
in  the  effort  to  adduct  the  foot.  The  less  imp<jrtAnt  motion  of 
abduction  may  be  tested  also  (Fig.  384) ;  its  range  is  alv^ut  half 
that  of  ad<luction,  so,  also,  the  range  of  supination  or  inversion  of 
the  sole  is  nearly  twic'c  as  groat  as  that  of  pronation  or  eversion 
of  the  sole.  In  other  wonls,  the  internal  l>order  of  the  foot  can 
be  raised  twice  as  far  from  the  flix)r  as  can  the  external  border. 
The  range  of  passive  motion  is  then  teste<i  by  pushing  the  foot  in 
all  directions.  The  range  of  dorsal  flexion  is  from  five  to  ten 
degrees  lieyond  that  of  voluntary  motion,  while  passive  exteusioD, 
so  far  as  it  applies  to  the  ankle-joint,  is  about  the  same  as  the 
voluntary,  although  tiie  forefoot  may  be  still  farther  bent  doim- 
ward  at  the  meiliotarsnl  joint.  The  limit  of  passive  adduction  w 
considerublv  bevoiid  tiiat  of  voluntary  inversion.' 

Passive  motion  serves  several  purpose* ;  contrasted  with  the 


<  Aa  addaoUon  and  lupluiUoa  ■iid  abdocUon  and  pronsUoa  •»  »)wa)r*cainMn«d.  oo* 
tenn  t-   "^    '  '  — '  —  '"the  mnveraent  Inward  or  outwri-'     •' ■•-   -......_., ^.-    rnwajja  a^ittitf' 

Uiiii .  iruiiHiloii.    A  llxed  itiiiiiide '"  <on  U  aaUail 

?arui  ■  if  abdnftiiin  and  pronation  l»  <  'I'l  Talgistlc- 

nlty,  tliert;r»r«.  dulxnntly.  Tbiu  Ibu  term  valjciui.  alUiouxU  li  may  Ix  (truparly  appltod  la 
CttigO^Ui  the  deformity  of  weak  foot,  in  luunlly  retervcd  lor  ibe  mar*  t&ImM  •ttMoKloa  ct 
i>U|Mi.   (8Mr>ci.  asiandaM.; 
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range  of  voluntary  motion  it  shows  the  habitual  use  of  the  foot, 
since  the  motion  least  used  is  most  limited.  It  also  makes  evi- 
dent the  slight  restriction  of  motion  and  the  presence  of  local 
tenderness,  which,  even  in  early  cases,  are  usually  present. 
Thus,  if  pressure  is  made  just  in  front  of  and  below  the  internal 
malleolus,  at  the  astragalonavicular  junction,  and  if  at  the  same 
time  the  foot  is  forcibly  adducted,  the  patient  will  complain  of 
pain  at  the  point  of  pressure  and  of  a  feeling  of  constriction  and 
tension  about  the  dorsum  of  the  foot  before  the  normal  limit  of 
motion  is  reached.  When  the  foot  is  dorsiflexed  the  plantar 
fascia  is  put  upon  the  stretch,  and  its  condition  may  be  noted, 
for  a  contracted  and  sensitive  plantar  fascia  may  cause  sufGcient 
discomfort  to  induce  improper  attitudes  and  thus  it  may  predis- 
pose to  further  disability. 

Varieties.  This  mode  of  examination  will  demonstrate  the 
disability,  and  the  secondary  changes  in  the  mechanism,  which 
must  be  overcome  before  a  cure  can  be  accomplished.  By  it  one 
will  learn  to  recognize  several  grades  of  weak  foot : 

1.  The  normal  foot  improperly  used,  as  shown  by  the  manner 
of  standing  and  walking  (Fig.  375).    ' 

2.  The  foot,  which  because  of  laxity  of  ligaments  or  insufficient 
muscular  support,  is  forced  by  the  weight  of  the  body  into  an 
attitude  of  deformity  ;  that  is,  in  which  the  foot  under  weight 
falls  into  an  abnormal  attitude  of  abduction  in  its  relation  to  the 
1^,  as  evidenced  by  the  inward  projection  of  its  inner  border  and 
by  the  overhanging  internal  malleolus,  showing  that  the  leg  has 
been  displaced  inward  on  the  foot.  As  a  rule,  there  is  sufficient 
laxity  of  ligaments  to  allow  a  depression  of  the  arch,  as  shown  by 
the  imprint,  but  in  other  instances,  although  the  arch  seems  lower 
because  of  the  cliaracteristic  attitude  of  pronation,  in  which  the 
1^,  as  it  were,  overhangs  the  foot,  yet  the  imprint  shows  that 
there  is  no  increase  in  the  area  of  bearing  surface.  Indeed,  if  the 
eversion  is  sufficient  to  raise  the  outer  border  of  the  foot,  this  may 
be  even  smaller  than  normal ;  thus,  an  individual  may  suffer  from 
so-called  flat-foot  whose  arch  is  actually  exaggerated  (Fig.  397). 

3.  The  weak  foot,  which  shows  typical  deformity  under  use 
and  in  which  the  range  of  voluntary  motion  is  somewhat  limited, 
particularly  in  the  direction  of  plantar  flexion  and  adduction. 
Forced  motion  causes  discomfort  and  pain,  indicating  a  certain 
permanent  accommodative  change  in  structure,  which  is  not 
apparent  when  the  foot  is  not  in  use  (Fig.  396). 

4.  The  foot  which  presents  typical  and  permanent  deformity, 
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vrbether  it  is  in  use  or  not.  and  in  which  the  range  of  both  volnih 
tarv  and  pasave  motion  is  moch  restricted.  In  all  of  these  varieti«s 
the  improper  fonctional  use  of  the  foot,  perticularlv  the  low  d 
acdve  leverage,  i«  very  evident  when  the  patient  walks  (Fig.  40.5). 

LiadtatiaB  of  MatiaB  and  MMrnlar  Spasm.  Limitation  of  motion 
is  caused  bv  the  accommodative  changes  in  structure  to  the 
habitnal  postures  or  to  the  deformitv.  These  are  first  evident  in 
the  muscles  and  ligaments,  and,  finallv,  in  the  articular  surfaces 
of  the  bones.  Added  to  this  underlying  limitation  of  motion 
there  is  usually  a  certain  d^ree  of  muscular  spasm,  which  varies 
in  degree  with  the  local  congestion,  irritation,  and  inflammation 
of  the  joints  and  tissues.  In  the  quiescent  flat-foot  it  maf  be 
absent,  but  on  renewed  injury  or  overwork  of  the  weak  strnctore 
it  again  appears.  It  depends  also  upon  the  irritable  condition  of 
the  overworked  and  contracted  abductor  muscles,  practically  the 
only  group  which  retains  functional  power ;  thus  the  spasm,  as 
has  been  stated  in  describing  the  severe  and  painful  tppe  of  weak 
foot,  is  greater  after  the  day's  use  and  relaxes  somewhat  during  the 
night.  The  degree  of  muscular  spasm  and  rigidity  corresponds 
with  the  intensity  of  the  symptoms,  but  by  no  means  with  the 
depression  of  the  arch  or  with  the  duration  of  the  deformity. 

Extreme  Types  ofWeak  Foot.  l.  Persistent  Abdnctian.  In 
one  type  of  deformity  the  foot  is  twisted  outward  and  upward. 
It  may  be  everted  to  such  an  extent  that  practically  the  weight 
\s  borne  upon  the  heel  and  the  ball  of  the  great  toe.  In  sndi 
instances  the  astragalus,  although  rotated  inward  upon  the 
pronated  os  calcis,  is,  of  course,  not  plantar  flexed  nor  is  the 
anterior  extremity  of  the  os  calcis  depressed.  The  entire  foot  is 
simply  held  in  an  attitude  of  extreme  abduction  and  dorsal  flexion 
by  the  spasm  and  contraction  of  the  flexors  and  abductors,  so  that 
the  leg  must  be  l>ent  at  the  knee  and  inclined  forward  to  bring 
the  sole  to  the  ground.  Such  extreme  cases  are  uncommon. 
They  are  often  the  direct  result  of  injury,  so-called  chronic  sprain. 
IjCss  extreme  examples  of  this  class  are  very  common.  The  foot 
is  simply  turned  to  one  side  (valgus)  and  the  arch  appears  to  be 
(lepresse<l  l)e«iiise  of  the  attitude,  whereas  it  may  be  in  reality 
exaggerate<l  in  depth. 

2.  Pes  Planus.  As  has  been  stated  already,  and  as  is  well- 
known,  there  is  a  type  of  painless  flat-foot  sometimes  called  pes 
planus,  in  which  the  flatness  of  the  foot  is  more  noticeable  than 
the  other  coniiMjnents  of  the  deformity  that  have  been  described. 
This  is  prol>ably  tiio  result  of  inlierited  laxity  of  ligaments  or  of 
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rhachitis  or  other  form  of  aeqiiirecl  weakness  in  early  life,  so  that 
a  normal  arch  was  never  present.  Such  a  foot  controlled  i>y 
normal  muscles  may  be  strong  and  efScient,  but  it  is,  nevertheless, 
deformed,  and  it  is  doubtful  if  its  possessor  ever  could  attain  the 
grace  and  elasticity  of  gait  possible  uuder  normal  conditions.  It 
is  said,  also,  that  a  low  arch  is  normal  in  certain  races,  for 
example,  the  negro,  but  it  is  certain  that  the  American  negro  is 
not  exempt  from  the  pain  aud  disability  incidentsil  to  the  broken- 
downi  foot,  whether  his  arch  was  originally  low  or  not. 

It  is  evident,  of  course,  that  the  l)reaking  down  of  a  properly 
shaped  foot,  provided   with   normal    ligaments,  will  be  attended 

Fio.  va. 


Weak  reut  aud  slight  kiiuckkuees. 


by  greater  pain  and  greater  disability  than  of  one  in  which  the 
arch  was  originally  low  and  of  which  the  ligaments  were  weak, 
because  it  is  during  the  progression  of  the  deformity  and  particu- 
larly in  its  early  stages  that  such  symptoms  are  most  prominent. 
When  the  Ixmes  of  the  arch  rest  upon  the  ground  or  when  final 
stability  has  become  assured,  pain  may  cease,  and  permanent 
awsommodation  to  the  new  conditions  may  increase  the  ability  of 
the  deformed  member.  Such  an  outcome  might  be  quickly 
accomplished  in  the  foot  originally  flat,  while  in  the  other  instance 
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Oat-toeing  and  In-toeing  as  Sjmptui  of  the  Weak  Foot  in 
Childhood.  <>ne  •>£  tbe  m<>>t  freqaeot  of  the  improper  poi^iree 
!•!  that  of  'rxatr^rate'l  outward  iT>tati*>o  of  die  fert.  which  is  no* 
only  an  nnirraceful  attitude,  but  a  direct  cause  of  weakness  as  well. 
The  o{»{jfr-itfr  attitude  of  inward  rotation,  the  so-called  "  pigeon- 
u>t:il  "  walk,  is  mo~t  offensive  to  nebtives  and  friends,  and  it  is 
for  com^-tiori  of  the  attitude  that  the  child  may  be  brought  for 
trKitrnrriit.  Th«:-  attitude  is.  in  many  instances,  a  sign  of  the  weak 
f'Xjt,  for  on  examination  the  bulging  on  the  inner  side,  the  inward 
rr>t'ition  of  the  leg  in  its  relation  to  the  foot,  and  the  depresiwd 
areh  hhow  very  plainly  that  it  is  the  foot  and  not  the  attitude 
that  rr:<|iiire^  treatment ;  in  fact,  the  attitude  is,  in  this  class  of 
ea-*'--,  n.-ally  a  safeguanl  against  increasing  deformity,  and  it  will 
<-orrfK;t  itself  when  ite  cause  is  removed.     Particular  empha!<is  is 


laid  upon  this  point,  which  is  very  generally  overlooked,  because 
the  routine  treatment  of  the  *'  pigeon-toes"  in  these  cases  might 
1k'  the  cause  of  direct  hsirni. 

Weak  Ankles.  ''  Weak  utikle"  is  a  term  jwpularly  applied 
to  the  weak  foot  of  childhood,  in  which  the  foot  is  in  a  position 
of  valgus  when  in  use,  so  that  the  shoe  is  worn  away  on  its  inner 
side.  Weak  ankles  are  verj'  common  in  very  young  children 
and  are  often  one  of  the  results  of  general  weakness  due  to 
defeotivG  assimilation.  At  this  age  tlie  foot  is,  in  addition,  usually 
Hilt  (Fig.  JO.'V),  hut  in  the  valgus  or  weak  ankle  of  later  yciirs 
the  arch  is  often  practically  normal  in  outline. 

Flo.  404. 


OoogenlUl  flkt-fool.    Rigid  ilifiirrnlly  of  an  cxirume  type,  illiulnitlng  the  CompODcnt 
Kbduction  iind  oblileratloii  of  the  arch. 


Outgrown  Joints.  In  older  children  prominent  or  "  out- 
grown "  joints  often  attract  the  mother's  attention  ;  the  internal 
malle<^)li  appear  prominent  l>ecau9e  of  the  position  of  valgus,  or 
becanse  of  the  turning  out  of  the  feet  the  malleoli  may  strike 
against  one  another,  "  interfere,"  and  thus  there  may  be  an  actual 
hypertrophy  of  the  projecting  Iwnes  from  local  irritation. 

Another  type  is  tlie  long,  slender  foot,  in  which  the  navicular 
is  prominent  because  of  the  strain  and  pressure  put  upon  it  by 
the  impro|>er  attitudes;  its  position  is  often  shown  by  the  point 
of  wear  in  the  leather  of  the  shoe  (Fig.  402). 

In  the  weak  foot  of  ehiklbood,  although  restriction  of  voluntary 
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degree  of  compensatory  valgus,  although  it  does  not,  as  a  rule, 
cause  discomfort. 

General  Weakness.  The  direct  effects  of  the  weak  and  pain- 
ful foot  have  been  described  in  detail.  It  must  be  borne  in  mind 
that  the  feet  are  the  foundation  of  the  body,  and  that  an  insecure 
foundation  affecta  the  entire  mechanism.  General  functional 
weakness  and  awkwardness,  the  flat  chest,  round  shoulders,  or 
other  curvatures  of  the  spine,  are 
often  observed  as  accompaniments  '^°-  **• 

or  effects  of  weak  feet.  Thus,  as 
a  rule,  the  systematic  treatment 
of  any  form  of  postural  weakness 
must  include  the  treatment  of  the 
feet  as  well. 

Recapitulation.  The  disability 

and    deformity    of    the    weak    or        Hammer-toe  flat-foot.    (Nlcol^lonl.) 

so-called  flat-foot  are  caused  by 

a  disproportion  between  the  strength  of  the  foot  and  the  weight 

and  strain  to  which  it  is  subjected. 

The  foot  may  be  weakened  by  injury  or  disease;  it  may  be 
overburdened  by  the  body  weight,  or  overstrained  by  laborious 
occupation,  or  the  broken-down  foot  may  be  simply  one  indica- 
tion of  general  bodily  weakness.  It  is  unnecessary  to  enumerate 
all  the  various  factors  that  singly  or  combined  lead  to  this  dis- 
ability. It  may  be  stated,  however,  that  the  weak  foot  is  in 
many  or  most  instances  the  only  disability  that  demands  treat- 
ment. Its  most  constant  predisposing  causes  are  the  direct  injury 
caused  by  improper  shoes  and  the  mechanical  disadvantages  to 
which  it  is  subjected  by  the  assumption  of  improper  attitudes. 

All  weak  or  flat  feet  are  mechanically  weak,  but  all  weak 
feet  are  by  no  means  painful  feet.  Pain,  the  symptom  of  over- 
strain or  injury,  bears  no  definite  relation  to  the  degree  of 
deformity. 

In  certain  instances  exaggeration  of  the  arch  may  be  combined 
with  persistent  abduction  of  the  foot;  in  others,  the  flattening  of 
the  arch  may  be  the  most  noticeable  deformity,  but  in  most  cases 
the  two  are  combined  in  varying  degree.  And  as  each  deformity 
is  an  evidence  of  weakness,  it  seems  hardly  necessary  to  make  a 
radical  distinction  between  the  two,  except  as  regards  prognosis. 
For  the  abduated  foot  in  which  the  arch  is  intact  is  almost  always 
an  acquired  deformity  of  short  duration,  whereas  in  the  case  of 
the  foot  in  which  the  arch  is  obliterated  the  deformity  usually 
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dates  from  early  childhood,  and  it  is,  therefore,  far  less  amenable 
to  treatment  as  far  as  jverfect  cure  is  concerned. 

Treatment.  The  |irinciples  of  the  treatment  which  leads  to 
the  jieniiiinent  cuif  of  the  weak  ami  deformed  foot  are  very 
simple,  but  the  n|i|)lication  varies  somewhat  according  to  tlie 
gra<le  and  dunition  of  tlie  <h'fiirmity.  Tiie  object  of  treatment  is 
to  so  change  the  weak  foot  that  it  may  conform  not  only  in 
contour  but  in  habitual  attitudes  and  in  prnver  of  voluntary 
motion  to  those  of  tlic  normal  foot,  l>ecause  complete  cure  is 
impossible  unless  normal  function  is  regained.  The  first  step 
nuist  be,  therefore,  to  make  passive  motion  free  and  painless  to 
the  normal  limit.  In  other  words,  the  obstructions  to  the  motion 
of  the  machine  must  be  removed  before  the  [Kiwer  can  be  properly 
applied  ;  for  the  increase  of  muscular  strength  and  ability,  on 
which  ultimate  cure  depends,  is  not  possible  while  motion  is 
re8traine<l  by  deformity  or  by  j>ain  or  by  adhesions  or  cxmtrac- 
tions. 

The  weak  foot,  because  of  inefiicient  ligaments  and  muscles 
unable  to  hold  itself  in  [trojver  position,  must  be  supported,  in 
many  instances,  until  regenerative  changes  have  taken  place 
in  its  structure.  Such  support  is  necessary  to  retain  the  joints  in 
normal  position,  and  to  hold  the  weight  in  proper  relation  to  the 
foot,  otherwise  normal  function  is  impossible.  When  these  essen- 
tials are  provided  the  patient  may  cure  himself  by  the  proj)er 
functional  use  of  the  foot  and  by  the  avoidance  of  attitudes 
that  place  it  at  a  disadvantJige. 

It  may  be  well  to  describe,  first,  the  treatment  that  must  be 
applied  to  all  classes  of  weak  foot  in  which  a  cure  is  in  be 
attempted,  and  which  by  itself  is  sufficient  in  the  milder  types, 
l>efore  calling  attention  to  the  modifications  that  may  be  necessary 
in  s[>ecial  cases. 

The  Shoe.  In  practicaUy  all  cases  it  will  \w  necessary  to  ]>ro- 
vide  the  patient  with  a  j)roper  shoe,  for  the  sh<X'  is  usually  the 
direct  cause  of  the  minor  tieformities,  and  indirectly,  in  many 
instjmces,  of  more  serious  disability.  Indeed,  most  of  the 
deformities  and  disabilities  of  the  foot  are  iucitlental  to  civiliza- 
tion and  are,  therefore,  confined  to  the  shoe-wearing  j>eople.  The 
direct  cfFect  of  the  ordinary  shoe  is  to  lessen  the  area  ami  the 
adjustability  of  the  fulcrum  i)y  cramping  the  toes  tugetlier.  Indi- 
rectly it  causes  defonnities — corns,  bunions,  and  the  like — which 
serve  to  make  active  movement  or  leverage  painful,  so  that  it  is 
replace<l  by  the  passive  attitude. 
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The  proper  shoe  should  contain  sufficient  space  for  the  inde- 
pendent movements  of  the  toes.  This  motion  is  illustrated  in  the 
walk  of  the  barefoot  child.  As  the  weight  falls  on  the  foot  the 
toes  spread,  and  as  the  body  is  raised  on  the  foot  they  contract. 
The  important  leverage  action  of  the  great  toe  and  the  support 
afforded  by  it  to  the  arch  of  the  foot  have  been  mentioned  already. 
The  shape  of  the  sole  should  corre- 
spond to  the  shape  of  the  foot  and  the 
heel  should  be  broad  and  low  (Fig. 
407).  It  will  be  noted  that  the  front 
of  the  sole  of  the  shoe  in  the  figure 
(407)  appears  to  be  pointed  slightly 
inward.  Such  a  shoe  aids  in  prevent- 
ing abduction,  and  it  is  therefore  an 
important  adjunct  to  the  brace  in  re- 
straining deformity. 

Baising  the  Inner  Border  of  the  Shoe. 
A  simple  expedient  in  the  treatment 
of  the  weak  foot  and  an  aid  in  balan- 
cing it  properly  is  to  make  the  inner 
border  of  the  sole  and  heel  of  the  shoe 
slightly  thicker  in  order  to  throw  the 
weight  toward  the  outer  side  of  the 
foot.  This  is  of  special  importance 
in  the  treatment  of  the  slighter  degrees 
of  what  is  known  as  weak  ankle,  and 
it  is  always  of  service  in  the  treatment 
of  any  grade  of  weak  foot. 

Attitudes.  The  patient's  attention 
is  then  called  to  the  three  elements  of 
weakness.  He  is  instructed  to  guard 
against  valgus  (Fig.  391)  by  throwing 
the  weight  on  the  outer  side  of  the  foot 
(Fig.  392)  and  to  guard  against  ab- 
duction by  holding  the  feet  jmrallel  with  one  another  in  walking 
(Fig.  374) ;  the  significance  of  the  bulging  on  the  inner  side  of 
the  foot  is  pointed  out  to  him,  and  how  this  may  be  prevented  by 
the  avoidance  of  the  postures  just  indicated,  and  by  aiding  the 
arch  by  the  power  of  the  great  toe.  The  importance  of  leverage 
is  shown  him,  that  he  must  try  to  press  down  the  sole  of  the 
shoe  with  his  toes,  and  employ  the  active  lift  of  the  calf  muscles 
by  fully  extending  the  leg  and  raising  the  body  on  the  foot  from 


The  proper  relation  of  the  aole  to 
the  abape  of  the  foot.  A,  outline  of 
aole :  B,  outline  ol  foot ;  C,  Imprint 
of  foot. 
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time  to  time  (Fig.  374).  FinuUy,  he  must  avoid  long  contiuiuDce 
iu  one  position,  especially  tlio  i>assivc  posture,  which,  even  in  the 
normul  subject,  siniuhitos  the  attitude  and  deformity  of  wiuk  foot. 
Iu  short,  he  must  be  instructc-d  in  the  meolmnics  of  the  foot  atid 
taught  how  the  weaiv  foot  may  be  protected  as  well  as  8treiigtheneil. 

Exercises.  It  is  important,  also,  to  demonstrate  to  the  |>atieot 
the  normal  range  of  motion  of  the  fo<jt,  motion  which,  if 
restricted,  must  be  regained  by  volnutar}-  and  passive  exercise*. 
Voluntary  exercise  should  be  devoted  to  strongtheuing  tin-  ;ul- 
ductors  and  plantar  flexors ;  thus  the  foot  should  \w  ad<iuet»>tl 
and  supinated  then  dorsiflexed  iu  the  attitude  of  slight  adductiou 
(Fig.  378)  over  and  over  again  at  every  opportunity.  Tip-toe 
exercises  are  especially  useful ;  the  patient,  placing  the  feet  in 
the  attitude  of  moilerate  inward  rotation,  raises  the  l>ody  on  tJu" 
toes  to  the  extreme  limit,  the  limbs  being  fully  extendinl  at  the 
knees,  then  sinking  slowly,  refuting  the  weight  on  the  outer  Iwr- 
ders  of  the  feet,  in  the  attitude  of  marked  varuf,  twenty  to  one 
hundred  times.  This  exercise  is  somewhat  ditHeult,  and  it  canntit 
be  carrio<l  out  properly  if  there  is  any  limitation  of  motion  or 
sensitiveness  at  the  raediotarsal  joints.  The  best  of  all  exereiitcs 
is,  however,  the  proper  walk,  in  which  the  leverage  power  of 
the  foot  is  employeil,  an<l  in  which  it  passes  through  the  proper 
alternation  of  postures  (Fig.  374).  Treatment  by  massage  and 
special  gymnastic  exercises  is,  of  oourse,  of  benoBt  if  the  pnticnt 
(•an  oonmiantl  it,  although  by  no  means  essential  to  the  nir^. 

Support,  In  many  instances  the  simple  treatment  tliat  has 
i)een  outlined  is  all  that  is  retpiired,  and  the  symptoms  of  tire 
and  strain  are  (piickly  reHeve<l,  but  in  the  majority  of  cases  the 
patient  Ls  not  able  to  prevent  deformity  voluntarily  ;  e<)nsr<]Ueotly 
a  support  is  necessary  to  hold  the  foot  iu  |>ro|>er  {tosition  and  to 
relieve  discomfort.  It  is  usually  no^jessary  iu  the  treatment  of  the 
weak  fix)t  of  childhood  bemuse  one  cannot  command  the  aid  of 
the  [latient. 

In  selecting  a  supjwrt  for  the  weak  foot  the  nature  of  the 
deformity  that  is  to  be  prevented  should  be  lK>rne  in  mind  ;  tliat 
the  a(!f|uire<l  flat-foot,  for  example,  is  not  a  direct  breaking  down 
of  the  arch,  as  is  usually  taught,  but  a  lateral  deviation  and  sini 
ing — a  comiMJund  ileformity,  as  has  been  nlrcaily  describeil  <  Fi^? 
y9.3).  Thus  u  brace  to  be  eflieieut  nuist  hold  the  fiKit  laterally 
as  well  as  support  the  arch.  But  it  must  not  prt;vent  the  Dormal 
motions  of  the  foot,  and  thus  interfere  with  the  incresM  of 
muscular  strength  and  ability,  on  which  ultimate  cure  depends. 
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The  suppurts  tliat  liavt?  been  ordinarily  used  for  riat-foot  do 
not  fulfil  the  conditions ;  the  pads  and  springs  placed  beneath  the 
arch  are  intended  to  support  it  by  direct  pressure  witliout  regard 
to  the  valgus  or  the  abduction  ;  they  ai*c  usually  ill-fitting,  and 
are  often  of  such  length  and  shape  as  to  splint  the  foot  and  thus 
to  restrict  its  motion.  I^eg  braces  which  control  the  valgus  do 
not  often  hold  the  foot  accurately,  and  their  weight  and  unsight- 
liuess  are  iaUxl  oljjectious  tct  their  use,  especially  so  in  the  early 


Fig.  «s. 


The  aliituilelu  wbk-li  iJ ■-'   -h.ruld  bv  ukiiii.     in  tlie  reproluftioD  the  eh»lr 

upon  wliirli  the  foot  \»  r<  ~  uiDved.    Tbii  alUiiide  ii  ImpoilAiu,  because  in  It 

the  foot  (ULsumea  tbo  bcti  ,  if  the  tool  la  sinipiy  prewed  downward  into  tlie 

ploiler  cream,  the  ordinary  uiethud  of  luuicing  the  model,  tbe  nhape  will  be  found  to  be^qidte 
diacrent  from  that  talien  in  the  manner  illustrated. 

cases,  in  which  prevention  of  subaeijuent  deformity  is  of  such 
importance. 

A  brace  should  never  be  applied  to  a  fteformed  and  rigid  foot 
because  it  caiiuot  adapt  itself  to  the  su|)port ;  the  spasm  and 
rigidity  must  be  first  relieved  by  preliminary  treatment,  that  will 
be  described  in  the  consideration  of  this  class  of  cases. 

The  Oonstruction  of  the  Brace.  To  properly  construct  a  brace 
to  meet  these  conditions,  it  is  necessarj'  to  provide  the  mechanic 
with  a  pla.ster  aist  of  the  foot,  taken  in  the  attitude  in  which  one 
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wishes  to  support  it.     Such  a  model  may  be  easily  and  quickly 
made  in  the  following  manner : 

The  Plaster  Cast.  Seat  the  patient  in  a  chair ;  in  front  of  him 
place  another  chair  of  equal  height;  on  it  lay  a  thick  pad  of 
cotton-batting  and  cover  it  with  a  square  of  cotton-cloth.  Pat 
about  a  quart  of  cold  water  into  a  basin  and  sprinkle  plaster  of 
Paris  on  the  surface  until  it  does  not  readily  sink  to  the  bottom ; 
then  stir.  When  the  mixture  is  of  the  consistency  of  very  thick 
cream  pour  it  upon  the  cloth.  The  patient's  knee  is  then  flexed, 
and  the  outer  side  of  the  foot,  previously  smeared  lightly  with 
vaseline,  is  allowed  to  sink  into  the  plaster,  and,  the  borders  of 
the  cloth  being  raised,  the  plaster  is  pressed  against  the  foot 
until  rather  more  than  half  is  covered.  The  foot  should  be  at  a 
right  angle  with  the  leg,  and  the  sole  should  be  in  the  plane 

FlO.  409. 


A,  the  astragaloiULTlcnlar  joint.   The  Internal  Bange  of  the  brace  thould  rlae  well  above 
all  the  prominent  bones  to  a  point  about  half  an  Inch  below  the  nuUeolua. 

perpendicular  to  the  seat  of  the  chair  (Fig.  408).  As  soon  as 
the  plaster  is  hard  its  upper  surface  is  coated  with  vaseline,  and 
the  remainder  of  the  foot  is  covered  with  plaster ;  the  two  halves 
are  then  removed,  smeared  lightly  with  vaseline,  and  bandaged 
together.  The  interior  is  dampened  with  soapsuds,  and  it  is 
then  filled  with  the  plaster  cream.  In  a  few  moments  the  plaster 
shell  may  be  removed,  and  one  has  a  reproduction  of  the  foot, 
which,  when  properly  made,  should  stand  upright  without  incli- 
nation to  one  side  or  the  other  (Fig.  412). 

In  most  instances  it  will  be  of  advantage  to  deepen  in  the 
plaster  model  the  inner  and  outer  segments  of  the  arch,  in  order 
that  the  arch  of  the  brace  may  be  slightly  exaggerated,  especially 
at  the  heel,  so  that  the  depression  of  the  anterior  extremity  of 
the  o8  calcis  may  be  prevented. 
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The  Brace.  UpoQ  the  model  the  outline  of  the  brace  is  drawn 
as  illustrated  in  the  diagrams.  The  best  sheet  steel,  18  to  20 
gauge,  cut  after  the  pattern  is  moulded  upon  it  and  tempered,  so 
that,  as  it  is  applied  for  the  purpose  of  preventing  deformity,  it 
may  be  practically  unyielding  to  the  weight  of  the  body. 

It  will  be  noticed  that  the  brace  clasps  the  weak  part  of  the  foot 
and  holds  it  together ;  the  broad  internal  upright  jwrtion  (Fig. 
409)  covers  and  protects  the  astragalonavicular  junction,  rising 
well  above  the  navicular;  the  external  arm  covers  the  calcaneo- 


FtO.  410. 


FIQ.  411. 


C,  the  great  toe-Jotnt ;  D,  the  cen- 
tre of  the  heel. 


B,  the  calcaneocabold  Junction.  The  external  Sange 
extends  tma  the  centre  of  the  heel  to  a  point  just  be- 
hind the  bane  of  the  fifth  metataraal  bone. 

cuboid  junction  and  the  outer  aspect 
of  the  foot  to  a  height  sufficient  to 
hold  the  foot  securely  (Fig.  410).  The 
sole  part  provides  a  firm,  comfortable 
support,  yet,  reaching  only  from  the  cen- 
tre of  the  heel  to  just  behind  the  ball 
of  the  great  toe,  it  does  not  restrain  the 

normal  motions  of  the  foot  (Fig.  411).  The  brace  may  be  nickel- 
plated  and  japanned,  which  makes  a  smooth  finish,  or  tin-plated, 
or  galvanized,  which  makes  a  more  durable  covering.  It  may  be 
covered  with  leather,  or  an  inner  sole  may  be  placed  on  its  upper 
surface  ;  but  this  is  not  usually  necessary.  As  it  is  fitted  to  the 
foot,  it  finds  and  holds  its  own  place  in  the  shoe,  so  that  no  attach- 
ment is  required ;  thus  it  may  be  changed  from  one  shoe  to  an- 
other. Not  only  does  it  hold  the  foot  laterally  and  from  beneath, 
but  there  is  an  element  of  suggestiveness  in  the  slight  leverage 
action  which  is  very  important,  and  which  is  the  distinctive 
feature  of  this  brace  as  contrasted  with  simple  sole  plates  or 
other  supports. 

The  Positive  Action  of  a  Proper  Brace.     The  patient,  instructed 
to  throw  his  weight  upon  the  outer  side  of  the  foot  and  wearing 
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the  shoe  which  has  been  tilted  in  the  same  direction  by  thicken- 
ing the  inner  border  of  the  sole  and  heel,  presses  down  the 
external  ami  and  thus  lifts  the  internal  flang«>  against  the  inner 
side  of  the  foot,  which  is  instinctively  drawn  away  from  the 
pressure  and  thus  toward  the  normal  contour.  He  no  longer 
everts  or  turns  the  feet  outward  in  walking,  because  this 
causes  positive  discomfort,  and  he  is  not  likely  to  assume  the 
passive  attitude,  because  of  the  suggestive  lateral  pressure  of  the 
support.  With  the  foot  held  in  the  proper  attitude  the  patient 
may  again  walk  with  the  proper  spring ;  thus  the  brace  itself 
becomes  a  positive  aid  in  the  physiological  cure.  It  is  important, 
also,  that  a  shoe  of  proper  shape,  as  shown  in  the  diagnim  (Fig. 
407)  be  worn,  iis  it  aids  the  brace  by  holding  the  forefoot  in  a 
slightly  udducted  attitude. 

Fig.  412. 


A  cut  marked  for  tb«  mecliaulc.  la  most  liuUnce*  the  interuil  flauge  bi  lengthened  •• 
In  ibU  diagram,  as  compnrod  wlUi  Fig.  409,  In  order  to  stmlgtiten  the  inpiKirt  ao  that  light 
•teal  (gauge  20)  may  be  uaed.    (See  Fig.  413.) 


The  shape  of  the  brace,  in  general  like  that  of  the  diagram,  is 
modified  in  certain  cases ;  for  instance,  the  entire  internal  aspect 
of  the  foot  may  be  weak  and  must  be  covcretl  by  the  internal 
flange.  In  very  heavy  subjects  the  sole  portion  must  be  made 
larger,  although  this  is  a  disadvantage,  as  it  lessens  the  leverage 
action ;  other  slight  modifications  may  be  necessary  in  s|i«cinl 
cases.  If  any  portion  of  the  rim  of  the  plate  causes  discomfort, 
the  edge  may  be  turned  away  slightly  at  the  point  of  pressure  by 
a  wrench.  After  a  few  days  the  patient  no  longer  notices  the 
presence  of  the  brace,  and  as  its  presence  in  the  shoe  is  not 
evident,  it  may  be  worn  indefinitely.  Steel  is  the  lightest  and 
strongest,  and,  on  the  whole,  the  most  satisfactory  material  for 
the  brace.     It  will,  of  course,  rust  in  time,  and  for  this  reasoo 


Fi.i.  Ii:,'. 


each  )mtient  should  l>e  provided  with  two  pairs  of  braces,  in  order 
that  the  rustetl  pair  msiy  he  returae<l  to  the  bracemaker  for  repairs. 
Ill  hospital  iiractiee  hciivier  material  is  iise<l  and  the  braces  are 
platetl  with  tin,  which  is  fairly  resistant.' 

It  is  usually  necessary  for  from  three  months  to  a  year  or 
l<>njj;er,  aeenrtling  to  the  ctindition  of  the  patient  and  the  strain  to 
whicli  the  feet  are  subjectal.  The  brace,  properly  made  and 
a<ljiisted  under  the  proper  conditions,  aiuses  no  more  pressure 
or  discomfort  than  a  well-made  shoe,  for  its  principle  is  (iiiite 
different  from  that  of  the  onlinary  supports  that  are  in  common 
use,  to  which  this  objection  has 
been  made.  This  brace  supports 
the  arch  primarily  by  prevent- 
ing abtluction,  consequently  its 
pressure  is  felt  upon  the  lateral 
aspect  of  th»;  fiiot,  a  pressure  that 
the  patient  can  relieve  by  im- 
proving his  attitude.  The  brace 
should  afford  supi>ort  when  ncces- 
sarj',  and  at  all  times  suggest  and 
enforce  a  proper  attitude ;  it  is, 
however,  but  one  of  the  essentini 
factors  in  the  general  scheme  of 
treatment.  The  ordinary  form  of 
braoe  is  made  in  the  shape  of  an 
inner  sole,  as  in  the  diagnim  ( Fii,^. 
414).  As  it  supports  the  sole  of 
the  foot,  and  by  the  elevation  of 

its  inner  border  tends  to  thnjw  the  weight  more  toward  the  outer 
side ;    it  is  a  useful  aid  in  treatment,  but,  providing  no  lateral 

Fio.  414. 


Tbe  outline  of  the  lole  ptirt  of  the  brace. 


Theiole  pUte  ordinarily  lued  In  Ui«  treatment  of  weak  fool.    (After  Bradford  and  l.0Tett.) 

support,  it  cannot  prevent  the  inward  bulging  of  the  foot,  which 
is  the  most  im|K>rtant  element  of  the  deformity. 

In  the  treatment  of  cliildren  the  foot  should  be  moved  in  all 
directions,  but  particularly  in  dorsal  flexion  and  adduction  to  the 


<  In  many  InBtanees  tbere  U  a  rajild  improvemenl  iu  thenbape  of  the  foot  under  treatment, 
and  It  Is  often  adviaable  to  make  a  .second  oaat  In  such  caaes,  in  order  that  the  t>rac«  may 
confbrm  to  the  improved  contour. 
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full  limit  at  morning  and  at  night,  until  the  child  bas  regained 
the  normal  muscular  power  and  ability.  Special  gymnastics  and 
massage  are  always  desirable,  and  they  may  be  necessary  in 
certain  cases.  Bicycling  may  be  cited  as  one  of  the  best,  and 
roller-skating  as  one  of  the  worst  exercises  for  the  weak  foot. 
A  year  is  about  the  time  required  for  a  cure  of  the  weak  foot  in 
childhood,  although  attention  to  the  shoes  and  to  the  attitudes 
must  be  continued  indefinitely. 

The  Bigid  Weak  Foot. 

One  may  now  contrast  with  the  mild  types  of  weakness  that 
have  been  described  the  cases  of  extreme  deformity  in  which 
the  symptoms  are  disabling  and  in  which  the  foot  is  rigidly  held 
in  the  deformed  position  by  muscular  spasm  and  by  secondary 
changes  in  its  structure.  Such  cases,  often  considered  hopeless 
as  regards  a  cure  or  even  relief,  are  in  reality  the  most  satisfac- 
tory from  the  remedial  standpoint,  and  in  no  other  type  of  pain- 
ful deformity  can  so  much  be  accomplished  by  rational  treatment 
as  in  this  class.  The  deformity  must  be  considered  as  a  disloca- 
tion in  which  the  astragalus  has  slipped  downward  and  inward 
from  off  the  os  calcis,  which,  in  turn,  is  tipped  downward  and 
inward  and  into  a  position  of  valgus.  The  remainder  of  the 
foot  is  turned  outward,  so  that  the  relation  of  the  leg  and  the 
forefcK)t  is  entirely  changed  ;  in  fact,  the  forefoot  is  almost 
entirely  disused  (Fig.  405). 

Corresponding  to  the  duration  of  the  disability,  one  finds 
accommodative  changes  iu  the  soft  parts  and  in  the  bones,  but 
such  changes  are  by  no  means  as  marked  as  those  recorded  in  the 
reports  of  autopsies  which  have  been  made  in  cases  of  advanced 
and  irremediable  deformity.  In  fact,  by  far  the  greater  number  of 
patients  are  young  adults  in  ^'hom  the  extreme  deformity  is  of  com- 
paratively short  duration,  and  in  whom  complete  cure  is  possible. 

In  the  treatment  of  such  a  condition  oue  must  first  reduce  the 
disl<.>cation  and  overcome  the  obstacles  that  contracted  muscles  and 
ligaments  may  offer  to  free  and  normal  motion ;  then  rest  must 
l)e  assured  to  the  injured  and  congested  parts  in  order  to  relieve 
the  patient  from  the  pain  from  which  he  has  suffered  so  long. 

Forcible  Overcorrection.  By  far  the  most  effective  treatment  is 
forcible  overcorrection  of  the  deformity,  under  aniesthesia.  When 
the  |)atient  is  under  the  influence  of  tlie  aniesthctic  tlie  muscular 
!',j)asm  relaxes,  and  it  will  he  seen  that  this  accounts  for  about 
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half  of  the  restriction  of  motion,  the  remainder  being  caused  by  the 
adaptive-  changes  that  have  been  mentioned.  The  object  of  the 
operation  is  to  overcome  the  residual  obstruction,  and  to  assure 
the  patient  against  a  relapse,  by  fixing  the  foot  for  a  sufficient 
time  in  the  position  of  extreme  adduction  and  supination,  the 
attitude  directly  opposed  to  that  which  has  become  habitual. 

This  is  the  object  of  forcible  overcorrection  as  the  first  step  in 
the  systematic  repair  of  the  disabled  mechanism ;  its  principle 
must  not  be  confounded  with  forcible  correction  carried  out  with 
the  object  of  simply  remoulding  the  arch  of  the  foot,  or  in  which 
the  simple  correction  of  the  deformity  is  the  object  in  view. 

One  first  extends  the  foot  forcibly,  then  flexes  it  to  the  normal 
limit,  then  abducts  and  adducts,   the  different   motions  being 


Flo.  415. 


FlO.  416. 


The  deformed  foot  before  openitlon.  A,  the 
projection  of  the  displaced  aatntgaliu  and  navic- 
ular: B,  the  inner  xnalleolus;  C,  the  medlo- 
tanal  Joint,  showing  the  outward  displacement 
hefore,  the  inward  rotation  behind,  this  point. 


The  oTercorrected  foot,  showing  the  re- 
venal  of  the  lines  of  displacement.  (See 
Fig.  417.) 


carried  out  over  and  over  until  the  rigid  foot  has  become  perfectly 
flexible.  In  cases  of  long  standing  it  is  often  necessary  to  draw 
the  patient  to  the  end  of  the  table,  so  that  the  foot  may  be  taken 
between  the  knees,  in  order  to  supply  the  required  force  by  the 
thigh  muscles.  This  forcible  manipulation  is  accompanied  by  the 
audible  breakiug  of  adhesions,  and  in  favorable  cases  by  complete 
disappearance  of  the  deformity.  In  certain  instances  it  will  be  neces- 
sary to  divide  the  tendo  Achillis,  wheu,  for  example,  the  range  of 
dorsal  flexion  is  limited  by  resistant  accommodative  shortening  of 
the  calf  muscles,  or  when  tliere  has  been  very  great  pain  and  tender- 
ness at  the  mediotarsal  joint,  and  it  is  desired  to  remove  the  strain 
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of  leverage  completely  ;  traumatic  cases  come  e8i>eciany  under  this 
heml.  Tenotomy  has  one  great  advantage  :  it  necessitates  longer 
fixation  in  the  plaster  bandage,  and  gives  the  patient  the  benefit 
of  rest,  and  the  opportunity  for  i)rolonged  after-treatment.  When 
the  passive  range  of  motion  has  been  regained,  the  foot  Is  turned 
downward,  then  inward  an<l  upward  into  thp  position  of  extreme 
varus.  By  this  niauipulatiou  the  os  wilois  is  drawn  under  the 
(Lstragalus  and  thrown  into  the  supinated  position,  and  the 
scaphoid  is  flexed  about  and  under  the  head  of  the  astragalus, 
wliieli  is  then  lifted  to  the  limit  of  normal  flexion.  The  attempt 
is  always  raaile  to  bring  the  extreme  outer  border  of  the  inverted 
foot  up  to  a  right  angle  with  the  leg,  which  is  the  limit  of  normal 
flexion  in  this  attitude.  The  foot,  thickly  padded  with  cotton, 
especially  about  the  toes,  is  then  fixed  in  this  posture  of  club-foot 
by  a  firm  plaster-of- Paris  bandage  extending  to  the  knee  (Fig.  407). 
Suq>risingly  little  discomfort,  considering  tlie  force  that  it  is  some- 
times necessary  to  apply,  is  experienced  after  tlie  operation.  The 
familiar  and  often  intense  pain,  from  which  the  patient  has  suffered 
so  long,  is  entirely  relievetl  l)y  the  correction  of  the  deformity ; 
there  is  often  a  sense  of  tension  about  the  outer  side  of  the  ankle 
and  dorsum  of  the  foot,  but  this  is  not,  as  a  rule,  of  long  duration. 

Functional  Use  in  the  Overcorrected  Attitude.  As  soon  as  pos- 
sible, often  ou  the  following  day,  the  patient  is  enconragetl  to 
stand  aud  walk,  bearing  his  weight  on  the  foot.  Walking  serves 
two  purposes:  to  still  further  overcorrect  the  deformity, and  to 
accustom  the  patient  to  a  posture  entirely  different  from  that  so 
long  assumed.  Meanwhile  the  contracted  tissues  on  the  outer 
side  become  thoroughly  overstretclied ;  the  weakeneil  ligaments 
and  muscles  on  the  iimer  side  are  relaxe<l,  and  the  local  irritation 
rapidly  subsides  under  the  rest  from  the  constant  injury  to  wliich 
the  foot  has  been  subjected. 

The  patient  is  not  coiifiued  to  the  bed  or  house,  although  if 
both  feet  are  in  plaster  l>andages  crutches  are,  of  course,  neces- 
sary. The  time  that  the  feet  should  remain  in  the  overcorrected 
position  depends  upon  the  duration  of  the  deformity  and  the 
severity  of  the  symptoms,  or  from  two  to  six  weeks,  the  usual 
time  being  about  four  weeks.  At  the  end  of  about  three  weeks, 
or  whenever  the  patient  can  supjiort  the  weight  on  the  plaster 
l»andage,  without  a  sensation  of  discomfort,  it  is  removed;  the 
foot  is  place*]  in  the  normal  attitude  and  a  cast  is  taken  for  the 
brace  (Fig.  tOX).  Immediately  after,  the  foot  is  returne<l  to 
the  club-foot    {)osition    and    the   plaster  bandage    is    reapplietl. 


When  tlie  brace  is  ready  the  plaster  liaiulage  is  finally  removed ; 
the  foot  is  now  in  good  positiivn,  and  in  many  iustunoes  the  arch 
is  exaggerated  in  depth.  For  the  first  few  days  prolonged  soak- 
ing in  hot  water  or  the  use  of  the  hot-air  bath,  with  suhsefpient 
massage  at  intervals  during  the  day,  will  he  found  useful  in  over- 
coming the  swelling  and  load  tenderness  that  may  remain.  It  is 
always  insisted  that  a  new  shoe  of  t!ie  Waukenphast  jwitteru 
shall  be  obtained,  the  sole  and  heel  of  which  are  raisefl  a  quarter 
of  an  inch  on  the  inner  bonier 

to  aid  i'l  tlu!  balaneing  of  the  fi«'  <'" 

weak  foot.  The  brace  is  then 
applied,  and  the  fwtient  is 
never  allowed  to  walk  with- 
out its  support.  When  the 
shoe  is  removed  at  night,  he 
is  instructed  to  turn  the  toes 
in  and  to  bear  the  weight  on 
the  outer  side  of  the  foot  until 
it  has  regained  its  strength ;  in 
other  words,  tlie  deformity  is 
never  allowed  to  recur. 

Systematic  Manipulation. 
The  systematic  treatment  is 
then  l)egini  by  the  surgeon 
and  the  patient,  the  first 
essential  Iteiug  tlie  attainment 
of  free  antl  painless  passive 
motion  in  all  directions. 
These  mr)tions,  which  have 
been  so  long  restrained  by 
deformity,  cannot  be  regained 
without  effort,  and  during  this 

critical  stage,  treatment  must  be  carried  out  by  the  surgeon  him- 
self ;  if  he  trusts  to  the  patient  or  to  his  friends  a  cure  is  out  of 
the  question.  At  least  once  a  day  the  full  range  of  motion  must 
be  carried  out  to  the  normal  limit.  Three  motions — abduction, 
flexion,  and  extension — are  usually  free  and  painless ;  but  tiie 
fourth,  that  of  adduction,  is  almost  invariably  resisted  by  tlie 
same  (]uality  of  muscular  rigidity  that  was  present  before  the 
operation.  By  far  the  most  effective  method  of  overcoming  this 
resistance  is  conducted  as  follows :  The  patient  being  seated  in 
a  chair,  the  surgeon  sits  or  stands  before  him.     Let  us  suppose 


The  forcible  oToreorreoUon  of  flat-fool.    The 
proper  position  In  the  plaster  likndiiiii:. 
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that  the  left  foot  is  to  be  adducteil  or,  as  the  patients  express  it, 
twisted.  The  surgeou  places  the  foot  between  his  knees  ;  his  left 
hand  encircles  the  heel,  the  fingers  grasping  the  projecting os  calcis 
and  tendo  Achillis;  the  base  of  the  palm  lies  against  the  me<1io- 
tarsal  joint  on  tiie  inner  and  inferior  aspect  of  the  foot ;  the  right 
hand  grasps  the  outer  side  of  the  forefoot  and  toes ;  then,  by 
steady  pressure  of  the  thigh  muscles,  the  forefoot  is  forced  down- 
ward and  inward  (adducted  and  siipiuated)  (Fig.  3.38)  over  the 
fulcrum  formed  hy  the  projecting  palm,  which  lies  upon  the  left 
knee,  the  fingers  holding  the  heel  steadily  in  place.  This  inward 
twisting  is  at  first  resi.sted  by  a  mixed  voluntarj'  and  involuntary 
muscular  spasm,  which  gradually  gives  way  under  steady  press- 
ure. When  the  limit  of  adduction  has  been  reached,  the  foot 
is  held  firmly  uuttl  all  pain  has  subsided ;  then  the  patient  is 
instructed  to  attempt  voluntary  movements  while  the  foot  is 
guidcfl  by  the  hands ;  in  other  words,  the  patient  attempts  to 
adduct  the  foot  while  tlie  surgeon  supplies  the  power,  which  in 
all  cases  of  this  type  has  been  completely  lost.  This  passive 
manipulation  to  the  extreme  limit  of  normal  adduction,  plantar 
and  dorsal  flexion,  is  continue<l  from  day  to  day  until  there  is  no 
longer  a  sensation  of  {>ain  or  tension.  Fi«r  as  long  as  there  is  the 
slightest  spasm  or  painful  restriction  of  passive  motion,  the  vol- 
untary assumption  of  proper  attitudes  is  checked,  and  until  this 
power  is  regained  there  is  danger  of  rela})se.  During  active 
treatment,  therefore,  the  ]Mitient,  by  means  of  massage  and  active 
and  jiaasive  exercises,  must  t'onstantly  work  to  one  end,  namely, 
to  regain  the  lost  power  of  voluutary  adduction. 

The  time  necessarj-  to  rest  the  feet,  to  overcome  the  local 
irritation  and  muscular  spasm,  to  regain,  in  part  at  least,  the 
range  of  passive  motion,  and  to  place  the  patient  in  the  same 
position,  as  regards  a  cure,  as  in  the  milder  types  of  defor- 
mity, is  from  three  to  six  weeks.  Usually  the  patients  are  told 
that  a  month  will  be  necessary,  and  that  at  the  end  of  that  time 
they  may  return  to  work,  free  from  pain  and  from  the  danger  of 
relapse,  and  that  the  feet  will  constantly  grow  stronger  under 
the  work  which  was  l>cfore  too  great  for  their  strength.  The 
time  necessary  to  re-educate  the  adductor  muscles  in  their  proper 
function  depends,  in  great  degree,  upou  the  intelligence  and  per- 
sistence of  the  patient.  Although  in  after-treatment  massage  and 
special  exercises  are  of  benefit,  the  essentials  are  very  simple ; 
they  are  an  effective  brace,  a  proper  shoe,  the  passive  manip- 
ulation that  has  been  described  until  its  object  has  l^een  attained, 
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and  the  proper  walk,  the  best  and  easiest  of  exercises.  Finally, 
one  mast  force  into  the  patient's  understanding  the  method  of 
protecting  the  weak  foot  by  the  alternation  of  strain,  and  by 
proper  postures. 

Other  Varieties  of  Rigid  Weak  Foot.  The  foot  which  is 
fixed  in  the  abducted  position  without  depression  of  the  longi- 
tudinal arch  is  simply  one  variety  of  the  rigid  weak  foot,  which 
should  be  treated  in  the  same  manner.  It  may  be  stated,  also, 
that  a  very  large  proportion  of  the  so-called  chronic  sprains  of 
the  ankle  are  of  this  type,  and  that  the  disability  will  yield  very 
readily  to  treatment,  conducted  for  the  purpose  of  restoring 
impaired  function,  in  the  manner  that  has  been  indicated. 

In  certain  instances  the  apex  of  the  deformity  lies  in  front 
of  the  astragalonavicular  joint,  in  the  naviculocuneiform  region, 
and  the  internal  cuneiform  bone  may  be  enlarged  and  sensitive 
to  pressure.  Such  cases  should  be  treated  on  the  same  general 
principles  as  the  ordinary  variety. 

In  rare  instances  marked  depression  of  the  arch  is  accompanied 
by  flexion  contraction  of  the  great  toe,  as  if  the  result  of  an 
attempt  to  support  the  weak  arch.  This  was  described  by 
Nicoladoni  as  hammer-toe  flat-foot  (Fig.  406).  The  association 
of  painful  great  toe  (hallux  rigidus)  and  weak  foot  is  mentioned 
elsewhere  (page  718). 

There  are  other  cases  in  which  the  deformity  of  flat-foot  is 
complicated  by  rheumatoid  arthritis  or  chronic  rheumatism,  of 
which  the  evidence  is  seen  in  various  joints,  but  in  which  the 
pain  and  discomfort  seem  to  be  concentrated  in  the  feet,  which 
are  absolutely  stiff  and  deformed.  In  such  cases  one  can  hardly 
expect  a  complete  cure;  but  although  the  function  of  leverage 
may  not  be  regained,  still  one  may  hope,  by  overcoming  the 
deformity,  to  hold  the  weight  of  the  body  in  its  proper  relation 
to  the  foot,  so  that  the  pain  of  a  progressive  dislocation  may  not 
be  added  to  the  pain  of  disease.  In  a  number  of  instances 
forcible  correction  has  been  employed  by  the  writer  in  cases  of 
this  type,  and  in  all  the  improvement  in  the  general  condition, 
consequently  in  the  resistance  to  the  disease,  after  the  relief  of 
the  local  pain  and  discomfort,  has  been  very  great. 

Between  the  two  classes  of  cases,  the  mild  and  the  severe,  one 
finds  every  grade  of  deformity.  All  cases  in  which  there  is 
marked  muscular  spasm,  local  tenderness,  and  swelling  require 
temporary  rest ;  in  many  instances  simply  rest  from  functional 
use  combined  with  massage ;  in  others,  rest  in  a  plaster  bandage 
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iu  the  a(]ducte<]  position.  In  the  milder  and  ortiinarv  class  of 
cases  the  use  of  a  brace  and  shoe  will  aluue  relieve  spasui  and 
pain,  and  the  range  of  motion  can  usually  lie  regained  Ijy 
manipulation,  passive  motion,  and  by  the  proper  use  of  the  foot. 

Occasionally,  even  in  childhood,  one  may  encounter  marked 
limitation  of  normal  motion,  particularly  in  dorsal  flexion,  not 
due  to  pain  and  muscular  spasm,  hut  to  actual  shortening  of  the 
muscle.  This  may  be  the  accommodative  shortening  that  is 
characteristic  of  long-standing  deformity ;  in  other  instances  it 
would  appear  to  be  the  result  of  a  slight  and  unnotice«l  neurili.s 
or  anterior  poliomyelitis,  which  has  resulted  in  muscular  inefiual- 
ity.  If  the  contraction  does  not  yield  readily  to  manipulation  or 
to  mechanical  stretcliing,  forcible  correction,  and,  if  necessark*. 
tenotomy  should  be  employed  in  the  manner  already  described  ; 
for  whatever  may  be  the  theory  of  its  causation  it  is  again 
emphasized  that  obstruction  to  motion  in  any  direction  must  be 
overcome  before  a  complete  cure  is  possible. 

Adjuncts  in  Treatment.  It  must  be  a]>]n)reut  that  in  many 
instances  the  cure  of  the  weak  foot  is  out  of  the  question,  either 
because  of  tlie  want  of  energy  or  opportunity  on  the  part  of  the 
patient,  or  because  of  the  local  or  general  conditions,  types 
familiar  in  out-patient  (iractice. 

The  Thomas  Treatment.  In  such  cases  raising  and  strengthen- 
ing the  inner  side  of  the  shoe  by  the  weflge-shaped  leather  sole, 
as  use<l  by  Thomas,  splints  the  painful  foot  and  aids  in  relieving 
the  strain. 

Plaster  Strapping.  If  the  symptoms  are  more  acute  the 
adhesive  jilaster  strapping,  as  advoc-.ital  l)y  C'ottrell  and  Gilmey 
for  the  treiitnient  of  sprains,  is  often  of  service,  altliough  it  i.s 
applied  in  a  different  manner,  and  with  a  different  object  in 
view.  One  end  of  a  strip  of  adhesive  plaster,  aiw>ut  fifteen  inches 
long  and  thi'ce  inches  wide,  is  applied  to  the  outer  side  of  the 
ankle  just  Im?]ow  the  external  malleolus  ;  the  foot  is  then  adducte<l 
as  far  as  jwssible,  and  the  band  is  drawn  tightly  beneath  the 
sole  and  up  the  inner  side  of  the  arch  and  leg,  and  is  stayetl  in 
this  position  Ijy  one  or  two  phister  strips  about  the  calf.  Narrow 
plaster  straps  are  then  applied  about  the  arch  and  ankle,  in  the 
figure-of-eight  manner,  aird  a  bandage  is  applied.  The  manner  of 
application,  although  not  the  attitude,  is  shown  in  Fig.  "itii;.  The 
object  of  the  dressing  is  to  aid  in  holding  the  foot  iu  the  proper 
position  by  the  s«ipix>rt  and  suggestiveness  of  the  plaster,  an<l  to 
provide  the  firm  compression  about  the  arch  that  is  always  agree- 
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able  to  the  sufferer  from  weak  foot.  This  treatment,  combined 
with  the  built-up  shoe,  is  often  very  effective  in  overcoming  the 
acute  and  disabling  symptoms  of  the  weak  and  injured  foot,  which 
are,  as  has  been  stated,  often  the  result  of  extra  strain  or  injury ;  in 
other  words,  a  sprain  of  a  weak  foot.  Consequently,  when  these 
symptoms  are  relieved,  the  patient  who  has  become  habituated 
to  the  weakness  and  deformity,  considers  himself  cured.  By  per- 
sistent manipulation  and  subsequent  support  with  the  adhesive 
plaster  one  may  overcome  the  resistance  to  deformity  in  the 
majority  of  cases.  Forcible  correction  under  anaesthesia  is,  how- 
ever, preferable. 

Operative  Treatment.  The  various  cutting  operations  for  the 
relief  of  flat-foot  do  not  call  for  extended  comment.  The  typical 
operation,  the  removal  of  a  wedge  from  the  astragalonavicular 
region,  aims  simply  at  removal  of  the  defonnity.  It  should  be 
restricted  to  those  cases  in  which  the  adaptive  changes  are  so 
marked  that  functional  cure  is  impossible. 

Arthrodesis.  To  fix  the  foot  at  the  astragalonavicular  articula- 
tion in  the  attitude  of  slight  adduction  is  a  useful  aid  in  restrain- 
ing deformity  of  the  valgus  type  in  paralytic  disability,  and  it 
may  be  of  service  in  the  treatment  of  certain  cases  of  weak  foot 
of  a  slighter  grade  in  the  class  of  patients  not  amenable  to  ordi- 
nary treatment. 

The  operation  of  advancement  of  the  posterior  extremity  of  the 
OS  calcis,  as  proposed  by  Gleich,  in  order  that  it  may  be  placed 
in  relation  to  the  leg  somewhat  like  that  of  a  Pirogoff  amputa- 
tion, offers  little  hope  of  ultimate  cure.  For  since  the  disability 
is  not  due  to  primary  depression  of  the  arch,  it  can  hardly  be 
cured  by  exaggerating  its  depth  in  this  manner.  Supramalleolar 
osteotomy,  in  which  the  bones  of  the  leg  are  divided  above  the 
ankle,  and  the  distal  extremity  turned  inward,  with  the  aim  of 
directing  the  weight  towartl  the  outer  border  of  the  foot,  has  been 
advocated  by  Trendelenburg.  In  practice  the  operation  is  by  no 
means  always  successful,  while  the  bow-leg  deformity  that  results, 
if  the  object  is  attained,  is  an  unfortunate  accompaniment  of  the 
treatment.  It  may  be  mentioned  in  this  connection  that  fracture 
at  the  ankle-joint,  followed  by  faulty  union  in  a  position  of  valgus, 
is  a  form  of  traumatic  flat-foot  that  may  be  cured  by  this  opera- 
tion. In  operative  treatment  the  element  of  rest,  necessary  for 
weeks  or  months,  must  be  taken  into  consideration,  as  explaining 
in  part  the  immediate  favorable  effect  of  whatever  procedure  is 
adopted. 


698  ORTHOPEDIC  SURGERY. 

In  conclusion,  the  following  points  are  again  emphasized : 
Flat-foot  in  its  surgical  sense  is  a  compound  defonnity,  in  which 
the  abnormal  relation  between  the  foot  and  the  leg,  causing  the 
improper  distribution  of  the  weight  and  the  strain  and  disuse  of 
normal  function,  is  of  vastly  greater  importance  than  the  depres- 
sion of  the  arch,  which  has  given  the  name  to  the  disability. 

The  weak  and  deformed  foot  can  be  cured,  but  only  by  the 
application  of  the  simple  principles  that  any  mechanic  would 
apply  to  a  disabled  machine  whose  structure  and  use  were  known 
to  him.  In  other  words,  there  can  be  no  permanent  cure  of  weak- 
ness and  deformity  unless  normal  function  is  regained,  or  effective 
treatment  unless  it  has  this  end  in  view. 

The  term  weak  foot  has  this  advantage  over  others  that  imply 
deformity,  in  that  it  may  be  properly  applied  to  the  earliest  in- 
dications of  disability.  Once  weakness  is  recognized,  its  causes 
may  be  analyzed  and  appreciated  at  their  proper  value.  Flat-foot 
is  a  particularly  objectionable  and  misleading  term,  and  it  should 
be  discarded  or  at  least  used  only  to  describe  those  cases  to  which 
it  can  properly  be  applied. 


CHAPTER   XXI. 

DISABILITIES  AND  DEFORMITIES  OF  THE  FOOT  (Continued). 
The  Hollow  or  Contracted  Foot. 

Synonyms.  Non-deforming  club-foot,  talipes  arcuatus,  talipes 
plantaris,  talipes  cavus. 

The  depth  of  the  arch  and  the  corresponding  area  of  the  bear- 
ing surface  of  the  sole  of  the  foot  vary  greatly  in  different 
individuals,  and,  although  marked  differences  in  appearance  and 
function  are  possible  within  a  normal  range,  yet,  as  a  rule,  the 
low  arch  is  characterized  by  a  certain  relaxation  and  weakness  of 
structure,  while  the  exaggerated  arch  implies  a  corresponding 
contraction  and  loss  of  normal  elasticity. 

The  hollow  or  contracted  foot  may  be  divided  into  two  classes 
— the  primary  and  the  secondary.  In  the  first  class  the  simple 
exaggeration  of  the  arch  (talipes  arcuatus)  is  the  only  change 
from  the  normal  condition.  In  the  second  the  high  arch  is  com- 
bined with  a  certain  limitation  of  the  range  of  dorsal  flexion  at 
the  ankle-joint  (talipes  plantaris — Fisher). 

Etiology.  The  simple  hollow  foot  may  be  an  inherited  pecu- 
liarity. The  depth  of  the  arch  may  be  exaggerated  by  the 
habitual  use  of  high  heels  (postural  equinus),  or  by  excessive  use 
of  the  calf  muscles,  as  by  professional  dancers. 

The  secondary  variety,  in  which  the  hollow  foot  is  combined 
with  slight  equinus,  is  usually  acquired,  and  in  the  majority  of  cases 
its  origin  may  be  traced  to  a  mild  and  transient  form  of  anterior 
poliomyelitis  or  neuritis  in  early  childhood.  This  causes  tem- 
porary weakness  of  the  anterior  group  of  muscles  of  the  leg,  and 
thus  a  slight  toe-drop,  followed  by  secondary  contraction  of  the 
tissues  of  the  sole  and  of  the  muscles  of  the  calf.  In  the  history 
of  many  of  these  patients  it  will  appear  that  after  recovery  from 
scarlatina  or  other  contagious  or  infectious  disease  the  child 
seemed  weak  or  awkward.  These  symptoms  became  less  marked 
or  practically  disappeared ;  yet  a  trace  remained,  although  not 
of  sufficient  importance  to  call  for  treatment,  until  adolescence  or 
adult  life,  when  the  greater  strain  and  weight  put  upon  the  feet 
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bruuglit  to  light  tbe  latcut  disability.  Tho  affection  mnv  un- 
doubtedly develop  in  later  years  as  the  result  of  neuritis,  or  of 
gout  or  rheumatism.  It  may  be  cniused  liy  a  sprain  or  fracture 
of  the  ankle,  and  it  may  l>e  a  result  of  habitual  jHwture  to  i»m- 
pensate  for  a  leg  shortened  by  injury  or  disease. 

The  exaggerated  arch  which  is  a  part  of  a  more  important 
deformity,  as  of  equinovarus  or  calcaneus,  or  tl>at  wiiich  is  simply 
a  part  of  the  general  deformity  caused  by  diseases  of  the  ner>-ou» 
apparatus,  does  not  belong  to  the  class  of  disability  under  cou- 
sideration. 


FlQ.  A\*. 


Tbe  oonltmclcd  root  ut  tllgbt  dagno. 


Symptoms.  The  simple  hollow  foot  often  exists  without 
symptoms ;  in  fact,  it  is  often  consi<lered  as  a  jMirticularly  well- 
fiirmcil  foot  rather  than  a  deformity.  Tlie  usual  complaint  b 
these  case.s  U  that  one  is  unable  to  buy  comfortable  shoes  becansr 
the  ordinary  shoe  does  not  sujiport  tho  arch,  or  liocause  the  upper 
leather  exerts  uncomfortable  pressure  on  the  dorsum  of  the  foot. 
The  convexity  of  the  dorsum,  of  course,  corres|M>nd)»  to  the  depth 
of  the  arch,  and  in  many  instances  the  cuneiform  bone«  proj«t 
sharply  beneath  the  skin,  and  painful  pressure  points  or  «%•« 
iuHamed  liursw  in  this  localitv  mav  cause  discomfort. 


lu  the  well-ruarked  cases  iu  which  the  weight  is  borne  entirely 
on  the  heel  an<l  the  front  of  the  foot,  calluses  and  corns  usually 
fomi  at  the  centre  of  the  heel  and  beneath  the  heads  of  the 
metatarsal  bonen.  The  patient  umy  cuuiplain  of  neuralgic  pain 
about  the  great  toe,  the  metatarst^l  arch,  or  in  the  sole  of  the  foot. 
The  gjiit  is  often  ungraceful,  as  the  patient  walks  heavily  upon 
the  heels  with  the  feet  turned  outwanl.  In  such  cases  "  the 
ankles  may  be  weak  and  turn  easily."  In  the  more  advanced 
cases  of  this  type  the  foot  may  assume  tlie  position  of  valgus 
wiien  weight  is  borne,  so  tluit  the  more  uoticeable  symptoms  are 
tliose  of  the  weak  foot  or  so-called  flat-foot,  even  though  the 
depth  of  the  arch  is  exaggerate<l. 

FlO.  419. 


Contmcted  foot,  marked. 


Contracted  foot,  of  the  more  severe  grade,  is  almost  always 
accompanied  by  a  certain  limitation  of  dorsal  flexion ;  and  as  the 
shortening  of  the  plantar  fascia  is  often  more  marked  at  its  inner 
border,  a  slight  inversion  of  the  forefoot  or  varus  may  be  present 
also. 

When  the  exaggerated  arch  is  combined  with  limit.ition  of 
dorsal  flexion  the  ileformity  is  usually  greater.  This  limitation 
may  be  very  slight,  or  it  may  be  well  marked ;  and  a  slight 
degree  of  ijermauent  c(|uinus  even  may  be  present,  but  so  slight  as 
it  does  not,  as  a  rule,  attract  attention. 
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This  type  of  the  contracte<l  foot  was  first  clearly  describwl  by 
Shaffer  in  l«8o  imder  the  title  of  •' non-tleforrning  club-foot,"' 
ami  later  by  Fisher,  of  London,  as  ''  talipes  j)lant4iris." 

The  .symptoms  are  similar  to  those  of  the  simple  hollow  foot, 
but  they  are  almost  always  more  marked.  The  gait  is  awkwanl 
and  jarring,  the  feet  being  turned  outward  to  an  exaggerate*! 
degree.  The  patient  is  easily  fatigued,  and  often  complains  of  the 
weakness  about  the  ankle  and  inner  side  of  the  arch,  characteristic 
of  the  weak  foot,  und  of  sensations  of  tire  and  strain  in  the  calf 
of  the  leg.  The  discomfort  from  corns,  the  pain  referred  to  the 
metatarsal  region,  the  great  toe,  and  to  the  sole  of  the  foot  have 
been  described  already. 

On  examinatiou  tlie  exaggeration  of  the  arch  is  evident,  and 
an  imprint  of  the  sole  shows  that  the  weight  is  borne  entirely  on 
the  heel  and  on  tlie  hejids  of  tlie  metsitarsal  bones,  which  may  he 
very  prominent  beneath  the  thickened  skin,  as  if  the  sulx-utaneous 
pad  of  fat  ha«l  been  absorbed.  The  anterior  metatarsal  arch  is 
often  oliliterated,  and  the  toes  are  usually  habitually  dorsiHexed 
at  the  first  phalanges,  the  permanent  flexion,  with  the  resulting 
pressure  agjiiust  the  leather  of  the  shoe  l)eing  indicated  by  a  row 
of  corns  upon  their  dorsal  surfaces  (Fig.  419). 

The  contracted  phintar  fascia  may  be  demonstrated  by  forcible 
dorsal  flexion  of  the  foot,  when  the  tense  bands,  in  many  instances 
very  sensitive  to  pressure,  may  be  felt  beneath  the  skin. 

On  testing  the  motion  of  the  foot,  the  limitation  of  dorsal 
flexion,  both  of  the  voluntary  and  the  passive  range,  will  Iw 
evident.  In  voluntary  flexion  the  toes  are  drawn  up  and  the 
tendons  are  plainly  seen  on  the  dorsum,  showing  the  effort  made 
by  the  accessory  muscles  to  overcome  the  almormal  resistance. 

The  limitation  of  don-al  flexion  may  be  demonstrated  in  the 
manner  suggested  by  ShaflTer,  by  asking  the  j)atient  to  fle.x  tlie 
feet  while  standing  erect  with  tfie  back  to  the  wall,  when,  in  spite 
of  the  effort  made,  "  the  feet  remain  glued  to  the  floor." 

Treatment.  In  the  ordinary  form  of  contracted  foot,  as  has 
been  statwl,  tlie  disaliility  is  much  more  marked  than  the  defor- 
mity;  and  the  disjibility  is  due  to  secondary  changes  in  the  struc- 
ture of  the  foot,  by  which  its  elasticity  is  impainnl.  If  this  can 
be  restorefl  in  some  degree  permanent  relief  will  follow.  If  the 
simple  hollow  foot  (cavus),  or  the  secondarj'  tyjje  (plantaris), 
were  discovered    in  early  childhood,    massage  and    methoilieal 
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stretching  would,  in  all  probability,  be  sufficient  to  relieve  the 
contractions;  but,  as  a  rule,  no  symptoms  are  noticed  until  later 
life.  Even  then,  especially  in  the  simple  form,  they  are  often 
slight  and  may  be  relieved  by  a  shoe  with  a  broad  heel  and  a  high 
(Spanish)  arch  or  by  a  foot  plate  that  equalizes  the  pressure  on 
the  sole. 

In  the  more  advanced  cases  of  the  milder  type  methodical 
forcible  manual  stretching  of  the  parts  may  elongate  the  tissues 
sufficiently  to  relieve  the  symptoms.  The  Shaffer'  "  traction 
shoe  "  may  be  used  with  advantage  for  the  same  purpose.  In 
the  more  resistant  cases,  however,  division  of  the  contracted  parts 
and  forcible  correction  of  deformity  is  indicated. 

Operative  Treatment.  The  patient  having  been  anaesthetized, 
a  tenotomy  knife  is  introduced  beneath  the  skin  to  the  inner  side 
of  the  central  band  of  fascia.  This  is  divided  by  a  sawing 
motion,  and  if  on  forced  dorsal  flexion  other  tense  bands  appear 
they  are  divided  also.  Forcible  massage,  with  the  aim  of  making 
the  foot  flexible  and  reducing  the  depth  of  the  arch,  is  then 
employed.  If  sufficient  force  cannot  be  employed  by  the  hands, 
the  Thomas  wrench  may  be  used  as  in.  the  treatment  of  club-foot ; 
the  object  being  to  elongate  the  foot,  to  remove  the  contraction, 
and  thus  by  increasing  the  area  of  bearing  surface  to  relieve  the 
painful  pressure  on  the  heads  of  the  metatarsal  bones.  If  the 
contraction  of  the  tendo  Achillis  cannot  be  overcome  by  forcible 
manipulation  it  may  be  divided.  The  foot,  held  in  an  attitude 
of  dorsal  flexion,  is  then  fixed  in  a  well-fitting  plaster  bandage,  a 
thin  board,  shaped  to  the  foot,  having  been  incorporated  in  the 
bandage,  in  order  that  firm  and  even  pressure  may  be  exerted 
upon  the  sole.  As  soon  as  possible,  often  on  the  following  day, 
the  patient  is  encouraged  to  walk  about,  in  order  that  the  pressure 
of  the  body  weight  may  be  utilized  to  flatten  the  foot  still  more; 
while  its  tissues  are  in  a  yielding  condition. 

The  bandage  may  be  worn  for  six  weeks,  or,  if  the  tendo 
Achillis  has  been  divided,  until  its  repair  is  complete.  A  well- 
fitting  shoe  should  be  worn,  and  methodical  massage  and  stretching 
of  the  tissues  should  be  continued  as  long  as  the  tendency  to 
deformity  remains. 

By  this  treatment  the  symptoms  may  be  relieved,  and  in 
many  instances  a  return  to  the  normal  shape  and  function  can 
be  assured. 

>  New  York  Medical  Journal.  March  5,  I8S7. 
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Weakness  of  the  Anterior  Metatarsal  Arch. 

Anterior  Metatarsalgia  and  Morton's  Neuralgia.  A  pecu- 
liar spasmodic  pain  about  the  foiirlii  toe  was  tlcscribcd  hy  Mortou, 
of  Pliiiatlelpliia,  long  before  its  preflisiwsing  and  exciting  caases 
were  iinderstooil.  For  this  reason  a  description  of  the  symptoms 
may  witli  advantage  precede  a  consideration  of  the  weakness  of 
which  tiiey  are  usnally  the  result. 

Typical  ceases  of  Morton's'  painful  affection  of  the  foot  are 
characterized  by  a  sudden  cninip-like  pain  in  the  region  of  the 
fonrth  metatarsophalangeal  articulation. 

The  pain  may  begin  as  a  burning  .sensation  beneath  the  toe,  as 
a  nnmb  or  tingling  feeling,  as  a  sudden  cramp,  or  as  a  peculiar 
feeling  of  discomfort  alxint  the  artieidation  tiiat  increases  in 
severity  until  it  becomes  almost  unbearable.  At  first  the  pain  is 
confined  to  the  neighborhood  of  the  affected  joint,  but  unless  it 
is  relieved  it  nuliates  to  the  extremity  of  the  toe,  to  the  <Iorsum 
of  the  foot,  or  up  the  leg.  In  many  instances  the  onset  of  the 
pain  is  preeetlcil  by  the  sensation  of  something  moving  or  slip])ing 
in  the  foot  ;  in  some  cases  the  pain  may  be  induced  by  sudden 
movements,  missteps,  or  long  standing,  aud  in  practically  all 
the  eases  the  pain  is  felt  only  when  the  shoes  are  worn.  The 
fretpiency  of  the  recurrent  cramp  varies ;  in  some  ca-ses  it  is  felt 
only  at  infreijueut  intervals  ;  in  others  it  practically  disables  the 
patient.  When  the  cramp  habit  has  been  ac()uired,  sery  slight 
Ciiuses  may  imlnee  the  pain,  for  example,  a  thin-soled  shoe,  a  hot 
pavement,  "  the  sticking  of  the  sock  to  the  foot,"  and  the  like, 
but,  as  has  been  stated,  except  in  the  very  advanced  and  chronic 
cases,  tlie  paiu  is  never  felt  except  when  the  shoe  is  worn. 

To  relieve  the  pain  the  patient  removes  the  shoe,  rubs  and 
compresses  the  front  of  the  foot,  flexes  and  extends  the  toes,  and 
the  like.  After  the  cramp  is  relieved  a  sensation  of  soreneas 
remains,  and  occasionally  slight  swelling  may  appear,  but  in 
most  instances  there  are  no  external  signs,  although  the  affected 
articulation  is  usually  sensitive  to  deep  pressure  at  all  times. 

The  more  distinctive  term,  anterior  metatarsalgia,  a  tenu  sug- 
geste<l  by  Poulo.sson,  of  Lyons,  in  1889,  may  be  employe<l  to 
include  Morton's  neuralgia,  and  similar  sym|)tom8  of  paiu  and 
discomfort  about  tlie  anterior  metatarsal  arch.  For  iu  many 
instances  the  cramp-like  pain   is   referred   to  other  jraints,   for 
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example,  to  several  adjoining  joints,  or  the  discomfort  caused 
apparently  by  direct  pressure  on  the  bones  of  the  weakened  arch 
may  be  more  troublesome  than  the  irregular  attacks  of  neuralgic 
pain. 

Etiology  and  Pathology.  In  78  cases  of  anterior  meta- 
tarsalgia  in  which  the  location  of  the  pain  was  noted,  it  was 
referred  to  the  fourth  metatarsophalangeal  articulation  in  60 ;  to 
the  third  and  fourth  articulation  in  6  ;  to  the  second,  third,  and 
fourth  in  6,  and  in  but  6  was  the  fourth  articulation  free  from 
pain.  The  pain  is  most  often  unilateral,  or,  if  the  second  foot  is 
affected,  it  is  usually  after  a  considerable  interval. 

The  affection  is  more  common  in  females  than  in  males.  Of 
84  cases  64  were  in  women  and  20  were  in  men. 

Anterior  metatarsalgia  is  not  an  affection  of  early  life,  the 
average  age  in  the  reported  cases  being  more  than  thirty  years. 
It  is  relatively  more  frequent  in  private  than  in  hospital  practice, 
and  not  infrequently  the  patients  are  of  a  distinctly  nervous 
type.  In  many  instances  it  is  supposed  to  be  a  family  inherit- 
ance. The  affection  is  usually  extremely  chronic.  Occasionally 
the  symptoms  may  cease  spontaneously,  and  in  such  instances  a 
particular  pattern  of  shoe  usually  receives  the  credit  of  the  cure. 

Morton  considered  the  affection  to  be  a  painful  affection  of  the 
plantar  nerves  due  to  compression  or  pinching  by  the  adjoining 
fourth  and  fifth  metatarsophalangeal  articulations.  This  compres- 
sion was  explained  by  the  anatomical  construction  of  the  foot — 
t.  e.,  the  mobility  of  the  fifth  metatarsal  bone  which  allowed  it 
to  roll  above  and  under  the  fourth,  its  relative  shortness  which 
allowed  the  head  and  base  of  the  adjoining  phalanx  to  be  brought 
against  the  adjoining  head  and  neck  of  the  fourth  bone,  and, 
finally,  by  the  peculiar  distribution  of  the  external  plantar  nerve 
between  these  bones  that  made  it  or  its  fibres  more  liable  to 
injury.  This  natural  mobility  and  thus  the  predisposition  to 
compression  might  be  exaggerated  by  a  sprain,  or  possibly  by 
rupture  of  the  transverse  metatarsal  ligament,  or  the  pain  might 
be  induced  by  wearing  tight  shoes,  but  in  many  instances  no 
cause  could  be  assigned.  On  this  theory  Morton  advocated 
excision  of  the  head  of  the  fourth  metatarsal  bone  to  remove  the 
point  of  counter-pressure.  This  operation  has  been  performed 
many  times,  but  practically  no  pathological  changes  in  the  re- 
sected bone  or  in  the  surrounding  parts  have  ever  been  discovered. 

In  more  recent  years  the  true  significance  of  Morton's  neuralgia 
and  of  similar  pains  in  the  front  of  the  foot  has  been  made  more 
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clear  by  ilie  study  of  the  relation  of  weakaess  of  the  anterior 
transverse  metatarsal  arch  to  the  symptoms.  Attention  was 
first  calle<l  to  this  point  by  Poulosson,  of  Lyons,  and  again  by 
Roiightou,  Woodruff,  and  others,  and  in  a  much  niorc  thorough 
and  convincing  manner  by  Goldthwait,'  of  Boston,  in  1894. 

The  Anterior  Metatarsal  Arch.  If  one  exaniints  a  normal 
foot  oue  notioi'S  tliat  the  two  middle  metatarsal  bones,  the  secoml 
and  third,  are  slightly  lunger  and  on  a  higher  plane  than  their 
fellows.  On  the  soli-  of  the  foot  the  arch  is  shown  by  the  depres- 
sion immediately  to  the  outer  side  of  the  muscular  projection 
of  the  great  toe-joint.  When  weight  is  Iwrne  all  the  metatarsal 
bones  are  on  tlie  same  plane  and  the  arch  is  obliterated,  but  when 
the  weight  is  removed  the  arch  reforms  with  a  certiiin  natural 
resiliency.  lu  walking  and  standing  the  weight  is  lialancfHl  on 
the  head  of  the  third  metatarsal  bone,  as  shown  by  a  thickening 
of  the  skin  beneath  its  fiead,  but  the  strain  on  the  metatarsjil 
arch  is  relieved  somewhat  by  the  balancing  action  of  the  muscles 
about  the  first  and  fifth  metatarsal  bones,  the  inner  and  outer 
supports  of  the  arch,  and  by  the  active  assistance  of  the  toes 
themselves.  When  the  arch  is  weak  or  broken  down  this  natural 
resiliency  is  lost,  and,  in  some  instances,  the  centre  of  the  fore- 
foot is  not  only  depressed  but  it  is  fixed  in  this  abnormal  attitude. 

In  the  ordinarj'  type  of  depressed  anterior  an^ii  the  deformity 
may  be  shown  by  an  imprint  of  the  foot,  in  which  the  flabby 
tissues  of  the  depressed  arch  encroach  upon  the  clear  space  repre- 
senting die  longitudinal  arch,  and  oblilerate  what  Goldthwait 
calls  the  re-entering  angle  to  the  outer  side  of  the  great  toe-joint, 
which  in  the  normal  foot  indicates  the  highest  point  of  the  meta- 
tarsal arch.  In  many  instances,  however,  the  imprint  of  the 
foot  subject  to  Morton's  neuralgia  may  be,  to  all  intents,  normal, 
and,  on  tlie  other  hand,  depression  of  the  metatarsal  arch,  one  of 
the  very  common  results  of  improper  shoes,  may  be  present,  yet 
unaccompanied  by  pain  or  discomfort. 

Depression  of  the  anterior  arch,  the  result  of  the  loss  of  the 
activity  of  the  accessory  supports  of  the  arch,  predisjioses  to  pain 
because  of  abnormal  pressure  upon  the  persistently  depressed 
articulations  from  beneath,  and  it  predisposes  to  pain,  as  tlie 
writer  lia.s  endeavoretP  to  explain,  because  the  metatarsophalangeal 
joints  of  an  arch,  that  is  habitually  depressed,  are  exposed  to 
the  direct  lateral  compression  of  a  narrow  or  ill-shaped  shoe. 
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This  point  may  be  illustrated  in  the  hand.  When  lateral 
pressure  is  applied,  the  hand  is  folded  together  and  the  anterior 
metacarpal  arch  is  increased  in  depth,  but  if  the  fingers  are  dorsi- 
flexed  so  that  it  is  fixed  in  a  depressed  position,  then  lateral 
compression  causes  great  pain  at  all  the  articulations  (Fig.  420) ; 
or  if  one  finger  is  dorsiflexed  and  the  corresponding  metacarpal 
bone  is  thus  forced  below  the  level  of  its  fellows,  lateral  compres- 
sion causes  pain  at  the  compressed  joint.  Or  if  the  metacarpal 
bone  of  the  little  finger  is  made  to  override  the  fourth,  lateral 
pressure  causes  pain  usually  of  a  more  acute  character  than  at 
the  other  joints,  because  the  opportunity  for  direct  pressure  is 
more  favorable.'     Finally,  if  firm  pressure  is  made  upon  one  or 

Fio.  420. 


Position  or  the  fingen  corresponding  to  doralBezlon  of  the  toee,  an  attitude  In  which 
lateral  pressure  causes  pain. 

the  other  side  of  the  head  of  the  depressed  metacarpal  bone  of  the 
dorsiflexed  finger  in  the  palm  of  the  hand,  a  point  of  sensitive- 
ness, representing  apparently  the  digital  nerve,  can  be  made  out. 
The  same  experiments  may  be  tried  upon  the  foot  with  the  same 
results,  and  it  would  seem  to  make  clear  the  mechanism  of  the 
pain  of  Morton's  neuralgia  and  the  allied  forms  of  discomfort  at 
the  front  of  the  foot. 

Anterior  metatarsalgia  is  in  most  instances  the  result  of  weak- 
ness or  depression  of  the  anterior  metatarsal  arch  as  a  whole  or  in 
part,  and  the  quality  of  the  pain  corresponds  fairly  to  the  form 
of  weakness  or  deformity.  If,  for  example,  the  entire  arch  is 
rigidly  depressed,  as  in   certain   rheumatic   affections,  the   dis- 

<  This  anatomical  peculiarity  is  well  known  to  scbool-boys. 
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comfort  is  likely  to  be  caused,  in  great  degree,  by  the  direct 
pressure  of  the  sensitive  depressed  metatarsophalangeal  joints 
on  the  sole  of  the  shoe;  or,  if  lateral  pressure  is  exerted  as 
well,  the  discomfort  or  pain  may  be  referred  to  the  metatarsal 
arch  in  general.  If  the  metatarsal  arch  is  weakened,  depressed, 
and  broadened,  but  not  rigid,  the  discomfort  is  often  referred, 
as  in  the  preceding  instance,  to  the  centre  of  the  arch,  and  this 
discomfort  is  increased,  in  some  instances,  by  a  painful  callus 
representing  abnormal  pressure  at  this  point.  If  one  of  the 
metatarsal  bones  falls  below  its  fellows,  the  lateral  pressure  of^ 
a  narrow  shoe  may  cause  neuralgic  pain  at  this  joint,  but  in 
many  cases  in  which  the  anterior  arch  is  depressed  the  patient 
makes  but  little  complaint  of  pain.  In  certain  instances,  more 
particularly  those  of  Morton's  typical  neuralgia,  the  foot  may 
appear  to  all  intents  normal ;  in  such  cases  it  may  be  inferred 
that  the  sharp  and  characteristic  pain  is  caused  by  pressure 
applied  to  the  overriding  fifth  metatarsal  bone,  just  as  similar  pain 
is  felt  if  the  hand  is  suddenly  compressed  while  the  fifth  meta- 
carpal bone  is  in  the  same  position.  This  theory  is  the  more 
probable  when  one  considers  the  symptoms ;  for  example,  the 
sensation  of  something  slipping  or  moving,  the  necessity  for  the 
removal  of  the  shoe  to  flex  and  extend  the  toes  and  to  compress 
the  foot,  apparently  with  the  instinctive  aim  of  replacing  a 
depressed  arch,  or  a  misplaced  bone  in  the  arch.  It  would  also 
explain  how  the  shoe  may  be  the  most  direct  of  the  exciting  causes 
of  the  deformity,  in  that  it  compresses  the  forefoot  and  throws 
more  weight  upon  it  by  elevating  the  heel.  If  the  arch  is  depressed 
or  becomes  depressed,  or  if  a  bone  in  the  arch  overrides  another, 
this  compression  causes  the  symptoms. 

That  classical  Morton's  neuralgia  is  but  one  expression  of 
weakness  of  the  anterior  arch  of  the  foot  is  illustrated  by  an 
analysis  of  30  cases  seen  recently  in  private  practice : 

Ctun. 

The  p&in  was  referred  to  the  fourth  toe  In 12 

"  "      third  and  fourth  toes  In 4 

"  "  "      second,  third,  and  fourth  toes  In  .       .       .2 

"  "      third  toe  in 3 

"  "  "      second  and  third  toes  in        ....    2 

"  "  "      second  toe  in 6 

"  "  "      to  all  the  toes  in 1 

The  right  foot  was  involved  In 13 

The  left  "  "  7 

Both  feet  were  aOlected  in 8 

Twenty-four  of  the  patients  were  females :  four  were  males. 

The  Influence  of  the  Shoe  in  Causing  Disability  and  Fain. 
In  the  etiology  of  pain  and  discomfort  about  the  anterior  arch 
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one  must  recognize  the  shoe  not  only  as  the  direct  cause  of  the 
pain,  but  also  as  the  most  important  of  the  predisposing  causes  of 
weakness  of  the  anterior  arch,  of  which  the  pain  is  a  symptom, 
since  it  compresses  the  toes,  lifts  them  off  the  ground  by  its 
"  rocker  sole,"  and  thus,  by  preventing  their  normal  function, 
throws  additional  strain  and  pressure  upon  the  arch.  In  fact,  in 
a  very  large  proportion  of  feet  that  are  supposed  to  be  normal  in 
appearance  and  functional  ability,  the  toes  are  habitually  dorsi- 
flexed  in  a  claw-like  attitude,  that  shows  entire  disuse  of  their 
function  both  as  to  support  and  progression.  Women  wear  shoes 
with  narrower  soles  and  higher  heels  than  men,  and  this  seems 
the  most  reasonable  explanation  of  the  fact  that  they  are  more 
subject  to  the  affection. 

The  shoe  also  predisposes  to  habitual  elevation  of  the  fifth 
metatarsal  bone,  because  this  bone  almost  invariably  overhangs 
the  narrow  sole.  The  fourth  metatarsal  bone  becomes,  therefore, 
the  outer  support  of  the  arch,  and  is  almost  always  found  to  be 
on  a  lower  level  than  the  adjoining  bones.  This  relation,  together 
with  a  laxity  of  muscular  and  ligamentous  support  induced  by 
injury  or  othenvise,  may  account  for  the  location  of  the  pain  at 
this  point  in  the  majority  of  cases.  Although  in  certain  instances 
a  neuritis  may  follow  direct  injury,  yet  this  assumption  is  not  at 
all  necessary  to  explain  the  symptoms.  Nor  is  it  likely  that  the 
peculiar  distribution  of  the  nerves  at  this  point  has  any  direct 
influence  on  the  pain,  for  the  nerve  supply  of  all  the  joints  and 
all  the  toes  is  practically  identical. 

Other  Factors  in  the  Etiology.  Besides  the  general  effect  of  the 
shoe,  and  the  possible  influence  of  an  inherited  predisposition  to  the 
affection,  which  seems  evident  in  certain  cases,  or  of  weakness  or 
direct  injury  of  the  anterior  arch,  one  recognizes  among  the 
causes  or  complications  of  anterior  metatarsalgia  weakness  of  the 
longitudinal  arch,  or  flat-foot,  which  may  be  combined  with  a 
depression  of  the  anterior  arch.  Less  often  the  longitudinal 
arch  may  be  exaggerated  in  depth  and  the  dorsal  flexion  of  the 
foot  may  be  limited  by  a  shortened  tendo  Achillis ;  thus  more 
pressure  is  brought  upon  the  front  of  the  foot.  In  these  cases 
the  pain  may  be  increased  by  corns  or  calloused  skin  beneath  the 
depressed  bones,  and  in  many  instances  the  discomfort  of  the 
depressed  arch  of  the  ordinary  type  is,  in  great  part,  caused  by 
a  sensitive  corn  or  fibroma  at  the  point  of  greatest  depression, 
and  the  patient  may  be  entirely  relieved  by  its  removal.  (See 
Contracted  Foot.) 


no 


•pKra'jBCSti*:  irRHERT. 


Fk.  4il. 


»xpiaiiic«i  in  nuwc  in-^cmce*  &«-  dui  pRmarr  i^eec  •>£  impnpcr 
ili»».  bv  w«>9kiie»  ami  ahnnnitilicv-  af  die  fijoc  ioieif.  uiii  bv  tbe 
Iwal  ^enaoTciuiM  of  dK  pars  diat  ar>  •mncniimlly  -iobjetra!!!  to 
icrara.  prsMire.  and  3i;(xnr.  Tt>c  in  «oaii>  insonces  die  <vinpb>iiH 
<9in  h«  accrxuDifi  f-^  •:-iil7  \/f  local  nenrim :  in  ririin"T  die^  are 
a^izn,7ateii  br  •r^'^  or  Agmmiriwn  'vr  xeneial  'iebiliBT-.  ami.  a» 
haft  h««i  mentiotKd  in  a  Iazz«  pr:-piMrcaa  ■}€  die  lamisu  die  paoent^ 
an  of  a  tiiatmetiv  oervoas  type. 

It  mar  be  jtatei]^  in  eondnaoa.  dtai  anciswr  mecuafaaleia  ia 
ie  miMer  forms  b»  a  Tery  eommoa  afFeirtioa.  mi  noe  buieIt  treat* 
a  padent  who  does  not  know  of  odier  i^wes  anuLtr  a>  he  '.^wn. 

TreatBMBt.  Tbe  mo«t  imporoot  VksI  creatmenc  k  co  provitk 
the  patient  with  a  proper  «hoe.  TbL?  sJue  iiiib>c  be  of  proper 
shape  with  a  thick  3»Ie.  «o  bciM*!  *>*»*  no 
lateral  compresaoa  fJl  the  toes  »  po»hIe, 
with  a  high  arch,  as  ^og^ested  bj  i'HbiieT, 
in  order  to  remove  a  part  of  the  prearare 
from  the  heads  of  the  metatarsal  bones,  and 
a  low  heeL 

As  an  immediate  treatment  a  firm  band- 
age aboat  the  metatarsal  region,  as  sa|;geste(i 
bv  Morton,  mav  aid  in  sopporting  the  meta- 
tarsal arch,  or,  better,  adhesive  plaster 
strapping  mav  be  applied  aboat  the  entire 
metatarsus,  with  the  object  of  compreasiii}! 
the  foot  somewhat  as  a  tight  glove  com- 
presses the  hand.  Beneath  or  slightly  be- 
hind the  affected  joint  or  the  depressed  arrh, 
a  pad,  preferablv  an  oval  piece  of  sole- 
leather,  about  one  inch  bv  three-quarters  of 
vAM  beneath  the  fourth    an  inch  in  siic  and  one-quarter  in  thick- 

meUttanophaUDgeal    »rtlc-  ...  iiij  .        /.        • 

uiation.  which  u  etevucd  Hcss  With  bevelled  edges,  may  be  fixe<i  to 
the  sole  of  the  foot  with  adhesive  plaster,  so 
that  depression  of  the  arch  or  overriding  of 
the  a^ljoining  lx>ncs  may  be  prevented.  This  pad,  suggested  by 
l'oulos.v>n  and  Goldthwait,  usually  relieves  the  pain,  and  when 
tlu!  <!XiK:t  plan<;  lias  l>ecn  ascertained  it  may  be  fixed  to  the  sole 
of  tin-  .hIhm', 

As  ii  riilo,  liowcvcT,  a  metal  support  will  be  found  to  be  more 
'■tiiiifortahio  and  far  more  efficient.  Thb  may  be  constructed  of 
iiK'it  Ktctil  (1!)  gauge)  ujiou  a  plaster  cast  of  the  sole  of  the  foot, 


A  brace  far  aDterlor  meta- 
tanalgla.      A    iodinatea    a 


In  oKler  u>  nupiort  the  de- 
pr<««<l  articulation. 
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of  which  the  natural  depressions,  indicating  the  anterior  and  the 
longitudinal  arches,  liave  been  somewhat  exaggerated.  The 
anterior  extremity  of  the  brace  is  made  as  wide  as  the  foot,  and 
extends  forward  slightly  beyond  the  metatarsophalangeal  articu- 
lations. The  brace  serves  to  support  the  anterior  as  well  as  the 
longitudinal  arch.  In  certain  instances  one  or  more  of  the  meta- 
tarsophalangeal articulations  may  be  sensitive  to  motion.  In 
such  cases  the  sole  plate  must  extend  from  the  heel  nearly  to  the 
extremities  of  the  toes  in  order  to  splint  the  foot  for  a  time.  If 
there  is  slight  depression  of  the  longitudinal  arch  it  may  be 
further  corrected  by  raising  the  inner  border  of  the  heel  and  sole 
of  the  shoe ;  but  if  it  is  more  pronounced  a  flat-foot  brace  (Fig. 
411)  may  be  employed,  whose  anterior  extremity  is  modified  to 
support  the  metatarsal  arch,  as  is  shown  in  Fig.  421.  If,  on  the 
other  hand,  the  arch  is  exaggerated  and  if  dorsal  flexion  is 
limited,  treatment  with  the  aim  of  relieving  this  deformity  will 
be  necessary,  as  described  under  "  contracted  foot."  When  the 
immediate  symptoms  of  pain  and  local  discomfort  have  been 
relieved,  the  patient  must  endeavor  to  strengthen  the  natural 
supports  of  the  arch  by  proper  functional  use  of  the  foot,  and  by 
r^ular  exercises  of  the  muscles,  more  especially  by  methodical 
forced  flexion  of  the  toes,  as  this  motion  elevates  the  anterior 
metatarsal  arch  (Fig.  422).  Massage  of  the  foot  and  forcible 
manipulation  of  the  toes  for  the  purpose  of  overcoming  restriction 
of  motion  are  of  special  value. 

If  the  anterior  arch  is  rigidly  depressed,  as  in  some  instances, 
its  flexibility  must  be  restored  by  manipulation  or  by  forcible 
correction  under  anajsthesia  before  a  brace  can  be  applied.  If 
the  symptoms  are  very  acute,  and  particularly  if  they  have 
followed  direct  injury,  the  parts  should  be  placed  at  rest  and  the 
anterior  arch  should  be  elevated  and  supported  by  a  properly 
applied  plaster  bandage. 

In  chronic  and  resistant  cases,  or  when  conservative  treatment 
cannot  be  applied,  resection  of  the  neck  and  head  of  the  meta- 
tarsal bone  at  the  seat  of  pain  may  be  performed  as  advocated  by 
Morton.  The  operation  is  very  simple.  An  incision  is  made 
over  the  dorsal  surface  of  the  joint,  and  the  bone  is  divided  by 
bone  forceps.  The  toe  is  not,  as  a  rule,  removed,  but  after  the 
operation  it  slowly  recedes  between  the  adjoining  metatarso- 
phalangeal joints,  causing  a  rather  noticeable  deformity.  The 
operation  is,  as  a  rule,  successful,  but  in  the  majority  of  cases  it 
is  unnecessary. 
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The  general  condition  of  the  patient  should,  of  course,  receive 
attention,  and  local  applications,  electricity,  and  the  like,  may 
be  of  lienefit  in  special  cases. 

A  smsitive  callus  beneath  the  arch  may  require  treatment,  and 
in  certain  cases  its  removal  may  be  the  only  treatment  required 
other  than  an  improved  shoe.  ■  But,  as  a  rule,  the  cause  of  the 
callus  is  habitual  depression  of  one  or  more  of  the  metatareo- 
phalangeal  articulations,  so  that  cure  can  only  be  assured  by 
sup{)orting  the  arch  and  by  strengthening  its  natural  supports  in 
the  manner  already  described. 

Woodruff'  described  a  case  of  what  he  called  "  incomplete  luxa- 
tion of  the  metatarsophalangeal  articulation,"  in  which  the 
symptoms,  practically  identical  with  those  of  Morton's  neuralgia, 

FM.  422. 


Exercise  for  tbe  weakened  meutaml  arch. 

arc  ascriboil  to  an  upward  displacement  of  the  proximal  phalanx 
at  the  fourth  metatarsophalangeal  joint 

It  may  be  stated  in  this  connection  that  in  the  ordinary  forms  of 
metatarsalgia  patients  often  refer  the  pain  and  local  sensitiveness 
to  the  anterior  extremity  of  the  metatarsal  bone  rather  than  to  its 
lateral  aspect.  Persistent  dorsal  flexion  of  the  toes  that  is  so 
cwnmonly  associated  with  depression  of  the  arch  may  strain  the 
capsular  ligament,  and,  subjecting  this  }>ortiou  of  the  joint  to 
abnormal  pressure,  may  explain  the  location  of  the  pain.  But 
except  in  extreme  cases  it  can  hanlly  be  classeil  as  a  subluxation. 

.\nother  writer,  Guthrie,*  described  a  case  in  which  intense 
jKiin  followtnl  ovorextonsion  of  the  third  phalanx  ujion  the  sec«>nd. 
Such  wises  are  extremely  uncommon,  and  neeil  only  be  mentionetl. 

:  New  York  Medical  Record.  January  I^.  IS8T.  :  Lancet.  March  19. 13K*. 
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Achillobursitis. 

Synonjins.  Achillodynia,  achillobursitis  anterior,  retro-cal- 
caneobursitis. 

Under  the  title  of  Achillodynia,  Albert,"  of  Vienna,  in  1893, 
called  particular  attention  to  an  affection  characterized  by  pain  and 
sensitiveness  about  the  insertion  of  the  tendo  Achillis,  symptoms 
usually  caused  by  irritation  or  inflammation  of  the  small  bursa 
lying  between  the  insertion  of  the  tendon  and  the  bone  (Fig,  423). 

Etiolojfy.  In  the  acute  cases  the  cause  of  the  bursitis  often 
appears  to  be  a  strain  of  the  tendon  or  direct  injury,  as  the 
symptoms  appear  immediately  after  running  or  jumping  or  after 
a  fall,  sometimes  after  a  long  walk  or  bicycle  ride. 

In  the  subacute  cases  the  symptoms  may  begin  almost  imper- 
ceptibly, so  that  it  may  be  impossible  to  assign  a  direct  cause 
other  than  the  pressure  of  the  shoe,  aggravated,  it  may  be,  by  an 
exostosis  of  the  os  calcis  beneath  the  insertion  of  the  tendon  or 
by  concretions  within  the  bursa.  In  many 
instances  rheumatism,  gout,  gonorrhoea,  or  ^^°-  **"• 

one  of  the  infectious  diseases  appear  to  be 
associated,  directly  or  indirectly,  with  the 
onset  of  the  symptoms,  or  the  bursa  may  be 
secondarily  involved  in  tuberculous  disease 
of  the  OS  calcis. 

Symptoms.  In  a  typical  case  pain  is  felt 
in  the  back  of  the  heel  at  the  insertion  of 
the  tendon  ;  the  pain  is  increased  by  use  of 
the  foot,  and  particularly  by  the  attitudes 
in  which  the  strain  on  the  part  is  increased, 
as,  for  example,  in  descend  ing  stairs.    There     ^um  between  the  tendo 

_    '  ,  ,  Acnlllls  and  the  oi  calcti. 

is  also  sensitiveness  to  pressure  about  the 

back  of  the  heel  on  either  side  of  the  insertion  of  the  tendon. 

In  most  cases  a  slight  swelling,  often  more  prominent  on  the  inner 

than  the  outer  side  of  the  tendon,  indicates  the  situation  of  the 

bursa. 

In  the  chronic  cases  the  enlargement  of  the  bursa  is  very 
noticeable,  and,  in  addition,  the  entire  [Kisterior  aspect  of  the  heel 
often  appears  to  be  thickened.  This  is  due  probably  to  the 
secondary  irritation  about  the  fibrous  expansion  of  the  tendon 
and  the  adjoining  periosteum.     In  many  cases  the  symptoms  are 

<  wiener  med.  Presse,  January  8, 189S. 


■xnaoaaepfi .  wn.  »  «fce9  Hx  in  the  imxiiid  if  "ins  iussi  ae  X 
miiittBs  ID  :ne^  -mts.  «  :iie  ^ck.  Tbe  ;^-"— «^  nBbie  n  "ss  aw 
7»«i>r  c  :iut  -aif  iitBirti^.  -^vuts  die  smc  in  'vatkime;  dust^  ^odmm* 
JBC  "Qe  ura.  -D  •««!*>u.un.  «  due  die  ^mpomu  if  die  wiL  $Ht 
ixp^  naea.  Miiicd  it  dmee  'tf  die  -ig'tf^iHMr  ominie.  ^ic  in6»- 
loeazlT'.  jowpTr?-.  -rtie rivo  j&enaiW'  aiw  be  jmocbbbi^  5nai.  die  tw- 
jTiiiiimEJi  lie  »r die-  niier  31W.  T!ie  paaaic  <?r«ipiaii»  amek  ■]{ 
Ta£K9&  nai  'visKiMaa'  jt  die  sikie  sni  nhaHCaiBUini  iamc&.  Ib 
:tie  rnxoR  -atje^.  >r  ji  jeme  -^aeertiaEioiKh.  diis«  i»  wmilj  b«xn- 
j^  mi  dutmouiK  paan  aiacanasde  -if  ara&  rmiaiiimoja.  bat 
m  Tlie  iSBmi^at  i)ixn  die  pnn  »  ^iidic  and  »  omabLsome  otit 

ftl  iBliiiCr-  ^^  puhottiejeal  <maDce5  >if>  mc  -BSsr  frtrnk  thoK 
3anii  In  uni  ionir  ither  bozse  urnio^  -thnilar  imivScioas^  In 
die  una.  a!!«!-  oie  Jnuite  ?««Mnhr!iiii*  is  smplj  coaipissed.  sbJ  die 
arirr  •oinaiiis-  ^eznos  dintL  In  die  •dunoie  «atiie»  the  v^ilk  an 
3uii-n  dufSeae>L-  die  liniiie  membrane  k  friaeoi  and  pcdopli- 
.■aiE>i :  ditf  yjnrwup-  Ji«  jenieoud.  and  soaednies  «aieu«ai& 
3SB9i«s  JT^  'jR;<4mt.  Smilar  dmniEes  are  f<7and.  iwwevcr.  in  the 
lOESfe  >f  tamuynniY  lonnal  ^abjecB.  to  thai  die  conihioa  of  the 
luisa  imv  20C  alwa^^  ■wii'-.tpond  u>  the  chaiaeter  of  the  sp^f- 
rumA.  ruDpaiaritia  )C  riie  -ac  oecasioaallr  occnis^  and  it  mav 
5e  die  ■HJar  "f  raber»rui«)a&  or  ^pfailirio  •liaease.  In  catses  of  kw^ 
?cm<mii;  the  par^  jiiiotoine  the  bona,  the  expansion  of  the 
jtfQtkiiu  iud  zhti  Tt^niM^wam  become  thickened,  so  that  the  booe 
Appears  -  j  'iv  in«rrvast«i  La  breadth  and  mav  actaallj  become  so. 

Ttwaneat.  Wii^a  .mix  establL^hetl  the  affection  i«  oiiiiaUv 
■t  A  vrfv  •."ar":cL:<-*  aiuure.  a*  is  explained  bv  the  strain  to  vhicfa 
:ii»*  -jtensidv-  oart  is  *ab]ected  by  the  use  of  the  foot.  It  is, 
:a«frffjcv.  inip«rtaac  :•>  applj  efficient  treatment  at  the  b«^nning 
•t  :a«?  ifft»«rdiiia  if  an  >>pp»rtnnitT  is  afforded.  Efficient  treatment 
iaipiitjs  abiioiate  rvsc  ao«l  in  all  cases  of  anj  severity,  particalarir 
:h'>^  of  a<.ni:e  <>aset.  a  well-dtting  plaster  bandage  should  be 
appii«rii  t>>  h'>M  the  f<iot  sligfady  inverted  and  at  a  right  angle  to 
th-  l"z.  Thi*  *fa<>uIJ  be  worn  until  all  symptoms  have  subsided. 
In  v..n.-  milii  i-as^.  following  immediately  on  a  strain  or  overuse, 
-impl..-  n-t  with  the  application  of  heat,  massage,  and  pressure 
rriay  Ix-  efficient.  .\n»l  in  the  subacute  cases  the  symptoms  may 
fx:  r';li<'VMl  by  the  application  of  a  long,  broad  band  of  adhesive 
]>\:i-V-r,  from   thv  t'les  over  the  back  of    the  heel  to  the  upper 

R.'Mlcr.    D.  Z.  r.  Cblr.,  Bd.  Izil.  H.  I  and  3. 
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third  of  the  calf,  the  foot  being  slightly  plantar  flexed.  This  is 
firmly  fixed  by  narrow  strips  of  plaster  about  the  metatarsus, 
the  heel,  and  the  calf.  By  this  means  pressure  is  exerted  upon 
the  bursa,  and  much  of  the  strain  is  removed  from  the  tendon. 

In  persistent  cases  a  brace  may  be  used  with  advantage  for  the 
purpose  of  preventing  strain  upon  the  tendon.  Two  lateral 
uprights  with  a  calf  band  and  padded  strap  that  crosses  the  upper 
third  of  the  leg  are  attached  to  the  shoe,  provided  with  a  stop 
joint  at  the  ankle  as  used  in  the  treatment  of  paralytic  calcaneus  to 
prevent  dorsal  flexion.  (See  Talipes.)  As  the  patient  is  usually 
sensitive  to  jar,  the  heel  of  the  shoe  should  be  replaced  by  one 
of  thick  rubber.  In  connection  with  the  brace  the  stimulation 
of  the  cautery  and  the  pressure  of  the  adhesive  plaster  strapping 
seem  to  hasten  the  absorption  of  the  effusion  in  and  about  the 
bursa.  If  weakness  or  depression  of  the  arch  is  present,  as  a 
result  of  the  disability  or  combined  with  it,  a  foot  plate  should 
be  applied,  and  general  affections,  with  which  the  disability  is 
sometimes  associated,  should,  of  course,  receive  attention. 

Operative  Treatment.  In  persistent  cases,  in  which  the  symp- 
toms are  not  relieved  by  treatment,  the  enlarged  bursa  should  be 
removed  by  an  incision  on  the  inner  side  of  the  tendon,  as  the 
swelling  is  usually  most  prominent  here.  A  plaster  bandage  is 
then  applied  and  is  continued  until  the  symptoms  have  subsided. 
If  the  case  is  a  chronic  one,  it  may  be  advisable  to  divide  the 
tendo  Achillis  in  order  to  completely  remove  for  a  time  the  strain 
upon  the  sensitive  part.  In  any  case,  a  brace  of  the  character 
already  described  may  be  required  for  a  time  after  the  plaster 
support  has  been  removed.  Operative  treatment  is,  of  course, 
indicated  in  acute  suppurative  inflammation,  in  tuberculous  dis- 
ease, or  if  an  exostosis  beneath  the  bursa  or  concretions  within 
the  sac  are  present,  as  shown  by  an  X-ray  negative. 

AchiUobursitis  Posterior. 

Tenderness,  pain,  and  swelling  at  the  back  of  the  heel  may 
be  due  to  inflammation  of  the  small  superficial  bursa  that  lies 
between  the  tendon  and  the  skin.  The  cause  is  usually  injury  or 
the  pressure  of  the  shoe.  The  symptoms  resemble  somewhat 
those  of  achillobursitis  anterior,  but  the  swelling  is  more  super- 
ficial, and  the  pain  is  caused  by  direct  pressure  rather  than  by 
tension  on  the  tendo  Achillis.  In  the  ordinary  case  removal  of 
the  pressure  will  at  once  relieve  the  symptoms,  but  if  the  discom- 
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fort  is  considerable  a  plaster  bandage  may  be  worn  for  a  week  or 
more. 

Sensitive  points  at  the  back  of  the  heel  are  usually  caused  by 
the  pressure  of  the  shoe.  In  rare  instances  prominent  points, 
or  exostoses  of  the  os  calcis  are  present,  that  may  require  special 
protection  or  removal. 

Strain  of  the  Tendo  Achillis. 

Not  infrequently,  and  usually  as  the  result  of  strain  or  overuse 
of  the  foot,  patients  complain  of  symptoms  similar  to  those  of 
achillobursitis,  but  on  examination  one  finds  that  the  pain  and 
sensitiveness  are  referred  to  the  tendon  itself.  There  is  no  swell- 
ing at  its  insertion,  or  pain  on  lateral  pressure  on  the  os  calcis. 
The  sensitive  area  may  be  as  high  up  as  the  junction  of  the 
tendon  with  the  muscle,  and,  again,  the  midpoint  of  the  tendon 
seems  most  painful. 

The  cause  in  some  cases  may  be  a  direct  strain  of  the  tendon 
or  of  the  muscular  fibres  near  its  origin,  or  iufiammation  of  its 
fibrous  covering  due  probably  to  the  same  cause.  The  treatment 
is  similar  to  that  of  the  milder  type  of  achillobursitis,  by  the 
adhesive  plaster  strapping,  by  rest,  and,  later,  by  massage. 
Recovery  is  usually  rapid. 

Painful  Heel— Calcaneobursitis. 

Pain  referred  to  the  bottom  of  the  heel  and  sensitiveness  to 
pressure  on  standing  are  common  symptoms  of  the  weak  or  flat- 
foot.  Pain  at  this  point  may  be  one  of  the  symptoms  of  achillo- 
bursitis also.  In  rare  instances  the  painful  point  is  clearly 
localized,  and  is  confined  to  a  small  area  in  the  neighborhood  of 
the  inner  tuberosity  of  the  os  calcis.  The  cause  of  the  symptoms 
in  such  cases  may  be  an  inflamed  bursa  lying  between  the  perios- 
teum and  the  fatty  tissue  of  the  heel.  Such  bursie  may  contain 
hard  substances  or  even  a  fasciculate<l  neuroma.' 

More  general  pain  and  tenderness  referred  to  the  heel  is  often 
caused  by  direct  pressure  and  bruising  of  the  tissues  by  overuse 
of  the  feet. 

Treatment.  Treatment  must  be  directed  to  the  condition  of 
which  the  pain  is  a  symptom,  and,  as  has  been  stated,  it  is  most 
often  one  of  the  symi)toms  of  the  weak  or  broken-down  arch. 

'  Bmusses  ct  Berthier.    Revue  de  Chir.,  August,  1895. 
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If  the  tender  point  is  localized,  and  if  the  pain  is  increased  by 
jars,  a  thick  rubber  heel  combined  with  an  inner  sole,  so  cut  out 
as  to  remove  the  direct  pressure  on  the  sensitive  point,  will  often 
relieve  the  symptoms.  In  persistent  cases,  in  which  the  sensitive 
point  is  distinctly  localized,  operative  intervention  for  the  removal 
of  the  bursa  is  indicated.  The  tissues  of  the  heel  may  be  turned 
forward  in  a  horseshoe-shaped  flap,  which  will  allow  a  thorough 
examination  of  the  affected  parts.' 

Sensitiveness  due  to  direct  contusion,  or  bruising  of  the  tissues 
caused  by  overuse,  must  be  treated  by  rest  and  by  change  of 
occupation,  unless  a  reduction  of  the  body  weight  or  improve- 
ment in  attitudes  relieve  the  symptoms. 

Plantar  Neuralgia. 

Synonym.     Plantalgia. 

Pain  referred  to  the  sole  of  the  foot  and  sensitiveness  to  pressure 
on  the  plantar  fascia  are  usually  symptomatic  of  the  contracted 
foot  (cavus) ;  less  often  such  symptoms  accompany  the  weak  or 
broken-down  arch. 

Pain,  tenderness,  and  thickening  of  the  fascia  sometimes  follow 
injury  (rupture  of  the  fascia),'  and  a  similar  condition  has  been 
described  by  Franke  as  one  of  the  sequelse  of  influenza.' 

Treatment.  Pain  in  the  sole  of  the  foot,  symptomatic  of  the 
contracted  or  of  the  weak  foot,  may  be  relieved  by  the  treatment 
of  the  conditions  of  which  it  is  a  symptom.  In  the  rare  instances 
in  which  the  fascia  is  itself  injured  or  diseased,  local  rest,  as 
afforded  by  the  j)laster  bandage,  is  indicated  until  the  acute 
symptoms  have  subsided. 

Erythromelalgia. 

Weir  Mitchell*  has  described  a  series  of  cases  characterized  by 
attacks  of  heat,  redness,  pain,  and  often  swelling  most  marked 
about  the  soles  of  the  feet.  Of  27  cases  all  but  2  were  in  women, 
many  of  whom  were  of  a  nervous  or  neurasthenic  type.  The 
affection  appears  to  be  a  form  of  vasomotor  disturbance.  Disturb- 
ances of  the  circulation  and  burning  pain  in  the  soles  of  the  feet 
are  common  symptoms  of  the  weak  foot  and  of  allied  affections, 

<  Duplay.    Clin.  Chlr.  de  I'HAtel  Dieu,  S«rle  1897. 

«  Lederbose.    Verhand.  der  Deut.  G.  f.  Chlr.,  XXIII.  Kong.,  1894. 

'  Archlv  f.  klin.  Chir..  1895,  Bd.  illx. 

*  American  Juurnal  of  tbe  Medical  Sciences,  1878,  vol.  Ixxvi. 
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but  in  such  cases  there  is  not  the  flushing  and  swelling  character- 
istic of  erythromelalgia.  In  this  affection  the  circulatory  disturb- 
ances are  not,  as  a  rule,  confined  to  the  feet,  but  are  seen  in  the 
legs  and  even  in  the  upper  extremities.*  It  deserves  mention  as 
a  possible  explanation  of  symptoms  in  obscure  cases.* 


Fio.  424. 


Hallux  Bigidns. 

Syiion]nns.     Hallux  flexus,  painful  great  toe. 
Hallux  rigidus  is  a  painful  affection  of  the  great  toe-joint, 
characterized  by  restriction  of  motion,  particularly  of  the  range 
of  dorsal  flexion.     In  advanced  oases  the  first  phalanx  may  be 
slightly  plantar  flexed  together  with  its  meta- 
tarsal bone ;  hence  the  name  hallux  flexus,  ap- 
plied by  Davies-Colley,  who  first  described  the 
affection. 

The  restriction  of  motion  may  be  complete,  as 
implied  by  the  term  rigidus ;  the  joint  appears 
unduly  prominent  or  enlai^ed,  usually  slightly 
congested,  and  pressure  or  forced  movement 
causes  pain. 

The  symptoms  of  which  the  patient  complains 
are  a  burning  or  throbbing  pain  in  the  joint,  in- 
creased by  standing,  and  particularly  by  walking, 

The  dotted  outUne     ,  •',     ,  ,  i  »    ,i  •» 

ahows  the  shape  of  because  Of  the  enforced  movement  of  the  stiff 
S^y*b^*iD».?^'Tn  an<l  Pa>nf"l  articulation.  There  are  many  cases 
the  aoie  of  the  shoe    jn  which  there  18  no  actual  deformity  of   the 

for  hallux  rigidus.         .    .  .        .  t        i  ,  .     . 

jomt  or  other  noticeable  change ;  the  restnction 
of  motion  is  much  less,  and  the  symptoms  are  correspondingly 
slight. 

Etiology.  Typical  hallux  rigidus  is  most  common  in  adoles- 
cence, and  it  is  very  often  associated  with  the  weak  or  broken- 
down  foot.  In  such  cases  the  toe  is  crowded  into  the  narrow 
part  of  the  shoe,  and  is  thus  subjected  to  lateral  and  to  longi- 
tudinal pressure  as  well  as  to  the  additional  strain  that  the 
attitude,  characteristic  of  the  weak  foot,  throws  upon  it.  In 
some  cases  the  habitual  plantar  flexion  of  the  toe  may  be  the 
result  of  an  instinctive  effort  to  support  the  weak  arch  (hammer- 
toe flat-foot — Nicoladoni).  In  other  instances  hallux  rigidus  is 
caused  directly  by  traumatism  ;  as  by  stubbing  the  toe,  by  kicking 


<  Kahane. 
s  Prentiss. 


Klin,  therap.  Wocben.,  May  20, 1900. 
Transactions  of  the  Association  of  American  Physicians,  1897,  vol.  zli.  p.  SOS. 
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a  hard  object,  or  by  other  form  of  strain  or  injury.  The  affection 
appears  to  be,  primarily,  a  form  of  periarthritis,  caused  by  injury 
or  pressure.  The  restriction  of  motion  is  in  part  due  to  muscular 
spasm,  and  in  part  to  the  irritative  and  accommodative  changes 
in  the  ligaments  and  tendons.  In  more  advanced  c^es  changes 
in  the  cartilage  and  shape  of  the  articulating  surfaces,  due  to 
disuse  of  function  and  to  pressure   and  friction,  may  be  present. 

Treatment.  If  the  rigid  and  painful  joint  is  not  associated 
with  a  weak  arch,  it  may  be  relieved  by  providing  the  patient 
with  a  proper  shoe  which  exerts  no  pressure  on  the  sensitive  part. 
Motion  of  the  joint  may  be  lessened  by  increasing  the  thickness 
of  the  sole,  or,  if  necessary,  it  may  be  entirely  restricted  by  the 
insertion  of  a  brace  of  tempered  steel  between  the  two  layers  of 
the  sole,  as  shown  in  the  diagram.  If,  as  in  some  instances,  the 
flexed  and  painful  toe  is  associated  with  rigid  flat-foot,  both 
deformities  may  be  overcorrected,  under  anaesthesia,  and  retained 
in  proper  position  by  a  plaster  bandage,  as  a  preliminary  treat- 
ment. 

If  the  milder  type  of  painful  joint  is  associated  with  the  ordi- 
nary weak  foot,  the  treatment  of  the  latter  condition  will  usually 
relieve  the  symptoms.  In  this  class,  particularly  among  the 
poorer  patients,  the  shoe  may  be  raised  on  the  inner  side  tmd 
the  sole  stiffened  by  means  of  the  wedge-shaped  sole,  as  already 
described  in  the  treatment  of  the  weak  and  flat-foot.  If  painful 
motion  is  restricted  and  the  exciting  causes  of  the  disability  are 
removed,  relief  of  the  symptoms  is  usually  immediate.  In  the 
chronic  cases,  in  which  the  pathological  changes  are  more  ad- 
vanced, excision  of  the  joint  may  be  necessary. 

Painfal  Oreat  Toe-joint  in  Older  Subjects. 

A  similar  condition  of  the  joint  is  sometimes  found  in  older 
subjects.  In  many  instances  the  foot  is  well  formed,  and  the 
restriction  of  motion  in  the  joint  is  very  slight ;  yet  forced  dorsal 
flexion  causes  pain,  and  long  standing  or  walking  induces  dis- 
comfort, particularly  a  dull  ache  in  the  joint  and  sharp  neuralgic 
pain  referred  to  the  terminal  phalanx.  In  some  cases  the  onset 
of  the  symptoms  may  be  ascribed  to  a  long  walk  or  "  moimtain 
climb,"  in  others  to  wearing  tight  shoes,  and  in  some  instances 
no  definite  cause  can  be  assigned  by  the  patient.  In  cases  of 
this  type  the  symptoms  are  often  supposed  to  be  evidences 
of  gout  or  rheumatism.     Admitting  that  in  certain  instances  the 
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tliscoinfort  may  be  aggravated  by  a  constitutional  disease,  still  no 
relief  can  be  obtained  by  medication  unless  it  is  combined  with 
the  local  treatment  that  has  been  described  in  the  preceding  sec- 
tion. The  relief  afforded  by  such  treatment  alone  proves,  in 
many  instances,  that  tlie  affection  is  purely  local  in  its  character 
(Fig.  424). 

As  has  been  mentioned,  pain  referred  to  this  joint  is  a  common 
symptom  of  the  weak  foot  and  of  the  contracted  foot  as  well.  It 
is  also  caused  by  simple  pressure  on  the  joint,  and  i>y  the  use  of 
improper  shoes  which  force  the  toes  iut<i  the  al)ducted  position. 

In  rare  instances  pain  directly  beneath  the  great  toe  and  sensi- 
tiveness to  pressure  about  the  sesamoid  bones  seem  to  indicate  an 

FlO.  426. 


Simple  congoDiiai  varuH,  ad<ltictiou  wiiiiuui  supmuiinu— a  lorm  oi  pigcou-toe. 

inflammation  of  the  tendon  sheath  or  local  periarthritis.  If  the 
discomfort  is  persistent  the  sesamoid  bones  may  be  removed.  As 
a  rule,  such  symptoms  occur  only  in  combination  with  pain  or 
deformity  of  the  great  toe-joint. 

Hallux   Varus. 

Adduction  of  the  great  toe  is  not  infrequent  in  infancy,  and  it 
may  l)e  associated  with  a  slight  degree  of  varus  deformity  (Fig. 
425),  The  peculiarity  attracts  the  mother's  attention  because  of 
the  difficultA'  of  drawing  on  the  socks.  In  many  instances  the 
muscles  seem  abnormally  developetl,  and  the  toe  appears  tn  be 
somewhat  prehensile  in  its  movements. 
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Treatment.  The  abnormiU  mobility  may  be  checked  by 
inclosing  the  toes  with  a  narrow  strip  of  adhesive  plaster ;  in  any 
event,  the  linliiiary  shoe  may  l)e  depended  upon  to  correct  any 

If  the  addueted  toe  is  com- 


Fio.  ■)•.«. 


residual  deformity  of  this  character. 
bined  with  varus,  it  represents  a 
slight  degree  of  club-foot  that  nitirit 
be  corrected  in  the  ordinary  muuuer. 
(See  Talijies.) 

Pigeon-toe. 

Congenital  hallux  varu.s  forms 
one  variety  of  what  is  known  as 
pigeon-toe,  or  the  habitual  turning 
in  of  the  feet  in  walking.  Tfie  in- 
ward rotation  may  be  due  also  to 
bow-legs,  or  it  may  be  an  effect  of 
congenital  talipes  that  persists  after 
the  cure  of  the  deformity,  or  of  the 
exceptional  variety  of  coxa  vara  in 
which  the  depressed  necks  of  the 
femora  are  turned  forward.  In 
most  instances  pigeon-toe  in  eliild- 
hood  is  symptomatic  of  weakness 
either  of  the  arch  of  the  foot  or  of 
the  knees  (genu  valgum).  lu  sudi 
ca.ses  it  is  a  conservative  effort  of 
nature  that  serves  to  check  further 
deformity,  and  it  needs  no  treat- 
ment other  than  that  which  may  be 
aj)plied  to  the  weakness  of  which  it 
is  a  symptom. 

In  the  exceptional  cases,  iu  which 
the  jiosture  is  not  symptomatic  of 
wejikness  or  the  effect  of  deformity, 
the  sole  of  the  shoe  may  be  raise<l 

slightly  on  the  outer  border.  This  will  correct  the  attitude  in  the 
milder  type,  if  combined  with  instruction  and  training.  In  rare 
instances  the  in-toeing  seems  to  Ik;  cause<l  by  iiniilation  of  the 
range  of  outward  rotation  at  the  hip-joints,  a  restriction  that  must 
be  overcome  by  systematic  stretching  of  the  contracted  part's.  In 
these  and  iu  the  more  obstinate  cases  of  the  simple  type  appa- 

■16 


An  AppliHnce  constructed  of  leather 
bands  iind  elutic  webbing  for  the  cor- 
rectiun  of  in-toelng.  Name  of  ibe  in- 
ventor unknowD. 
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rat  us  may  be  a{>plied,  similar  to  that  used  in  the  after-treatmeut 
of  cougeuital  club-foot,  to  hold  the  feet  in  the  proper  attitude 
(Fig,  426).  It  must  be  Imrue  in  mind  that  the  pmper  attitude 
of  the  feet  is  one  of  ]):irallelism  not  of  outward  rotiition,  and  tliat 
slight  pigeon-toe  will,  as  a  rule,  correct  itself  as  the  child  grows 
older. 

Hallux  Valgnis. 

Hallux  valgus  is  a  deformity  in  whieh  the  great  toe  is  turned 
outward  to  an  exaggenite<I  degree.  Outward  deviation  of  the  toe 
is  80  common,  owing  to  the  use  of  improper  shoes,  that  it  is  not 
recognize<l  as  a  deformity,  at  least  from  the  j)opular  standpoint, 
unless  the  joint  appears  to  be  much  "  enlarged,"  forming  a  so-called 
buuton. 

Hallux  valgus  is  practically  a  p.irtiai  dislocation  of  the  phalanx 
upon  the  metatarsal  boue.  In  well-marked  cases  the  metatarsal 
bono  is  addueted  or  turned  inward,  so  that  an  abnormal  inter\'al 
separates  its  head  from  its  fellows,  while  the  phalanx  is  displaced 
outward  and  articulates  only  with  the  outer  condyle.  The  angle 
thus  formed,  or,  more  properly,  the  inner  condyle  of  the  addueted 
metatarsal  bone,  makes  the  prominent  or  "  outgrown  "  joint  (Fig. 
435).  This  projet^ts  shiu^jly  beneath  the  skin,  and  is  exposed  to 
injury  and  to  the  pressure  of  the  shoe ;  thus  a  bursa  develops 
beneath  the  skin,  while  a  com  or  callus  forms  on  its  superficial 
surface.  The  projecting  bono,  covered  ijy  the  irritated  bursa  and 
the  thickeneil  skin,  makes  up  the  l)uuion. 

In  many  instances  the  other  toes  are  displaced  outward,  in 
the  direction  corresponding  to  that  of  the  great  toe,  or  tliis  may 
be  rotated  on  its  long  axis  aud  lie  above  or  beneath  its  fellows. 

Pathology.  The  pathological  changes  are  such  as  usually 
follow  deformit}',  disuse  of  function,  and  injury.  The  cartilage 
on  the  exjwsed  condyle  atrophies,  the  sesamoid  bones,  together 
with  the  tendon,  are  displaced  outward,  the  tissues  on  the  outer 
side  unilcrgo  nccouuaodative  shortening,  while  tliose  on  the  inner 
side  are  eorrespomlingly  lengthene<]  and  attenuated.  The  surfaoe 
of  the  bone  iienealh  the  irritatetl  periosteum  is  often  roughened 
aud  irregular,  and  exostoses  may  form  about  the  condyle,  and 
tlui»  aggravate  tlic  efTeots  of  the  external  pressure. 

Etiology.  The  deformitv'  is  the  direct  effect  of  shoes  that  are 
too  narrow  and  of  improper  shape,  and  in  some  instances  too 
short  for  the  foot,  so  that  the  great  toe  is  subjectetl  to  lateral 
aud  lougitudimil  pressure.     The  deforming  effect  of  the  shoe  is 
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increased  if  the  arch  is  weak,  so  that  the  toe  is  forced  forward 
into  the  narrower  part  of  the  shoe  when  the  foot  is  in  use.  The 
deformity  may  be  increased  by  injury  or  by  the  changes  that 
follow  gout,  rheumatism,  rheumatoid  arthritis  and  the  like,  and 
in  rare  instances  the  distortion  may  be  the  direct  result  of  such 
diseases ;  but  all  other  factors  are  of  slight  importance  when 
compared  to  the  deforming  influence  of  the  ordinary  shoe.  The 
deformity  begins  at  a  very  early  age ;  it  advances  more  rapidly 
during  adolescence,  but  the  symptoms  do  not  often  become 
troublesome  until  later  years.  Both  toes  are  afFected,  as  a  rule, 
although  the  deformity  and  its  accompanying  symptoms  are 
usually  more  marked  on  one  side. 

Sjnnptoms.  As  has  been  stated,  the  slighter  grades  of  defor- 
mity are  not  recognized  as  such,  and  it  is  usually  because  of  the 
pain  due  to  the  irritated  com  or  bursa,  and  incidentally  because 
of  the  outgrown  joint,  that  the  patients  apply  for  treatment. 

Treatment.  The  symptoms  in  the  ordinary  cases  may  be 
relieved  by  providing  a  proper  shoe,  by  which  pressure  on  the 
joint  is  completely  removed  (Figs.  407  and  432).  The  sole 
should  be  strong,  and  it  should  be  slightly  thicker  along  the  inner 
side,  so  that  the  sensitive  joint  may  be  inclined  away  from  the 
upper  leather.  In  cases  in  which  the  deformity  is  not  far 
advanced  the  use  of  a  proper  shoe  that  allows  space  for  an 
improved  position  of  the  great  toe,  combined  with  methodical 
manual  correction  of  the  deformity  and  exercise  of  the  disused 
muscles,  while  the  toe  is  guided  in  the  proper  directions  by  the 
fingers,  will  relieve  the  symptoms  promptly  and  practically  cure 
the  deformity.  If  the  longitudinal  or  the  metatarsal  arches  are 
depressed  they  should  be  properly  supported  (Figs.  404  and  421). 

Several  forms  of  correcting  braces  have  been  devised  to  be 
worn  during  the  day,  a  digitated  stocking  and  special  shoe  being, 
of  course,  necessary. 

A  simple  device  for  holding  the  toe  in  an  improved  position 
is  the  Holden  toe-post,  recommended  by  Walsham  and  Hughes. 
This  is  a  thin  piece  of  metal  so  fixed  in  the  front  and  inner  side 
of  the  sole  of  the  shoe  that  it  separates  the  first  and  second  toes 
from  one  another  and  holds  the  former  in  an  improved  position. 
It,  of  course,  necessitates  a  special  shoe  and  a  special  shoemaker 
to  fit  it  in  its  proper  place. 

Sampson*  makes  the  toe-post  of  tin  and  places  it  in  a  card- 
board inner  sole,  as  illustrated  in  the  diagrams  (Figs.  427-430). 

>  Johna  Uopklm  Bulletin,  January,  1902. 


724 


ORTHOPEDIC  SVBGEBY. 


The  use  of  a  splint  at  night  is  also  of  some  s^vice.  For  this 
purpose  a  piece  of  celluloid  about  one-eighth  inch  in  thickness,  one 
inch  in  width,  and  about  six  inches  in  length  may  be  used. 
This,  having  been  moulded  to  the  proper  contour  by  placing  it 


Fio.  427. 


c 


B 

r' 

Making  the  pattern  for  a  toe-poat.  A  heaT7  piece  of  paper  folded  once  along  tbe  line  A  B. 
Jk  D  EKni  B  C  FkkcxA  away,  leaving  the  tongne  ADCB.  AD  iboald  eqoal  the  depth 
of  the  shoe  at  that  point,  and  A  B  ihonld  be  as  wide  a<  the  length  of  the  silt  In  the  card- 
board Inner  sole.  The  tongne  Is  Inserted  In  tbe  slit,  and  the  bases  folded  back  and  cut  away 
to  conform  to  the  ftont  of  tbe  Inner  sole.  When  removed  and  straightened  out  this  forms 
the  pattern  In  Fig.  428. 

Pig.  428. 


/ 1        ^       I ^ 


Pattern  of  paper  ftom  which  the  tin  is  cut.    The  edges  D  D  and  (7  Care  to  be  turned  in.  Tin 
is  folded  along  the  dotted  lines  A  B—D  C  and  D  C  forming  the  toe-post  In  Fig.  429. 


Fio.  429. 


Shows  tbe  toe-post  ready  to  be  Inserted  Into  tbe  cardboard  Inner  sole.  Roogh  points  on 
the  upper  and  under  surfaces  of  tbe  base,  which  are  mode  by  punching  holes  wlth.an  awl, 
bold  tbe  toe-post  to  both  tbe  inner  sole  of  tbe  shoe  and  tbe  cardboard  inner.sole. 


Fio.  430. 


Cardboard  Inner  sole  with  toe-post  and  foot  adductor  attached.    (Sampson.) 

in  hot  water,  is  secured  by  tapes  to  the  inner  side  of  the  toe  and 
foot. 

It  may  be  stated  that  in  the  class  of  cases  that  can  be  suc- 
cessfully treated  by  mechanical  correction  few  patients  will  be 
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found  who  are  sufficiently  interested  in  the  cure  of  the  deformity 
to  submit  to  the  slight  discomfort  that  the  wearing  of  even  a 
carefully  adjusted  brace  entails. 

Operative  Treatment.  In  cases  in  which  the  deformity  is  of 
long  standing,  and  in  which  the  projecting  condyle  or  the  exostoses 
make  protection  of  the  sensitive  joint  difficult,  an  operation  is 
indicated.  The  primary  object  of  the  operation  is  to  remove 
the  projecting  bone.  This  may  be  accomplished  by  a  slightly 
curved  incision  about  the  inner  aspect  of  the  condyle,  the  centre 
being  below  the  joint,  so  that  the  scar  will  not  be  subjected  to 
pressure.  The  flap  of  skin  is  raised,  the  periosteum  and  part  of 
the  capsule  are  lifted  from  the  bone,  and  the  entire  condyle  is 
removed  with  a  chisel,  so  that  the  surface  is  made  perfectly 
smooth.  Contracted  tissues  that  resist  a  corrected  position  of 
the  toe  are  stretched  or  divided,  and  the  wound  having  been 
closed  with  sutures  a  plaster  bandage  is  applied  about  the  foot 
and  toe.  This  may  be  worn  with  advantage  for  several  weeks. 
The  after-treatment  consists  in  the  use  of  a  proper  shoe  and  daily 
manual  adduction  of  the  toe,  in  order  to  retain  the  improved 
position. 

Cuneiform  osteotomy  of  the  metatarsal  bone  is  an  effective 
operation  if  the  base  of  the  wedge  includes  the  projecting  bone. 
Resection  of  the  head  of  the  metatarsal  bone  is  an  effective 
operation,  and  it  may  be  indicated  if  the  deformity  is  extreme. 

As  has  been  stated,  hallux  valgus  is  often  combined  with  the 
weak  or  broken-down  arch ;  in  such  cases  the  foot  must  be  sup- 
ported by  a  properly  fitted  brace.  This  is  of  special  im{K>rtance 
after  treatment  by  operation. 

Bunion.  The  discomfort  of  hallux  valgus  is  caused  in  great 
part  by  the  irritated  bursa  and  the  overlying  com.  These 
symptoms  may  be  relieved  by  rest  and  by  hot  applications. 
Afterward  the  callus  or  com  may  be  removed,  and  the  sensitive 
bursa  may  be  protected  by  a  bunion  plaster.  Operative  treat- 
ment should  be  deferred  until  after  the  acute  symptoms  have 
subsided. 

Hammer-toe. 

Hammer-toe  is  a  contraction  of  one  of  the  toes,  usually  of  the 
second,  in  which  the  first  phalanx  is  dorsiiiexed,  the  second 
plantar  flexed,  while  the  third  may  be  flexed  or  extended.  The 
contracted  toe  is  overlapped  by  its  fellows;  its  projecting  dorsal 
surface  is  subjected  to  the  pressure  of  the  upper  leather  of  the 
shoe,  and  the  terminal  phalanx,  forced  against  the  sole  of  the 
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shoe  and  compressed  by  the  adjoining  toes,  becomes  flattened 
into  a  club  or  hammer-like  form.  The  nail  is  distorted  and 
often  *'  ingrown  ;"  in  most  cases  a  corn  or  callus  forms  upon  tin- 
extremity  of  the  toe,  and  a  small  bursa  and  corn  over  the  pro- 
jecting knuckle  on  the  dorsal  surface.  A  third  com  or  callus  is 
often  found  heu«ith  the  haid  of  the  metatarsal  bone  which  has 
betu)  forced  downward  by  the  flexion  of  the  toe. 

Hamraer-toe  is  usually  bilateral ;  it  may  be  congenital  and 
even  hereditary,  but  it  is  usually  acquired,  the  effect  of  shoes  that 
are  too  sliort  and  too  narrow.  The  second  toe  is  deformed  most 
often,  because  it  is  the  longest  and  becjuise  it  suffers  most  from 
the  lateral  compression  as  well.  The  deformity  Itegins,  as  a  rule, 
in  early  childhood,  when,  the  growth  of  the  foot  being  rapid,  it 
is  more  likely  to  suffer  from  the  effects  of  outgrown  shoes,  and 
socks  as  well. 

Symptoms.  The  symptoms  are  practicdly  those  of  the  coma 
or  blisters  caused  by  the  pressure  of  the  shoe,  but  they  are  often 
sufficiently  troublesome  to  interfere  seriously  not  only  >vith  the 
(iomfort,  but  with  tlie  ability  of  the  patient. 

Treatment.  The  resistance  to  the  rectification  of  the  deformity 
is  cjiusetl  by  the  accommodative  changes  that  follow  habitual  mal- 
position. In  cases  of  long  standing  all  the  tissues  may  be  involveil 
in  the  contniction,  of  which  the  most  resistant  are  the  shortened 
capsular  and  lateral  ligaments  of  the  first  iuttrpluilangeal  joint. 

The  congenital  liammer-toe  of  the  infant  may  l)e  treated  by 
manipulation.  When  the  resistance  is  overcome  the  toe  may  be 
held  in  pro|)er  jwsition  by  narrow  strips  of  adhesive  plaster 
passed  over  aud  under  it  aud  about  its  fellows.  In  older  children 
a  digitation  in  tlie  stocking  will  often  hold  the  toe  in  j)lace  if  the 
deformity  is  slight  aud  if  a  wide  shoe  is  worn.  In  adult  cases, 
in  addition  to  the  manipulation  and  shoe,  a  retention  apparatus, 
in  the  form  of  a  light  [dantar  splint,  or  stiffened  inner  sole  to 
which  the  toe  cau  be  att-aehed,  should  be  worn.  If  the  deformity 
is  more  resistant  the  toe  may  be  straightened  by  force,  aided,  if 
necessar)',  by  the  subcutaneous  division  of  the  contracted  ligaments ; 
but  in  advanced  cases  the  most  effective  treatment  is  resection 
of  the  joint.  Sufficient  bone  should  be  removed  to  permit  the  cor- 
rection of  the  deformity,  or,  in  case  of  its  recurrence,  to  prevent 
the  projection  of  the  joint  above  its  fellows.  A  splint  of  celluloid 
or  other  material  should  be  worn  for  a  time.  By  this  operation 
permanent  relief  may  be  assured,  and  it  is  to  be  preferred  to  the 
mutilation  of  amputation. 
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Orerlapping  Toes. 

Overlapping  toes  are  very  common  among  adults,  owing  to  the 
pressure  of  the  narrow  shoe ;  and  not  infrequently  such  deformity 
is  seen  in  infancy  and  is  apparently  congenital.  Deflected  or 
deformed  toes  may  be  treated  in  infancy  by  manipulation  and  by 
support  with  strips  of  adhesive  plaster  in  the  manner  described. 

In  childhood  exercise  and  proper  shoes  will  usually  correct 
acquired  deformity.  In  older  subjects  an  inner  sole  somewhat 
like  a  sandal,  to  which  the  toes  may  be  attached  by  bands  of 
tape,  may  be  employed  if  the  deformity  is  considered  by  the 
patient  of  sufficient  importance  to  demand  treatment. 

Exostoses  of  the  Foot. 

Simple  exostoses  of  the  foot,  as  distinct  from  those  that  are 
incidental  to  disease,  as,  for  example,  to  osteoarthritis,  are,  in 
most  instances,  induced  by  pressure  upon  a  projecting  bone 
of  a  somewhat  deformed  foot.  The  common  examples  are  the 
hypertrophy  of  the  navicular,  often  seen  in  flat-foot  of  young 
children,  the  projection  of  the  cuneiform  bones  on  the  dorsum  of 
the  hollow  or  contracted  foot,  the  enlargement  of  the  internal 
condyle  of  the  first  metatarsal  bone  complicating  hallux  valgus, 
and  the  exostoses  of  the  os  calcis  in  achillobursitis.  As  a  rule, 
the  treatment  of  the  deformity  of  the  foot  and  the  removal  of 
pressure  will  relieve  the  symptoms  without  other  treatment. 
Operative  removal  may  be  required  in  exceptional  cases. 

Fracture  of  Metatarsal  Bones. 

Fracture  of  a  metatarsal  bone,  most  often  the  second  or  the 
fifth,  may  occur  without  apparent  cause  other  than  walking. 
The  pain  and  the  subsequent  swelling  in  such  cases  may  be 
inexplicable  until  the  diagnosis  is  made  clear  by  an  X-ray  picture. 

Displacement  of  the  Peronei  Tendons. 

Permanent  displacement  of  these  tendons  forward  of  the  mal- 
leolus is  not  uncommon  as  a  result  of  paralytic  deformity,  par- 
ticularly talipes  calcaneus,  and  in  such  instances  it  gives  rise  to 
no  symptoms.  Displacement  of  one  or  both  of  the  tendons,  or 
rather  a  laxity  of  their  attachments  that  allows  an  occasional 
displacement  or  slipping  from  the  groove  behind  the  malleolus, 
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tasy  result  in  serious  disability,  because  of  the  pain  tliut  foUoW 
the  displacement  and  because  of  the  weakness  and  insecuritr  of 
which  the  patient  usually  complains. 

The  cause  of  the  laxity  of  the  tissues  that  allows  displacement 
in  feet  otherwise  normal  may  have  been  injury,  but  as  the  affec- 
tion is  often  bilateral,  the  pretlisposition  may  be  congenital. 

Treatment.  If  the  displacement  is  recent,  as  wlicu  it  followi' 
injury,  the  tendons  should  be  replaced,  and  the  foot  should  lie 
fixed  in  a  plaster  bandage  until  repair  has  taken  place.  If,  ■• 
in  certain  instances,  dorsal  Hexiun  is  limite<l,  the  reetrictioD 
should  be  overcome  before  the  bandage  is  applie<I.  If  the  dis- 
j)lacenicnt  is  habitual,  a  brace  may  be  applieil  to  restrain  tluwe 
motions  at  the  ankle  that  induce  it.  In  the  chronic  case»  an 
operation  with  the  aim  of  fixing  the  tendons  by  deepening  the 
groove  in  the  malleolus,  or  by  suturing  the  displactil  sheath  in 
its  uormsU  position,  may  be  indicated.  If  on  examination  the 
cause  of  the  displacement  appears  to  be  a  shortening  of  the  tendon 
it  may  be  divided  and  lengthened  in  the  ordinary  manner. 


Shoes. 

The  shoe  as  a  factor  iu  the  etiology  of  deformity  and  disability 
has  been  mentioned  several  times  in  the  preceding  pages,  but  it 
is  a  subject  of  such  im]K)rtanoe  that  it  would  seem  to  call  for 
special  consideration. 

The  object  of  the  shoe  is  to  cover  and  protect  the  foot,  not  to 
deform  it  or  to  amse  discomfort;  therefore,  tlie  one  should  corre- 
spond to  tlie  shape  of  the  other.  If  tlie  fci-t  arc  place<l  side  by 
side  the  outline  and  the  imprint  of  the  soles  will  corTCS|K)nd  to 
the  accomjianying  diagram  (Fig.  431).  The  outliue  denioustRitcs 
the  actual  sixe  and  sha|>e  of  the  ap|x>se<l  feet,  emphasized  by 
enclosing  them  in  straight  lines.  Thus,  each  friot  ap])ears  to  be 
somewhat  triangular,  being  broad  at  the  front  and  niirntw  at  tiw 
heel.  The  imprint  shows  the  area  of  Inairing  surfac*?,  luid  owin(( 
to  the  fact  that  but  a  small  portion  of  the  an;hod  part  of  the  tot*. 
rests  upon  the  ground  it  appears  to  Ije  niarke<lly  twUtcd  iiivrard. 
The  sole  of  the  shoe,  if  it  is  to  enclose  and  support  tlie  bcarioK 
surfjuie,  must  also  appear  to  bo  twist<il  inward  in  an  txtggextJuei 
right  or  left  pattern.  It  will  l>e  stiiiigiit  along  tlie  inner  border 
to  follow  tin*  nonnal  line  of  the  great  toe,  and  a  wide  outward 
sweep  will  l>o  necessary  in  order  to  include  tlic  outline  and  that 
avoid  compression  of  the  outer  Iwnlcr  nf  the  foot  (Kig.  t^'i). 
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This  demonstration  of  the  true  form  of  the  foot  is  almost  an 
indispensable  preliminary  to  an  intelligent  discussion  of  the  rela- 
tive merits  of  shoes,  and,  indeed,  it  is  somewhat  of  a  revelation  to 


Fia.  481. 


FlO.  4S2. 


Nomul  feet. 


Proper  golea  for  normal  feet. 


those  who  have  thought  of  the  foot  only  as  it  has  been  subordinated 
to  the  arbitrary  and  conventional  standard  of  the  shoemaker.  The 
ideal,  or  shoemaker's  foot,  upon  which  lasts  are  fashioned,  'is 
much  narrower  than  the  actual  foot ;  the  great  toe  is  not  a  power- 


no.  483. 


FlQ.  484. 


Shoemaker's  feet. 


Shoemaker's  soles. 


ful  movable  member,  provided  with  active  muscles,  but  is  small 
and  turns  outward,  so  that  the  forefoot  is  somewhat  pyramidal  in 
form  and  turns  upward  as  if  to  avoid  contact  with  the  ground. 
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downward.  Thus  the  foot,  according  to  the  age  at  which  the 
reshaping  process  is  b^un  and  the  constancy  of  the  application, 
is  gradually  changed  in  shape  and  altered  in  function  (Fig.  435). 
This  remodelling,  however,  is  often  accompanied  by  such  dis- 
comfort that  the  individual  rebels  and  wears  a  shoe  with  a  square 
toe,  which,  from  the  conventional  standpoint,  is  supposed  to  show 
a  meritorious  effort  to  follow  nature.  But  the  demonstration  of 
the  actual  foot  makes  it  evident  that  it  is  a  properly  shaped  sole, 
which  serves  as  a  support,  not  the  part  which  projects  beyond 
the  foot,  that  is  of  importance.  If  the  shoe  with  the  square  toe 
is  wider,  and  straighter  on  the  inner  side  than  another  with  a 
pointed  toe,  it  is  in  so  far  an  improvement.  But,  as  a  matter  of 
fact,  one  of  the  worst  types  of  shoe  provided  for  children,  in 
shape  very  like  the  old-fashioned  coffin-lid,  owes  its  popularity 
to  the  square  toe.  The  same  comment  may  be  made  on  the 
so-called  "  common-sense  "  shoe,  which  is  well  named,  since  it 
may  be  assumed  that  a  properly  shaped  shoe  is  an  evidence  of 
uncommon  sense. 

FlO.  436.  Fio.  487. 


Tbe  rocker  sole.  The  flat  sole. 

The  object  of  the  heel  is  to  make  walking  easier  by  inclining 
the  body  somewhat  forward.  The  high,  narrow  heel  is  an 
insecure  support,  and  aids  deformity  by  throwing  more  strain 
upon  the  forefoot  and  pushing  it  forward  into  the  narrowest  part 
of  the  shoe.  The  heel  is,  of  course,  unnecessary  in  childhood, 
and  should  not  be  worn,  since  it  limits  the  necessity  for  and 
therefore  the  use  of  the  normal  range  of  motion  at  the  ankle- 
joint.  The  ordinary  shoe  by  restricting  the  functional  use  of 
the  foot,  favors  awkwardness  and  improper  attitudes.  It  com- 
presses the  toes,  and  is  directly  responsible  for  corns,  bunions, 
ingrown  toe-nails,  and  deformities,  and  indirectly  it  causes  or 
aggravates  nearly  every  weakness  to  which  the  foot  is  liable. 
This  assertion  does  not  need  support  of  argument,  since  in  some 
d^ree  it  has  been  proved  by  the  personal  experience  of  every 
shoe  wearer. 
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The  shape  of  the  proper  shoe  corrospoiuling  to  the  undistortod 
foot  has  already  been  demonstrated  (Fig.  432).  The  solo  should 
be  thick  enough  for  prt>tection,  but  not  so  rigid  as  to  limit  normal 
motion ;  it  should  follow  the  imprint  of  the  foot,  projecting 
somewhat  beyond  the  outline  of  the  toes  ;  it  should  be  Hat  from 
end  to  end  and  from  side  to  side  (Fig.  437),  and  the  upper  leather 
should  be  capacious.  In  other  words,  the  front  of  the  shoe 
should  be  designed  to  permit  and  to  encourage  normal  functional 
activity,  the  slight  adduction  of  the  great  toe,  and  the  alternate 
expansion  and  contraction  of  its  felhjws,  as  may  ije  observed  in 
the  barefoot  chihl.  The  heel  should  bo  broad  and  low.  Moat 
adult  feet  arc  more  or  less  deformed,  and,  therefore,  better  suited 
by  an  improved  than  by  a  perfect  shoe.  Of  this  class,  what  is 
known  as  the  wide  Waukenphast  pattern  is  the  l>est.  In  select- 
ing the  better  from  the  worst  of  the  "  ready-made "  shoes,  the 
breadth  of  sole,  the  angle  of  outward  deviation  of  the  soles  when 
the  two  are  placed  side  by  side,  and  the  capacity  of  the  upper 
leather  must  be  the  determining  points. 

The  most  effective  work  for  reform  can  be  accomplished  by 
providing  proper  shoes  for  children  and  thus  preventing  deformity. 
The  inspection  of  children's  feet  shows  that  atrophy  and  com- 
pression begin  at  a  very  early  age,  and  if  protection  could  l>e 
assured  during  the  period  of  rapid  growth,  serious  distortion 
might  be  preventetl. 

Socks.  Although  of  far  less  importance  than  the  shoes,  the 
socks  worn  by  cliildren  deserve  special  mention  as  a  factor  in 
deformity,  since  they  are  often  too  short  and  too  narrow  and  are 
made  of  unyielding  material,  so  that  the  proper  action  of  the  toes 
is  restrained.  Theoreticiilly,  the  socks,  like  the  shoes,  should  be 
rights  and  lefts  ;  but  if  they  are  suflficiently  large  and  of  a  texture 
to  expand  residily  to  the  shape  of  the  foot,  but  little  trouble  need 
be  anticipated  on  this  score. 
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nhnonual  attitude  during  the  period  ot  fonnation  and  rapid 
givnvth,  or  if  it  has  been  used  for  anv  length  of  time  in  the 
alnH>mial  }x>sition,  the  deformity  becomes  exaggerated  beyond 
the  {x^bility  of  imitation,  and  secmidary  variations  in  its  shape, 
si«L\  and  nutrition  follow. 

Tht>  deformities  of  the  foot  are  groaped  under  the  generic 
namo  of  talipes,  derived  from  talus  (ankle)  and  pes  (foot),  signify- 
ing, thorvfore,  a  form  of  deformity  in  which  the  patient  walks 
U|x>n  his  ankles.  Talipes  was  thus  originally  synonymous  with 
tW  (H^pular  term  club-foot,  but  at  the  present  time  it  is  used 
^m|Jy  a$  a  piviix  to  the  descriptive  tities  of  the  diCfonent  distor- 
tHMKk  while  olub-foot  is  usually  applied  only  to  the  most  oommon 
\^  the  vvn^mital  deformities,  equinovams,  in  which  the  distorted 
(v^»l  is  elulv-like  in  form. 

y*ri*ties.  There  are  four  simple  varieties  of  the  distorted  foot 
vvr  t»U|*es : 

I  ^  TalipM  e^ainiia,  the  extended  or  plantar  flexed  foot.  In  well- 
marktx)  chjs*^  the  patient  walks  upon  the  heads  of  tihe  metatarsal 
Umws.  au  altitude  that  suggested  the  name  equinus  (horse-like). 

^.  Talii^  calcaaftos,  the  dorsiflexed  foot,  in  which  the  heel  is 
l«rv«(uinent,  ami  which  alone  bears  the  weight  in  walking;  hence, 
vmUouous  fn>ju  t<aleaneum,  the  heel  bone. 

l«  t!>o<»>  tonus  the  centre  of  motion  is  at  the  ankle-joint 
liuUn-  the  tonus  ts)uinus  and  calcaneus  are  included  not  only  the 
oa^o-i  of  tuarktvl  dofonuity,  but  also  those  in  which  the  range  of 
vliMxil  v>r  plantar  tloxiou  is  sufficiently  limited  to  interfere  with 
luiutioti.  ovoii  though  the  change  in  the  contour  of  the  foot  is 
slijjht. 

;».  Talipes  varus,  the  inverted  foot.  In  this  deformity  the  foot 
is  tnnu><l  in  or  adduoted,  and  combined  mth  the  inward  twist 
tl\on>  is  prai'tieally  always  a  certain  degree  of  supination  or 
invoi'sion  ;  that  is,  the  inner  bonier  of  the  sole  is  elevated  and 
the  outer  Worder  is  depressetl,  so  that  the  weight  falb  to  the 
outer  side  of  the  centre  of  the  foot. 

1.  Talipes  valgus,  the  evertetl  foot.  This  deformitj'  is  the 
rt'verse  of  varus.  The  foot  is  abducted  and  the  sole  is  everted, 
so  that  in  use  the  weight  falls  on  the  inner  border. 

In  those  forms  of  lateral  deformity  the  centres  of  motion  are  at 
the  niediotarsal  and  subastragaloid  joints. 

TIh'h'  simple  deformities,  in  which  the  foot  is  persistently 
extended  or  Hexwl,  or  twisted  in  or  out,  are  comj>aratively 
uiioonniicin. 
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Compound  Deformities.  As  a  rule,  the  deformities  are  com- 
bined in  varying  degree ;  thus  the  overextended  or  the  overHexed 
foot  is  usuiilly  twisted  inward  or  outward,  making  four  varieties 
of  eomi>ound  deformity  : 

1.  Talipes  equinovarua,  the  extended  and  inverted  foot. 

2.  Talipes  equinovalgus,  tlie  extended  and  evertod  foot. 

3.  Talipes  calcaneovarus,  the  Hexed  and  inverted  f(K)t. 

4.  Talipes  calcaneovalgus,  the  flexed  and  everted  foot. 


Ft'-.    1?: 


Coogenitai  calcancusi.    In  ilii.«  Umn  llie  srcli  is  iiblliented  ;  lu  tbe  ac<|Uired  form 
11  U  liicrvaniyJ. 


In  these  more  ini])orhint  deformities  the  arch  of  the  foot  may 
he  increased  or  diminished  in  depth.  It  is,  for  example,  usually 
increased  in  calcaneus  and  eijuinus,  aud  it  is  usually  diminished 
in  valgus ;  but  this  secondary  or  subordinate  deformity  is  not 
recognized  In  the  ordinary  classification.  If  the  arch  of  the  foot 
is  simply  exaggerated,  tlie  condition  is  sometimes  called  pea 
cavns ;  if  it  is  lessened  or  lost,  it  is  calle<l  pes  planus.  These 
slight  degrees  of  distortion,  in  whicii  the  functional  disal>ility  is 
usually  more  important  than  the  deformity,  are  rarely  classe<i  as 
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forms  of  talipes.  Simple  cavus,  the  hollow  or  contrnctetl  foot, 
and  pes  planus,  one  of  the  forms  of  the  common  weak  or  rtal-ftxil, 
havp  been  (k'scril)ed  elsewhere.     (Chapters  XX.  and  XXI.) 

Etiology.  From  the  remedial  stantlpoint,  the  cause  of  the 
deformity  is  of  far  greater  importance  than  its  form.  Thus,  one 
divides  the  distortions  of  the  foot  into  two  gniups : 

1.  The  congenital  form,  in  which  the  foot,  in  process  of  fortiia- 
tion,  has  slowly  grown  into  deformity  before  birth. 

2.  The  acquired  form,  in  which  the  foot,  perfect  at  birth,  has  at 
a  later  time  become  distorted. 

The  congenital  club-foot  may  be  considered  simply  as  a  twistol 
foot,  of  which  the  component  parts,  althoiigli  distorteil  to  ttgrwter 
or  less  degree,  are  capable  of  regaining  jMjrfect  form  and  function. 

Fio.  UO. 


CuugeulUl  VklKU*. 


This  is  practically  true  of  the  great  majority  of  maes,  althoiii^i'jl 
there  are  instances  in  which  congenital  deformity  is  complicated 
by  defective  formation  of  the  foot  or  leg,  or  iu  which  the  dcfof' 
mity  is  caused  or  at  least  accompanie<l  by  jtaralysis ;  a^,  for  cxampk, 
in  certain  forms  of  spina  bifida  or  other  defect  or  dwe*»  of  the 
nervous  apparatus. 

The  acquiretl  deformity  is  nearly  always  a  coDseqaenoe  «l 
paralysis  of  spinal  origin  (anterior  poliomyelitis).  Certain 
muscles  or  groups  of  muscles  being  paralyzetl,  usually  in  «ariv 
chiidiiood,  the  muscular  force  of  the  foot  is  unbalanc^l,  and  it  ■ 
drawn  into  a  distorted  position  by  the  contraction  of  the  unop- 
posed muscles  and  by  the  influence  of  gravity.  This  dixtoitiM 
is  oonfirnie<J  and  increased  by  the  accommodative  chaugea  in  lbs 
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Etioloi^  of  Congenital  Talipes.  As  of  other  congenital  defor- 
mities, the  etiology  of  talipes  is  more  or  less  conjectural.  Oooa- 
sioually  the  influence  of  inheritance  is  ap|>arent,  and,  again,  two 
or  more  children  witli  cltih-foot  may  he  born  of  the  same  mother  ; 
but,  as  a  rule,  nothing  bearing  upon  the  defonnity  appears  in 
the  family  or  personal  history.  The  most  reasonable  explanation 
as  appliwl  to  the  majority  of  cases  is  the  mechanical.  This  is, 
iu  brief,  the  theory  that  the  foot  has  from  some  cause  remained 

ris.  •i^. 


The  eUoIog7  orcoiigeniuil  club-bunds,  olub-fuuL,  uuil  aucbylosis  of  (lit:  joluu.    Th«  bmbtlm 
attitude  at  birth.    Phnlograpb  m  nge  of  lliree  months.    (See  Fig,  Ml.) 

for  a  longer  or  shorter  time  in  a  constrained  or  fixed  position, 
and  has  thus  grown  into  deformity. 

It  has  been  claimed  by  Eschricht'  and  also  by  Berg"  that  al>out 
the  third  month  of  intra-uterine  life  the  thighs  of  the  erabrj-o 
are  abducted,  flexed,  and  rotated  outward,  the  legs  are  crossed, 
and  the  feet  are  plantar  flexed  and  adducted,  so  that  the  inner 


>  KitutKbe  kllDlk.  \V>\.  No.  *\. 

'  Berg.    Archive!  of  Medicine,  New  York,  Decemlier  t,  1882. 
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surfaces  of  the  thighs,  the  tibial  borders  of  the  legs,  and  the 
plantar  surfaces  of  the  feet  are  held  in  close  apposition  to  the 
abdomen  and  to  the  pelvis  of  the  foetus.  Later  there  is  an  inward 
rotation  of  the  legs,  so  that  the  feet  are  turned  gradually  outward 
until  the  soles  are  brought  into  contact  with  the  uterine  wall,  the 
feet  then  being  in  the  attitude  of  abduction  and  dorsal  flexion. 
According  to  this  theory,  there  is  a  regular  succession  of  attitudes 
during  intra-uterine  life.  If  the  inward  rotation  of  the  lower 
extremity  is  prevented  or  if  it  is  incomplete,  the  foot,  remaining 
in  the  original  position,  becomes  deformed.  Thus  equinovarus, 
being  the  normal  attitude  of  the  early  and  middle  period  of  intra- 
uterine life,  is  not  only  the  most  common,  but  it  is  the  most 
intractable  of  the  congenital  deformities.  But  if  the  constraint 
or  pressure  is  not  exerted  until  a  later  period,  after  rotation  has 
taken  place,  when  the  foot  has  attained  or  nearly  attained  its 
normal  size  and  shape,  it  will  then  induce  the  rarer  and  compara- 
tively slight  grades  of  deformity,  such  as  calcaneus  or  valgus. 

This  theory,  which  seems  interesting  and  reasonable,  appears 
to  rest  on  a  very  insecure  basis.  Bessel  Hagen'  states  that  in 
embryos  of  30  mm.  in  length  the  foot  is  in  extreme  plantar 
flexion  ;  in  those  of  90  to  100  mm.  the  foot  is  at  a  right  angle  to 
the  1^ ;  and  from  this  size  to  that  at  full  term  the  foot  may  be 
foond  in  any  position — abducted,  adducted,  or  dorsiflexed.  He 
states,  also,  that  supination  is  not  the  usual  attitude  at  an  early 
period,  but  is  more  common  near  the  termination  of  intra-uterine 
life,  and  when  it  is  present  it  is  more  often  combined  with  dorsi- 
flexion.  In  other  words,  there  is  no  time  when  the  foot  regularly 
and  normally  assumes  the  attitude  of  club-foot,  from  which  it  is 
changed  by  the  rotation  of  the  limbs.  Scudder,*  after  similar 
investigations,  arrived  at  practically  the  same  conclusions.  He 
states  that  there  is  uo  necessary  relation  between  the  age,  the 
rotation  of  the  limbs,  and  the  position  of  the  feet. 

Although  the  rotation  theory  may  not  be  absolutely  accepted, 
'still  it  would  appear  that  there  is,  during  the  process  of  develop- 
ment, a  more  or  less  regular  change  in  the  attitudes  of  the  limbs 
and  feet.  If  they  are  fixed  in  one  position  during  this  period  of 
rapid  growth,  distortion  must  follow ;  if  the  constraint  is  slight, 
and  if  its  influence  is  exerted  at  a  late  period,  the  deformity  will 
be  slight ;  if  it  occurs  at  an  early  period,  the  deformity  will  be 
more  resistant. 

'  Die  Patbologie  and  Tberapie  des  Klumpdisses  Heidelberg,  18V9. 
<  Beaton  Medicaland  Surgical  Journal,  October  27, 1887. 
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One  of  tlie  causes  of  constraint,  and  thus  of  ultimate  deformity, 
appears  to  be  the  iuterlucking  of  the  feet.  Many  museum  speci- 
mens show  this,  and  in  some  of  the  cases  of  talipes  seen  during 
the  first  week  of  life  the  feet  may  be  replaeetl  in  the  attitude  in 
which  they  had  been  fixed  before  birth  (Fig.  "281).  Intra-uterine 
pressure,  although  not  usually  the  direct  cause  of  club-foot, 
undoubtedly  has  an  iuiluence  in  aggravating  the  deformity.  The 
effect  of  pressure  Is  not  infrequently  shown  in  atrophic  areas  of 
skin,  and  burste  even  are  sometimes  found  over  prominent  bones. 

Fiu.  Wi. 


Intn-oteiiiie  "  amputatlonit."    TbB  patient  la  a  tailor. 


Entanglement  in  the  umbilical  oord,  the  direct  pressure  of  intra- 
uterine or  extra-uterine  tumors,  and  the  like  may  be  mentioned 
also  as  |X)ssible  causes. 

Evidence  of  restraint  and  of  abnormal  attitudes  of  the  limbs  is 
seen  not  infrequently  in  connection  with  club-foot ;  for  example, 
in  hyjwrextension  or  fixed  flexion  of  the  knees,  and  in  cases  of 
extreme  deformity,  the  foot  is  often  smaller  than  noniial  and 
otherwise  asjinmetrical.  The  distorted  foot  may  be  imperfect 
in  structure ;  toes  may  be  abseut,  "  spontaneous  amputation  " 
(Fig.  443),  or  constricting  bands  about  the  leg  or  fotit  may  be 
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present.  Such  abnormalities  are  usually  ascribed  to  amniotic 
adhesions.  Talipes  may  be  combined  with  evidences  of  impaired 
or  arrested  development ;  with  harelip,  extrophy  of  the  bladder, 
spina  bifida,  and  absence  of  patellee ;  or  with  other  deformities, 
such  as  club-hand  and  wryneck,  fixed  flexion  at  the  knees,  and 
the  like ;  or  there  may  be  evidence  of  intra-uterine  disease,  as 
in  anchylosis  of  joints  (Fig.  441)  or  so-called  foetal  rickets. 
Finally,  deformities  of  the  foot  may  accompany  or  are  caused  by 
absence  of  bones,  as  of  those  of  the  foot ;  or  other  deformities 
and  malformations,  showing  evidently  an  abnormality  in  the 
original  make-up  of  the  germ.  This  latter  group,  which  includes 
the  complications  of  club-foot  and  imperfection  of  structure,  is 
comparatively  small,  and,  as  has  been  already  stated,  in  the 
great  majority  of  cases  congenital  club-foot  is  a  simple  deformity 
capable  of  perfect  cure. 

Statistics.  The  most  accurate  statistics  are  those  compiled 
from  the  records  of  the  Hospital  for  Ruptured  and  Crippled.' 
In  the  combined  statistics  are  included  the  data  of  3453  indi- 
vidual cases  of  talipes.  Of  these  1650  were  congenital  and  1803 
were  acquired.  The  relative  frequency  of  the  congenital  and 
acquired  forms  of  talipes  has  given  rise  to  much  discussion  in 
the  past,  and  statistics  on  this  point  are  at  considerable  variance 
with  one  another.  This  may  be  explained  by  the  fact  that 
acquired  talipes  is,  as  a  rule,  a  preventable  deformity.  At  the 
present  time  the  extreme  degrees  of  acquired  talipes  are  compara- 
tively rare,  and  the  deformity  is  usually  of  a  much  slighter  grade 
than  the  corresponding  form  of  congenital  distortion. 

Xait$. 
Bex  of  congenital  talipe*     ....    1065 

PeroenUge 64.5 

Sex  of  acquired  talipes        ....     975 
Percentage M.l 

Congenital  talipes  is  much  more  common  among  males  than 
among  females.  All  statistics  are  in  accord  upon  this  ])oiut. 
Acquired  talipes  is  more  equally  divided  between  the  sexes. 

Right.  Left.  Both.  Total. 

Foot  aflfected  in  congenital  talipes  510  440  710  1660 

Percentage       ....        30.7  26.5  42.7 

Unilateral  950  —  57.2  per  cent.      Bilateral  710  —  42.7  per  cent. 

Right.  Left.  Both.  Total. 

Foot  affected  in  acquired  talipes    781  768  254  1803 

Percentage      .  .       .       43.3  42.6  14.1 

Unilateral  1519  =  85. 9  per  cent.       Bilateral  254  =>  14. 1  per  cent. 


Femalet. 

Total. 

585 

1650 

35.5 

828 

1808 

45.8 

>  W.  R.  Townsend.  A  Statistical  Paper  on  Club-foot.  Transactions  of  the  Medical  Society 
of  the  State  of  New  York,  1890.  These  statistics  were  supplemented  for  me  by  Dr.  N.  B. 
Waller. 
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In  congenital  talipes  the  deformity  is  nearly  as  often  of  both 
as  of  one  foot,  while  in  the  acquired  form  unilateral  deformity  is 
far  more  common.  In  each  variety  the  right  foot  appears  to  be 
more  often  affected  than  the  left. 

The  Relative  Fkeqcbncy  of  the  Diffebent  Fokms  of  Cokoenital 

Talipes. 

Oatt*.      PenaUage. 

KqulnoTarua 1273               77.0 

Valgua 128                7.4 

Varus                «b               6.1 

Calcaneovalgut S2                8.1 

Eqiilnus 40                 2.4 

Calcaneus 28                1.7 

Equlnovalgus 28                1.7 

Calcaneovarua 7 

Cavus ft 

ValgocavUB 1 

Equlnocavus                     1 

Di&brent  deformity  in  each  foot 18 

Total 1660 


Relative  Fre<idency  of  the  Different  Forms  of  Acquired  Talipes 
Together  with  the  Etiology. 


Spinal. 

Cerebral. 

i 

Other 
forms  of 

Trau- 

Total. 

1  .„.-.j„ 

Perct. 

1  "poTl'o^' 
myelitis. 

Hemi- 
plegla. 

2« 

Para- 
plegia. 

85 

paralysis. 

matic.  1 
29 

575 

Equinovarus 479 

4 

32.5 

Eqiilnus . 
Calcaneus 

821 

66 

46 

8 

26 

462 

26.1 

219 

3 

1 

0 

1 

224 

12.6 

Valgus   .       . 
EqulnoTalgas 

134 

4 

7 

1 

27      1 

173 

9.7 

114 

U 

5 

0 

3 

122 

6.9 

Calcaneovaigus 

;     76 

0 

0 

0 

2 

78 

4.4 

Varus     . 

1      « 

2 

1 

0 

5 

49 

2.7 

Calcaneocavus 

1         12 

0 

u 

0 

0 

12 

Equlnocaviis 
Calcaneovarus 

!         22 

0 

u 

0 

2 

24 

1.8 

11 

0 

u 

0 

0 

11 

Cavus     . 

i         35 

1 

0 

0 

0      , 

86 

2.0 

Varocavus 

1           1 

1 

0 

0 

0 

2 

146r> 

1U5 

95 

8 

95   : 

1768 

Deformity  dlBbrcnt  on  each  side      
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It  will  be  noted  that  in  three-fourths  of  the  congenital  cases 
the  deformity  i.s  oquinovarus,  and  that  cquinus  and   calcaneus, 
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rare  as  congenital  deformities,  comprise  38  per  cent,  of  the 
acquired  forms. 

Occasionally  the  deformity  is  different  in  each  foot,  far  more 
often  in  the  acquired  than  in  the  congenital  form  (50  of  the 
former,  or  19  per  cent.,  of  the  254  acquired  bilateral  deformities 
as  compared  with  18,  or  less  than  3  per  cent.,  of  the  bilateral  con- 
genital). In  7  of  the  18  congenital  cases  the  deformity  was 
equinovarus  on  one  side,  calcaneus  on  the  other ;  in  3,  equino- 
varus  and  calcaneovalgus,  and  in  3,  simple  varus  and  valgus. 
The  50  cases  of  acquired  talipes  represented  every  combination 
of  deformity. 

In  31,  or  4  per  cent.,  of  the  735  cases  of  congenital  talipes 
tabulated  by  Waller  the  distortion  was  combined  with  other  con- 
genital defects  or  deformities,  viz.,  in  12  cases  with  double  club- 
hands; in  6  cases  with  defective  development  of  the  hands, 
webbed  fingers,  and  the  like ;  in  7  cases  with  spina  bifida ;  in  3 
cases  with  absence  of  one  or  more  bones  of  the  leg ;  in  1  case 
with  torticollis ;  in  1  case  with  harelip ;  in  1  case  with  disloca- 
tion of  the  knee  and  anchylosis  of  an  elbow ;  in  2  cases  with 
general  rigidity  and  deformity  of  the  joints. 

The  Anatomy  of  Congenital  Club-foot.  Talipes  EquinoTams. 
Congenital  talipes  is,  in  the  great  majority  of  cases,  the  form  in 
which  the  foot  is  twisted  inward  and  downward,  so  that  in 
extreme  cases  it  resembles  the  club-like  extremity  that  has  re- 
ceived the  popular  name  of  club-foot.  The  ordinary  congenital 
club-foot,  in  early  infancy,  is  simply  a  foot  lield  in  an  exagger- 
ated attitude  of  plantar  flexion,  adduction,  and  supination.  The 
dorsum  of  the  foot  looks  forward  aud  slightly  outward  and 
upward,  the  plantar  surface  is  abnormally  concave,  and  looks 
backward,  inward,  and  downward.  The  foot  often  seems  some- 
what smaller  than  normal,  and  the  heel  appears  to  be  ill-formed. 
Upon  the  outer  dorsal  surface  the  body  of  the  displaced  astragalus 
projects ;  the  external  malleolus  is  prominent,  while  the  internal 
malleolus  lies  deep  beneath  the  redundant  tissues  of  the  internal 
aspect  of  the  foot. 

In  many  instances  the  turning  inward  of  the  foot  is  so  extreme 
that  it  conceals  the  equinus  element  of  the  deformity  (Fig.  444). 
Thus  equinovarus  is  often  classified  as  varus,  especially  by  Eng- 
lish authors. 

The  internal  structure  of  the  foot  is  rearranged  to  correspond 
to  the  external  contour ;  thus  the  relation  of  the  bones  to  one 
another,  and  even  the  shape  of  the  individual  bones,  are  more  or 
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flexed,  BO  thiat  a  lai^e  part  of  its  body  protrudes  from  between  the 
malleoli.  Its  neck  is  often  somewhat  longer  than  normal,  and 
it  is,  as  a  rule,  depressed  and  deflected  inward  (Fig.  445,  B). 
The  OS  oalcis  is  also  in  an  attitude  of  plantar  flexion  ;  the  internal 
tuberosity  is  drawn  upward  to  the  vicinity  of  the  internal  malleo- 
lus, its  anterior  extremity  looks  downward  and  inward,  and  it  is 
often  bent  inward,  corresponding  to  the  deformity  of  the  neck  of 
the  astragalus.  Its  external  surface  looks  downward  and  for- 
ward, and  it  lies  directly  beneath  the  astragalus  instead  of  to  its 
outer  side,  as  in  the  normal  relation. 

The  navicular  is  drawn  inward  and  upward,  and  articulates 
with  the  inner  part  of  the  deflected  head  of  the  astragalus ;  it 
lies  in  close  proximity  to  and  is  often  in  contact  with  the  internal 
malleolus ;  the  cuboid  is  displaced  upward  and  inward,  and  lies 
to  the  inner  side  of  the  anterior  extremity  of  the  os  calcis.  The 
remaining  bones  are  changed  in  position,  but  not  materially  in 
shape.  In  many  instances  the  tibia  is  rotated  inward  upon  the 
femur,  and  this  inward  rotation  of  the  leg  may  persist  after  the 
deformity  of  the  foot  has  been  corrected.  Less  often  the  tibia  is 
slightly  twisted  inward  on  its  long  axis.  In  other  cases  there  is 
often  a  moderate  degree  of  knock-knee  and  laxity  of  the  liga- 
ments at  the  knee.  As  a  rule,  however,  these  are  secondary  or 
compensatory  efEects  of  club-foot  that  do  not  appear  until  the 
child  begins  to  walk. 

The  ligaments  are  altered  to  correspond  to  the  changed  rela- 
tions of  the  bones.  Those  on  the  short  side  are  more  or  less 
resistant,  according  to  the  duration  of  the  deformity.  The 
muscles  are  normal  as  to  their  stnicture  and  their  origin  and 
insertion,  but  the  direction  of  the  tendons  as  they  pass  across  the 
foot  is  altered  somewhat.  Those  attached  to  the  inverted  side, 
the  extensor  and  adductor  group,  are  shortened  and  are  relatively 
stronger  than  those  on  the  outer  side,  which  are  lengthened  and 
atrophied  from  disuse. 

To  sum  up :  all  the  component  parts  of  the  foot  participate  in 
the  deformity.  The  most  noticeable  changes  in  the  bones  are  in 
their  position  and  relation  to  one  another,  but  the  astragalus,  os 
calcis,  and  navicular  bones  are  usually  distinctly  abnormal  in 
contour. 

The  most  resistant  structures  in  the  deformed  foot  are  the 
plantar  fascia  and  the  ligaments  that  bind  the  scaphoid,  the  os 
calcis,  and  the  internal  malleolus  to  one  another.  The  muscles 
that  are  most  active  in  retaining  and  increasing  the  deformity  are 
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the  tibialis  anticus,  the  tibialis  posticus,  and  the  combined  gas- 
trocuemius  and  soleus. 

The  changes  that  have  been  outlined,  which  are  comparatively 
slight  and  which  may  be  easily  rectified  soon  after  birth,  become 
more  marked  as  the  part  develops ;  and  when  the  child  b^ins 
to  walk  the  weight  of  the  body,  combined  with  growth  and  func- 
tional use  in  the  abnormal  position,  increases  and  fixes  the 
deformity. 

In  the  adolescent  or  adult  type  of  club-foot  that  has  never 
been  treated  the  deformity  is  so  extreme  that  the  patient  actually 

appears  to  walk  on  the  ont- 
^"''  **^'  side  of  his  ankles,  as  the  term 

talipes  implies.  The  feet 
turn  directly  inward,  or  even 
inward,  upward,  and  back- 
ward, and  the  peculiar  walk, 
by  which  interference  of  in- 
verted feet  is  avoided,  has 
given  another  name  (reel 
foot)  to  the  deformity. 

In  such  cases  knock-knee 
is  usually  well  marked. 
This,  although  it  may  be 
present  at  birth,  is,  as  has 
been  stated,  usually  a  second- 
ary distortion  caused  in  great 
jMirt  by  the  accommodation 
to  the  deformity ;  that  is,  by 
the  diminution  of  the  base 
of  support  and  by  the  inter- 
ference of  the  feet  (Fig.  449.) 
The  legs  are  shrunken 
from  disuse.  Over  the  outer 
bonier  of  the  foot,  in  the 
neighborhood  of  the  cal- 
caneocuboid articulation, 
there  is  a  large  callus  with 
an  underlying  bursa.  The 
foot  itself  is  atrophied  and  is  much  smaller  than  the  normal.  The 
changes  in  the  bones  are  much  more  marked  ;  only  a  small  part 
of  the  articulating  surface  of  the  astragalus  lies  between  the 
malleoli,  and  this  posterior  extremity  is  flattened  out  to  the  shape 


Talipes  equlnovanu  In  adolescence,  apparently 
of  the  acquired  form,  showing  the  displacement  of 
the  astragalus  and  its  relation  to  the  scaphoid,  also 
the  atrophy  and  distortion  of  the  bones  of  the  leg. 
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of  a  wedge.  There  is  conseijuently  backward  displacement  of  the 
leg  bones,  which  is  most  apparent  in  the  iiosition  of  the  external 
malleolus.  In  fact,  the  changes  in  the  foot  may  be  so  great  as 
to  make  the  component  parts  almost  unrecognizable  (Figs.  444, 
445,  and  44fi).  All  the  Iwnes  of  the  foot  are  more  or  less 
atrophied,  and  the  normal  area  of  cartilage  has,  to  a  great  extent, 
disappeare<l  from  the  articular  surfaces  of  the  disused  joints. 


no.  447. 


Fia.  448. 


ik 


Tullpes  equinoTarui. 
Tb«  tendoni  ou  tbe  from  of  tbe  foot.  Showing  the  leudona  In  the  sole  of  the  foot  and 

the  extreme  dlBplacvmenl  of  the  os  cnlcls. 


In  this  advanced  stage  the  uomial  functional  activity  of  the 
foot  has  disajjpeared.  It  is  practically  a  simple  rigid  support, 
to  which  the  patient  has  been  so  long  accustomed  that  he  may 
walk  with  comparative  case  and  with  no  discomfort  other  than 
that  causeil  by  the  corns  and  bunions  at  the  pressure  points.  In 
these  extreme  cases,  cure  in  the  sense  of  perfect  functiuniil 
recovery   is,   of  course,   out  of  the  question  ;  but   relief  of  the 
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deformity — that  is,  replacement  of  the  foot  in  the  axis  of  the  leg, 
at  a  right  angle  to  it  and  in  the  plantigrade  attitude — is  nearly 
always  possible. 

Ssrmptoms.  The  symptoms  of  congenital  club-foot  have  been, 
to  all  intents,  included  in  the  description  of  the  deformity.  The 
functional  disability  is,  of  course,  considerable,  although  some 
patients  are  surprisingly  active  and  are  able  to  walk  long  dis- 
tances. As  the  discomfort  from  club-foot  is  due  almost  entirely 
to  the  corns  or  inflamed  bursse  over  the  bony  prominences,  its 
degree  depends,  of  course,  upon  the  use  to  which  the  foot  is  sub- 
jected. 

Treatment.  In  considering  the  treatment  of  congenital  club- 
foot it  is  customary  to  divide  it  into  several  classes  corresponding 
to  the  degree  of  resistant  deformity. 

The  first  class  would  include  the  very  slight  or  non-resistant 
cases  in  which  the  deformity  may  be  almost  entirely  corrected  by 
slight  manual  force. 

The  second  class  comprises  those  cases  in  which  a  certain 
amount  of  varus  and  well-marked  equinus  remain,  which  it  is 
impossible  to  overcome  by  manipulation. 

The  first  and  second  classes  include  the  forms  of  infantile 
club-foot. 

The  third  class  comprises  the  cases  of  more  extreme  deformity 
and  those  in  which  the  resistance  to  the  correction  is  great,  as  in 
many  of  the  cases  in  early  childhood  or  those  of  later  years  that 
have  been  inefficiently  treated. 

A  fourth  class  would  include  the  untreated  cases  in  the  adoles- 
cent or  adult. 

Congenital  club-foot  (talij)es  equinovarus)  treated  at  the 
proper  time — that  is  to  say,  in  early  infancy  and  in  a  proper 
manner — in  a  great  majority  of  cases  may  be  perfectly  cured  both 
as  to  form  and  function. 

The  club-foot  in  childhood,  in  Avhich  treatment  has  been  de- 
layetl  or  in  which  it  has  been  ineffective,  may  be  practically 
cured  as  to  form  and  function,  but  a  certain  amount  of  atrophy 
of  the  foot  and  leg  persists  as  a  consequence  of  the  disuse  of  the 
distorted  part. 

Club-foot  in  the  adult  may  be  made  straight,  but  perfect  func- 
tional cure  is,  of  course,  impossible. 

Although  congenital  club-foot  is  an  eminently  curable  defor- 
mity, yet  perfect  and  permanent  cure  rctjuires  minute  attention 
to  details  during  the  active  stage  of  treatment,  supplemente<l  by 
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long-continued  and  careful  supervision  after  the  cure  is  supposed 
to  be  complete.  No  other  deformity  presents  such  a  record  of 
failures  and  incomplete  cures,  of  relapses  after  apparent  cure,  of 
tedious  and  ineffective  treatment  by  braces,  and  of  unnecessary 
and  mutilating  operations.  Some  of  the  failures  may  be  explained 
by  the  neglect  of  the  parents  or  by  want  of  opportunity.  A  few 
are  due  to  the  unusual  obstacles  in  the  deformity  itself,  but  by 
far  the  greater  number  must  be  accounted  for  by  failure  of  the 
physician  to  apprehend  the  true  nature  of  the  deformity  or  by 
his  inexperience  in  the  practical  details  of  treatment. 

Principles  of  Treatment  of  Infantile  Club-foot.  The  infantile 
club-foot  is,  as  has  been  stated,  simply  a  twisted  foot.  It  is  true 
that  there  are  slight  changes  in  the  bones ;  but  the  bones  of  an 
in&nt's  foot  are  represented  by  yielding  cartilage,  which  will 
rapidly  reform  under  changed  conditions.  The  ligaments,  which 
are  accommodated  to  the  deformity,  may  be  easily  stretched, 
t(^ther  with  the  more  resistant  muscles  and  their  tendinous 
insertions,  and  when  the  proper  relation  of  the  bones  to  one 
another  has  been  restored  the  joints  will  undergo  an  accommoda- 
tive transformation. 

The  treatment  of  club-foot  may  be  divided  into  three  stages : 

1.  The  rectification  of  the  external  deformity. 

2.  The  support  of  the  foot  in  proper  position  during  the 
process  of  transformation  of  its  internal  structure  and  until  the 
normal  muscular  power,  unbalanced  by  the  deformity,  has  been 
regained. 

3.  The  period  of  supervision.  This  would  include  the  treat- 
ment of  possible  complicating  deformities  at  the  knee,  the  laxity 
of  ligaments  and  the  like,  as  well  as  the  oversight  of  the  func- 
tional use  of  the  foot  and  the  limb  during  the  early  years  of  life. 

On  examining  the  infantile  club-foot  one  will  notice  the  same 
muscular  activity  that  characterizes  the  normal  foot.  The  normal 
infant  moves  the  foot  in  various  directions,  in  a  more  or  less 
r^ular  alternation  of  postures,  but  the  motion  of  the  club-foot  is 
in  one  direction  only,  that  toward  which  the  foot  is  turned.  The 
muscles  on  the  back  and  inner  side  of  the  leg,  which  are  alone 
active,  become  relatively  irritable  and  hypertrophied  as  compared 
with  those  on  the  front  and  outer  side  that  are  disused.  Thus 
muscular  activity  of  the  deformed  foot  is  in  reality  harmful, 
because  it  increases  deformity  and  still  further  disturbs  the  mus- 
cular balance.  For  this  reason  the  temporary  restraint  of  motion, 
necessary  during  the  rectification  of  the  deformity,  may  be  con- 
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•ioezivi  3tii«'  of  jiivancMce  dun  'XhtSHruie.  WImb  movemoit 
■£■  Mctin  iilavn»i  -mii  •acQUEWSii  ic  mane  bt  ia  ihe  direcdoiu 
'iDp«i&e*r  to  -mi*  irtiraifc*  of  •ie£iniiitj.  wrck  tbe  ahet  of  so  streogth- 
'aine  -jm  -^-akaaeii  zronp  of  mnwHft^  3l  dkf  expeikse  of  tbe 
■iormip'T  "iuu:  "iie  balaoiK  of  mntienlar  p>w>>r  iibij  be  iv^-establiahed. 

-iiuiaiiE  :«  siiSA:  c  -3D!k  diuc  -*  nccdeaaia  of  defwnuty  "  doe 
3IIC  luaa.  jj^'foniDt  fpaaasaj.  %  mismppKbKmsvm  to  which  the 
Tota'xixr  '■(  iailores  in  tnaaaueis  maj  he  ascribed.  It  means  that 
■wrinaa  dcfonnitr  is  nallj  T^xtsBoti.  ill  onaoaned  and  lesistant 
xaaVf  most  have  lieen  so  cJaoesaEii  chat  #^^07  paasive  motion  and 
axtinKie  pr^iMihle  for  tbe  oonoal  5]>}C  s  eqoallr  possible  and  at 
ea»lv  attaind  in  that  whidb  wa»  'i^Kmed.  This  is  functional 
rectification  an  r»ntnusted  with  tbe  saiple  joaoehteiiing  of  extenial 
defoniiity. 

Tbe  nvmt  im|Kirtant  part  of  tbe  A^ih-iv>t  deformity  is  \*an]s. 
The  UyA.  that  u  rone<l  over  and  iwi^&id  inward  to  tbe  attitude 
of  extreme  adduction  ^Fig.  444  ms<«  be  aniwbted  and  foroed 
'mU>  an  attitude  of  extreme  abdiMti>xi  or  val^^n^,  tbe  so-called 
o%'erofjrrection  (Fig.  440j.  Until  thk  i»  aceomplisfaed  no  attri- 
tion whatever  ii(»A  Ije  paid  to  tbe  readaal  e»)iuna&.  There  are 
two  rfjasonfj  for  dividing  the  procedni«  into  two  parts:  First,  that 
the  att<;ntion  of  the  hurgeou  mav  be  coQC«atrat«d  on  one  and  the 
most  imp<jrtant  part  of  the  deformitj :  «e<N>Dd.  becaose  by  this 
preliminar)-  untwisting  the  os  calcis  i>  brvxisfat  into  the  upright 
poiiitioD,  into  itn  proper  relation  to  the  astragalus,  to  the  bones 
of  the  leg,  and  to  the  tendo  Achillis,  50  that  the  true  degree  of 
equinu-5  may  Ixi  apprwiated. 

Preliminary  Manipulation.  As  a  rule,  the  ««cond  or  third  week 
of  life  is  as  early  as  mechanical  treatm«it  can  be  undertaken. 
I'ntil  then  preliminary-  manipulation  by  the  nurse,  more  particu- 
larly manual  straightening  of  the  deformitj-  by  gently  dramng  the 
foot  towanl  alMluction  and  retaining  it  in  the  improved  position 
for  a  few  minutes,  as  often  as  is  possible,  may  be  of  service  in 
overcoming  its  resistance.  As  a  treatment  by  itself,  however, 
simple  manual  correction  is  tedious  and  ineffective,  although 
partial  cures  have  been  attained  by  perseverance  in  this  means 
alone. 

Mechanical  Treatment.     This   is   the  treatment  of   choice  and 
routine  for  infantile  cliil>-foot,  and  two  methods  may  be  described : 
1 .   IJy  tin?  j)la>tcr  l>an<lage. 
■J.   l»y  some  form  of  simple  splint. 
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The  principle  of  the  two  is  essentially  the  same.  The  foot  is 
drawn  toward  an  improved  position  and  retained  there  by  the 
plaster  bandage,  or  it  may  be  iixed  to  some  form  of  metal  splint 
or  brace  whose  shape  is  gnuluully  changed  from  week  to  week, 
as  the  resistance  lessens. 

Gradual  Rectification  of  Deformity  by  Means  of  the  Plaster 
Bandage.  In  tlii.s  treatmunt  care  should  be  t:ikeu  to  uvoiil  umlue 
pressure,  irritation  of  the  skin,  or  insecurity  of  the  bandage. 
One  should  place  shreds  of  cotton  between  the  toes  ;  and  the 
outer  aspect  of   the  ankle,  where  the  skin   is  thrown   into  folds 

Fig.  uv. 


NeglecUd  olub-loot,  itiowliiK  Ibc  secondary  knock-knee. 

when  the  foot  is  straightened,  should  \ye  smeared  with  vaseline. 
A  narrow  strip  of  adhesive  plaster,  long  enough  to  reach 
from  the  knee  to  a  ptiint  an  inch  or  more  below  the  heel,  is 
applied  to  the  outer  side  of  the  leg.  .V  thin  layer  of  cotton  is 
wound  alKvut  tlie  leg,  juat  below  the  knee,  in  order  to  protect  the 
skin  from  the  hard  margin  of  the  plaster  baudiige,  and  a  similar 
strip  is  carried  al)out  the  toes.  The  foot  is  then  drawn  gently 
toward  the  alnlucted  position  as  far  as  may  be  without  causing 
dist^omfort.  While  it  is  held  in  this  attitude  a  narrow  bandage, 
preferably  tlaunol  or  cotton  tlaunel,  is  smoothly  applied  to  the  leg 
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and  foot,  the  bund  of  adhesive  plaster  being  drawn  ont  between  the 
folds  about  the  ankle.  A  very  light  plaster  bandage  i.s  then  applied 
from  the  upper  part  of  the  leg  to  the  extremities  of  the  toes,  an»l 
into  this  bandage  tlie  projecting  strip  of  adhesive  plaster  is 
intu)rporated,  so  that  no  <lisplacenient  of  the  dressing  is  possible. 
The  turns  of  both  the  plaster  and  the  tiaunel  bandage  should  lie 
made  from  within,  downwiii'd  and  outward,  so  that  the  tension  aids 
in  retaining  the  foot.  When  the  plaster  bandage,  which  during  tlie 
hardening  process  has  been  constantly  rubbed  and  manipulated  so 
that  it  may  fit  the  part  perfectly,  and  wliich  need  not  l:>e  thicker 
than  blotting  paper,  has  Ijecome  firm,  a  long  stocking  is  drawn 
over  it  and  is  attached  to  the  lio<ly  clothing.  At  the  end  of  a 
week  the  bandage  is  removed.  The  leg  and  foot  are  gently  bathed 
with  alcohol,  thoroughly  dried,  fwwdered,  and  protectee!  as  before, 
and  the  bandage  is  again  apjvlie<l.  At  this  second  dressing  the 
irritable  adducting  muscles,  after  the  interval  of  complete  rest, 
will  be  much  less  active  and  the  contractetl  tissues  will  Iw  less 
resistant,  st)  that  the  foot  may  be  easily  turned  somewhat  out- 
ward or  beyond  the  line  of  the  leg. 

After  four  or  five  applications  of  tlie  bandage,  at  weekly  inter- 
vals, the  foot,  in  ordinarj*  cases,  can  be  held  without  resistance 
in  the  attitude  of  extreme  equinovalgus.  The  sole,  which  at 
first  looked  imckward,  iuwanl,  and  upward,  will  be  turned  iu  the 
op|)Osite  direction,  forward,  outward,  and  downward,  and  the 
inner  border  of  the  foot,  which  was  concave,  is  now  convex 
(Fig.  44l().  When  the  varus  has  thas  been  overcorrected,  treat- 
ment is  directed  to  the  secondary  equinus.  At  this  stage  it  is 
well  to  cover  the  bottom  of  the  foot  with  a  foot  plate  of  thin 
wootl  (splint  wood  or  cigar-box  cover)  to  give  the  plaster  bandage 
more  solidity,  and  in  onler  that  its  pressure  may  aid  in  ilattcuing 
the  roiuided  sole.  At  first  one  carries  the  foot  upwanl  (toward 
dorsal  flexion),  while  it  is  still  retained  in  the  abducted  jiosition, 
but  when  the  right-angle<l  attitude  has  been  attained  it  is  brought 
nearer  to  the  axis  of  the  leg.  Tiie  everted  position,  or  the 
attitude  op|)osed  to  varus,  is  retained,  however,  until  correction 
is  completed.  In  correcting  the  equinus  a  certain  amount  of 
force  ifl  recpiired,  sufficient  to  cause  some  discomfort  during  the 
application  of  the  plaster,  but  not  sufficient  to  occasion  suflfering 
afterward.  The  foive  is  applie<i  by  means  of  the  sole  plate  to 
the  entire  foot,  so  that  the  posterior  extremity  of  the  os  calcis 
may  be  <b*awn  downward  by  actual  lengthening  of  the  tendo 
Achillis,  and  not,  as  is  often  the  case,  by  an  overcorrection  of  the 


DEFORMITIES  OF  THE  FOOT. 


758 


forefoot,  while  tlie  heel  remains  in  its  original  position  of  plnutar 
flexion.  By  the  proper  upplicatiou  of  force  the  cijuinus  is  gradu- 
ally overcome ;  the  sharp  indentation  or  fold  at  the  iusertion  of 
the  tendo  Achillis  is  lessened,  and  the  heel  becomes  more 
prominent. 

The  reduction  of  the  equinus  may  be  somewhat  more  difficult 
than  that  of  the  varus,  but  it  should  l>e  entirely  correctetl  in 
tliree  or  four  months  from  the  time  of  beginning  the  treatment. 
As  has  been  stated,  correction  nf  tl»e  deformity  implies  ^overcor- 


FlO.  450. 


(a>nipftre  wttb  Fig.  444.) 

rection  (Fig.  439) ;  and  it  is  well,  when  this  has  been  attained, 
to  hold  the  foot  for  several  weeks,  by  means  of  the  plaster 
bandage,  iu  an  attitude  of  extreme  pronation  and  dorsal  flexion 
(calcaneovalgus)  in  order  to  impress,  as  it  were,  the  new  position 
upon  its  structure.  This  coneludes  the  first  stage  of  the  treat- 
ment, the  sim|)le  rectificatiou  of  deformity. 

Correction  by  the  plaster  bandage  has  the  great  advantage 
of  placing  the  treatment  entirely  under  the  control  of  the  sur- 

[>n.     When  properly  applied,  the  support  fits  perfectly,  it  is 
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liglit  ami  dean,  and  it  liolds  tlie  foot  iu  the  desired  altitude  with- 
out undue  pressure. 

The  disadvantixges  of  the  treatment  are  fhie  almost  entirely  to 
its  iraprojier  applicjition.  For  instance,  the  bandage  may  1k'  too 
heavy,  or  the  padding  may  be  so  thick  that  it  does  not  retain  it« 
position.  Excoriations  are  usually  due  to  carelessness  iu  the 
application  of  tlie  Imndage,  or  because  it  is  not  removed  in 
proper  season.  The  fear  of  compression,  of  atrophy  of  nuiscles, 
of  stunting  the  growth  of  the  limb  is  groundles-s.  At  the  end  of 
the  plaster-of-Paris  treatment,  the  corrected  foot  is,  as  a  rule, 
larger  than  one  that  has  remained  untreuted.  The  stunted  foot 
is  the  result  of  non-treatnitnt,  or  of  ineffective  treatment  by 
braces  or  otherwise  ;  not  of  the  enforced  rest  necessitated  by  the 
proper  reduction  of  deformity. 

The  Rectification  of  Deformity  by  Splints  and  Braces.  Of 
meclianical  supports  tiiere  are  many  varieties,  Complicate<l 
appliances  should  lie  avoided  because  they  are  unnecessary  and 
because  they  serve  to  distract  attention  from  tlie  prime  object  of 
treatment,  the  rapid  and  systematic  correction  of  deformity.  0{ 
the  simpler  braces  tliat  used  by  Judson  is  one  of  the  best  and 
will  serve  as  a  type  to  illustrate  this  form  of  treatment.  The 
method  of  application  may  be  described  in  Judson's  own  words: 
"  The  apparatus  which  I  have  TOnveniently  used  to  effect  this 
reduction  before  the  child  learns  to  stand  is  a  simple  retentive 
brace  which  acts  as  a  lever,  making  pressure  on  the  outer  side 
of  the  foot  and  ankle  at  \,  in  Figs.  4;''»1  to  4i)4,  indasive,  and 
counter-pressure  at  two  points,  one  on  the  inner  side  of  the  leg 
at  B,  and  the  other  at  the  inner  border  of  the  foot  at  C.  It  is 
advisable  to  keep  in  mind  that  this  simple  instrument  is  a  lever, 
because  if  we  know  that  we  are  using  a  lever  with  its  three  well- 
defined  jwints  of  pressure  we  can  make  the  apparatus  more 
etlieient  than  if  wc  view  it,  in  a  more  general  way,  as  an  apparatus 
for  giving  a  Ijctter  shape  to  tlie  foot. 

"  I  use  a  little  brace  made  of  sheet  brass,  doing  die  work  with 
a  few  simple  tools.  An  advantage  of  doing  the  work  one's  self 
is  that  there  is  no  room  for  doubt  as  to  where  the  blame  lies  if 
the  apparatus  does  not  work  well.  Two  curve<l  disks,  IJ  and  C, 
Figs.  4.'3;i  aud  4.")4,  are  riveted  to  a  shank,  D,  and  thus  is  fornie«l 
that  part  of  the  brace  which  applies  the  two  points  of  cxjunter- 
pressure ;  while,  on  the  other  hand,  the  point  of  pre8.<ture  is 
brought  into  action  by  a  third  disk  or  shield.  A,  which  is  drawn 
tightly  against  the  outer  side  of  the  foot  aud  ankle,  and  held  iu 
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place  by  a  strip  of  adhesive  plaster,  E,  which  includes  the  leg 
and  the  piece  which  connects  the  two  disks,  B  and  C.  The  disks 
are  lined  with  two  or  three  thicknesses  of  blanket,  easily  renewed, 
when  necessary,  \dth  a  needle  and  thread.  These  braces  are  so 
cheap  and  easily  knocked  together  that  it  is  nothing  to  apply 
new  and  larger  ones,  using  heavier  material  for  the  shank  as  the 
child  grows.  In  general,  three  sizes  will  be  enough,  the  shanks 
being  12  gauge,  f  in.  wide;  14  gauge,  \  in.  wide ;  and  16  gauge, 
I  in.  wide.  The  disks  are  conveniently  made  from  22  gauge, 
l\  in.  wide.  The  rivets  are  copper  belt  rivets.  No.  13.  A  lip 
turned  on  the  edges  of  the  disks,  with  the  flat  pliers,  gives 
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stiffness  to  the  thin  brass  and  protects  the  skin  from  the  rough 
edge.  If  more  easily  obtained,  tin  disks,  light  bars  of  iron  or 
steel,  and  ordinary  iron  rivets  would  doubtless  answer. 

"  The  brace  is  applied  with  three  strips  of  adhesive  plaster. 
The  upper  and  lower  pieces,  F  and  G,  Fig.  454,  are  simply  to 
keep  the  ap])aratus  in  place,  which  they  do  effectively  if  ordinarj' 
gum  plaster  is  u.setl ;  while  by  draAving  the  middle  strip,  E,  tightly 
over  the  shield,  and  straightening  the  brace  from  time  to  time, 
the  deformity  is  gradually  and  gently  reduced.  At  each  reappli- 
cation  the  brace  is  made  a  little  straighter  than  the  foot  at  that 
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stage.  This  may  readily  be  done  by  the  hands,  and  then  the 
adhesive  strip  is  to  be  tightened  over  the  shield  until  the  shape  of 
the  foot  agrees  with  that  of  the  brace.  After  a  few  days  the  brace 
is  to  be  made  still  straighter  and  again  reapplied,  and  made  tight 
until  another  point  of  improvement  is  gained.  The  brace  is  applied 
very  crooked  at  the  beginning  of  treatment,  as  in  Figs.  453  and 
454,  and  is  straightened  from  time  to  time,  and  a  longer  brace 
applied  as  the  deformity  is  reduced  and  the  patient  grows.  It 
should  be  removed  every  week  or  two  weeks,  and  an  interval 
of  a  few  days  allowed  for  freedom  from  the  brace,  when  the 
mother  is  advised  to  manipulate  the  foot  constantly,  using  as 
much  force  as  she  will  in  the  direction  of  symmetry.  Manipu- 
lating the  foot  during  these  intervals  is  of  great  importance,  as 
cases  have  occurred  in  which  varus  and  equinus  have  been  entirely 
overcome  by  the  mother's  hand  alone. 

"  By  this  simple  and  prosy  treatment,  carried  out  systematically 
and  without  haste,  or  violence,  or  pain,  the  foot,  unle%  it  is  a 
frightful  exception,  may  with  certainty  be  changed  from  varus  to 
valgus.  At  the  same  time  the  tendo  Achillis  is  lengthened  until 
the  position  of  the  foot  is  near  the  normal,  or  at  right  angles 
with  the  leg,  as  the  result  of  manipulation  and  giving  the  brace 
from  time  to  time  a  partly  anteroposterior  action.  Figs.  453  and 
454  show  approximately  the  shape  of  the  brace  at  the  beginning 
of  treatment ;  Figs.  455  and  456  when  the  varus  is  reduced,  and 
Figs.  457  and  458  when  valgus  has  taken  the  place  of  varus. 
The  foot,  in  this  latter  stage,  may  not  hold  itself  valgus  when 
left  to  itself,  but  with  almost  no  force  and  with  one  finger  it  may 
be  pushed  into  valgus." 

When  the  varus  deformity  is  reduced  the  equinus  is  gradually 
corrected  by  carrying  the  splint  behind  the  internal  malleolus ; 
and,  finally,  if  necessary,  direct  upward  pressure  may  be  applied 
by  lengthening  the  brace  and  applying  it  to  the  posterior  aspect 
of  the  foot  and  leg.  It  may  be  uoted  that  manipulation  and 
stretching  the  contracted  parts  when  the  brace  is  removed  is  of 
much  importance  in  the  correction  of  deformity  by  this  or  other 
means.  Splints  of  wootl,  tin,  felt,  and  the  like  may  be  employwl, 
but  thoy  present  no  particular  advantage  over  that  which  has 
been  described. 

Tenotomy.  The  equinus  has  been  spoken  of  as  the  secon«lary 
<lcforniity,  but  its  complete  correction  is  often  more  difficult  than 
that  of  varus.  The  mechanical  stretching  of  the  contractetl  parts 
by  means  of  the  plaster-of-Paris  bandage  or  the  brace  is  often 
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accomplished  with  ease ;  but  in  many  instances  time  will  be 
gained,  after  the  foot  has  been  forced  into  the  position  of  equino- 
valgus,  by  the  division  of  the  tendo  Achillis,  which  is  the  most 
resistant  of  the  shortened  tissues.  After  division  of  the  tendon 
it  is  often  necessary  to  use  considerable  force  to  stretch  the  other 
contracted  parts,  and  to  force  the  foot  up  to  the  limit  of  normal 
dorsal  flexion,  which  is  the  object  of  the  operation.  Occasionally 
the  obstacle  seems  to  be  in  the  posterior  ligament  of  the  ankle, 
and  it  is  sometimes  of  service  to  reinsert  the  knife  and  to  divide 
this  structure,  in  part  at  least,  so  that  it  will  give  way  under 
manipulation.  When  the  foot  has  been  forced  into  the  posi- 
tion of  overcorrection  it  is  fixed  in  a  plaster  bandage,  which 
is  allowed  to  remain  for  several  weeks,  until  the  interval  be- 
tween the  separated  ends  of  the  tendon  is  filled  in  with  the  new 
tissue. 

In  many  instances  the  leg  is  rotated  inward  upon  the  thigh, 
and  the  habitual  attitude  is  accompanied  by  accommodative 
changes  in  the  ligaments  of  the  knee-joint.  During  the  rectifi- 
cation of  the  club-foot  this  secondary  distortion  may  be,  in  part 
at  least,  corrected  by  forcible  manual  rotation  of  the  leg  outward 
on  the  thigh  several  times  daily. 

Kecapitillation.  The  management  of  the  first  stage  of  the 
treatment  of  infantile  club-foot  is,  then :  manipulation  of  the 
foot  by  the  nurse  from  birth  until  systematic  rectification  can  be 
begun  ;  mechanical  correction,  first  of  the  varus  and  then  of  the 
equinus  deformity,  terminating  with  a  period  of  retention  in  the 
overcorrected  position  (calcaneovalgus).  Division  of  tendons, 
other  than  the  tendo  Achillis,  is  not  often  necessary.  The  time 
required  for  the  completion  of  the  first  stage  of  the  treatment,  or 
overcorrection  of  deformity,  should  not,  under  favorable  condi- 
tions, exceed  three  months. 

The  rapid  correction  of  deformity  in  the  manner  described, 
begun  as  early  as  possible  and  accomplished  as  quickly  as  pos- 
sible, cannot  be  too  strongly  urged.  In  the  first  months  of  life 
the  tissues  are  not  resistant,  the  bones  are  practically  entirely 
cartilaginous,  and  when  the  foot  in  its  external  appearance  is 
rectified  the  rapid  growth  in  the  first  months  of  life  will  change 
the  internal  structure  to  conform  to  the  normal  conditions.  The 
fear  of  atrophy,  compression,  or  other  harm  from  the  temporary 
fixation  necessary  during  rectification  is  groundless,  and,  in 
fact,  exercise,  so-called,  except  in  the  direction  opposed  to 
deformity,  is  harmful  rather  than  beneficial. 
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Correction  of  deforniity  may  be  acooniplislieil  by  holding  tiie 
foot  in  an  improved  position  by  strips  of  adhesive  plaster,  or  by 
the  elastic  traction  of  rubber  bands  attached  to  the  leg  and  foot. 
As  compared  with  the  ease,  rapidity,  and  certainty  of  correction 
by  means  of  the  plaster  bandage  snch  methods  are  uucertaiu  and 
ineffective,  and  they  will  not  therefore  be  described  in  detail. 

The  Second  Stage  of  Treatment.  Support  and  Restoration  of 
Function.  When  the  deformed  foot  has  been  corrected,  in  the 
sense  that  all  normal  motions  can  be  carried  out  by  passive  force, 
the  first  and  most  tlitficult  part  of  the  treatment  will  have  been 
completc'il,  au<l,  in  some  iastauccs,  the  deformity  is  actually  cured. 
Such  a  result  is  unusual,  however,  for  although  the  foot  may  be 
normal  in  appearance,  its  muscular  balance  has  not  been  restored. 
This  is  shown  by  the  fact  that  when  support  is  removed  the  foot 
usually  hangs  downward  and  inward,  and  there  is  little  apparent 
power  in  the  dorsiflexors  and  alxliictors  to  draw  it  upward  an«l 
outward.  If  at  this  sttige  treatment  were  abandoned  the  defor- 
mity would  almost  invariably  recur,  at  least  in  part.  For  this 
reason  the  foot  must  be  sup{>orte<l  in  proper  jxtsition  until  the 
slack  of  the  lengtlieued  tissues  has  been  taken  up  by  development 
in  the  normal  attitude,  aided  by  massage  and  stimulation  of  the 
muscles.  Praeticsdly,  supjwrt  is  always  necessary  until  the  child 
bus  begun  to  walk. 

The  Retention  Brace.  The  form  of  retention  brace  will 
vary  somewhat  according  to  the  indications  of  the  individual  i^ase. 
The  object  is  to  hold  tlie  foot  in  what  is  called  the  overcorrected 
attitude — that  is,  dorsiHexion  and  eversion.  Tiiis  may  be  accom- 
plished by  splints  of  pastelioard,  leather,  tin,  and  the  like  ;  but  a 
light  metiil  brace  provide<l  with  a  sole  plate  and  upright,  aa ; 
shown  in  Figs.  483  and  484,  is  preferable.  The  best  sup|)ort  isi 
the  Taylor  brace,  the  invention  of  Dr.  C.  F.  Taylor,  of  New 
York  (Fig.  4r)!)|.  This  consists  essentially  of  a  light  upright 
that  extends  along  the  inner  side  of  the  leg  to  the  knee,  and  a 
thin  steel  foot  plate  of  the  exact  size  of  the  sole,  with  an  upright 
flange  on  the  inner  side,  rising  to  a  point  just  alxn-e  the  dorsal 
surface  of  the  ffmt,  against  which  the  foot  is  pressed  closely,  aj 
that  recurrence  of  the  varus  deformity  is  prevented.  The  joint 
at  the  ankle  is  provided  with  a  catch  that  prevents  plantar  flexion, 
but  allows  dorsiflexion.  liy  bending  the  upright  and  the  sole 
plate  the  foot  may  be  held  in  slight  abduction  and  eversion. 
The  apparatus  is  applicnl  with  straps,  as  illustrated,  and,  if  neces- 
sary, its  position  is  further  fixed  by  a  band  of  adhesive  plaster. 
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right  angle  to  the  leg,  or,  better,  in  the  earljr  stage  of  treatment, 
in  an  attitude  of  doraiflexiou  and  valgos.  Occasionally,  after 
complete  rectification  of  the  deformity,  the  foot  still  turns  in.  In 
most  instances  this  is  due  to  an  inward  rotation  of  the  tibia  on 
the  femur  at  the  knee-joint,  but  in  some  cases  it  is  caused  by  a 
spiral  twist  of  the  tibia  itself.  In  order  to  correct  this  secondary 
deformity  an  extension  of  the  upright  of  the  brace  is  carried 
beneath  the  1^,  provided  with  a  joint  at  the  knee,  and  is  extended 
up  the  outer  side  of  the  thigh.  At  the  hip  it  is  attached  by  a 
free  joint  to  a  padded  pelvic  band  of  light  steel  (Fig.  470).  The 
band  holds  the  upright  in  the  proper  relation  to  the  thigh ;  thus. 


Fig.  4«2. 
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The  Taylor  club-foot  brace,  sbowiiig  the  adhesive  plaster,  by  means  of  which  tbe  heel  Is 
held  down,  and  the  method  of  attachment.  This  brace  may  be  used  to  correct  deformity  as 
well  as  to  retain  the  foot  In  proper  position,  as  Is  Illustrated  by  these  figures.  As  a  retention 
apparatus  the  foot  plate  should  be  held  at  a  right  angle  to  the  upright  by  tbe  stop-Joint 
shown  In  Fig.  4o9. 

by  twisting  the  part  l)elow  the  knee  the  foot  can  be  rotated  out- 
ward to  the  desire<l  degree.  In  less  marked  cases  the  retention 
bunds  useil  for  pigeon-toe  may  be  employed  (Fig.  426). 

METHODiCAr-  Manual  Corkectiox.  Several  times  during 
the  day  tlie  briice  should  be  removeil  in  order  that  the  foot  may 
be  thoroughly  massaged  and  forcibly  turned,  first  toward  valgus 
— that  is,  outward  at  the  mediotarsal  joint — so  that  the  inner 
bonier  is  made  convex,  and  tlien  to  the  extreme  limit  of  dorsi- 
flexion  ami  alxluction.     If  the  leg  is  rotatetl  inward  it  is  forcibly 
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rotated  outward  on  the  femur.  Even  if  the  tibia  is  actually 
twisted  on  its  long  axis,  the  influence  of  the  brace  and  forcible 
manipulation  will  usually  correct  the  deformity.  Active  contrac- 
tion of  the  weak  muscles  may  be  induced  by  tickling  the  sole  of 
the  foot  or  by  the  use  of  electricity,  and,  finally,  the  entire  limb 
should  be  thoroughly  massaged  before  the  brace  is  reapplied. 

When  the  deformity  shows  no  tendency  to  recur  the  brace  may 
be  removed  for  a  part  of  the  day  ;  later  it  is  used  only  at  night ; 
and,  finally,  it  may  be  discarded  if  the  child  walks  normally. 
But  it  is  best  to  continue  the  daily  manipulation,  more  particu- 
larly the  systematic  stretching  or  overcorrection  of  the  foot,  for  a 
long  time.  Thus  one  may  assure  one's  self  that  there  is  no 
tendency  toward  deformity,  of  which  the  first  symptom  is  always 
a  slight  limitation  of  dorsal  flexion  and  of  abduction. 

In  many  instances  the  deformity  may  have  been  so  thoroughly 
overcorrected  by  the  plaster-of-Paris  bandage  or  by  the  brace, 
and  the  after-treatment  of  massage  and  stretching  may  have  been 
80  efficiently  applied  by  the  nurse  or  parent,  that  the  retention 
brace  may  be  unnecessary.  On  the  other  hand,  the  inclination 
toward  deformity  may  be  so  marked  that  a  brace  may  be  neces- 
sary to  hold  the  foot  in  slight  abduction  and  valgus  for  a  year 
or  Ipnger.  In  other  cases  the  use  of  a  light  brace  to  hold  the 
foot  in  the  overcorrected  position  during  the  night  is  alone  required. 
These  are  points  to  be  decided  by  the  circumstances  in  each  case. 
The  period  of  observation  and  supervision  is  included  in  the  final 
stage  of  the  treatment. 

Third  Stage  of  Treatment.  Supervision.  During  this  period 
the  attitudes  of  the  limb  and  foot  of  the  walking  child  must  be 
carefully  watched,  and  particularly  the  signs  of  wear  on  the  sole 
of  the  shoe.  If  it  shows  greater  wear  on  the  outer  side  than  is 
usual  it  is  au  indication  that  the  weight  does  not  fall  directly  on 
the  centre  of  the  foot,  and  that  there  is,  therefore,  a  tendency 
toward  deformity.  This  must  be  counteracted  by  making  the 
sole  thicker  on  the  outer  side  or  slightly  wedge-shaped,  so  that 
the  weight  may  be  deflected  toward  the  inner  border. 

This  third  period  of  treatment,  or,  rather,  of  oversight  of  the 
functional  use  of  the  foot,  must  be  continued  indefinitely.  In 
fact,  it  is  the  quality  of  this  final  supervision  that  decides  in  most 
instances  whether  the  ultimate  outcome  is  to  be  what  is  called  a 
satisfactory  result  or  a  perfect  anatomical  and  functional  cure. 

The  Treatment  of  Neglected  Club-foot.  The  treatment  of 
club-foot,  under  what  may  be  called  the  proper  conditions,  as 
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outlined  in  the  preceding  pages,  applies  practically  to  all  cases 
before  the  o(inipletiou  of  the  first  year  of  life,  and  mechanical 
reotifiojittan  nuiy  be  successfully  employed  in  cases  far  beyond 
this  limit  of  age.  As  a  rule,  however,  when  the  patient  has 
walkeil  for  any  length  of  time,  the  resistance  of  the  tissues  has 
increased  to  such  an  extent  that  more  rapid  :uid  effective  treat- 
ment is  indic;ited.  The  investij^ations  of  Wolff  have  shown  that 
tlie  internal  structure  of  the  bones  corresjmnds  to  their  external 
contour,  and  that  the  structure  and  wjutour  are  adai)tatious  to 
functional  use.  This  internal  structure  is  not,  however,  perma- 
nent, but  is  readily  transformed  to  conform  to  changes  in  form 
or  function.  If,  then,  the  externjil  contour  of  the  club-foot  were 
sudileidy  reversed,  aud  if  the  foot  were  used  in  this  new  attitude, 
a  tnui.sfonnation  of  the  internal  structure  of  the  bones  and  at 
the  same  time  of  their  shape  would  begin  at  once.  This  would 
continue  until  both  structure  and  sliape  had  l>ecome  adapted  ti> 
hiibitiiiil  function.  It  is  upon  tliis  initural  power  of  transforma- 
tion that  one  depends  for  the  final  and  complete  ch;uige  of  the 
distorted  bones  to  the  normal  ;  and  whiit  is  true  of  a  resistant 
structure  like  boue  is  equally  true  of  tlie  otiier  constituents  of  the 
deformed  foot. 

Age  as  Influencing:  Treatment.  There  is,  tlicn,  this  important 
difference  l>ctween  the  indications  for  treatment  in  iufancy  and 
in  childhood.  In  the  first  instance  the  foot  has  no  essential 
function  ;  in  the  second  the  weight  of  the  body  and  habitual  use 
tend  to  confirm  aud  to  increase  the  deformity.  If  walking  is 
permitted  during  the  protHjss  of  rectification  of  the  foot  it  must 
necessarily  retard  its  progress.  As  a  general  principle  of  treat- 
ment, functional  use  should  not  be  permitted,  therefore,  until  the 
weight  of  the  liody  nuiy  aid  rather  than  retard  the  correction  of 
deformity.  The  grciit  numlwrs  of  complicated  and  cumbersome 
machines  t!mt  are  shown  in  the  older  text-l)Ooks  were  designe<l 
for  the  ambulatory  treatment  of  chib-foot ;  aud  admitting  that 
such  apparatus  may  be  efticacious  in  the  hands  of  one  skilleil  in 
its  use,  yet  under  ordinary  conditions  treatment  by  such  means 
simply  serves  to  fix  ratiier  than  to  correct  the  deformity.  The 
most  important  functi«)n  of  the  brace,  aside  from  its  use  as  a 
correcting  appliance  in  early  infancy,  is  to  support  the  f'wt  after 
deformity  has  been  corrected  and  to  guide  it  in  its  functional  use 
until  its  normal  strength  has  been  regained.  .\nd  while  rectifi- 
cation of  deformity,  even  in  a<lolescence.,  by  simple  mechanicjd 
means  alone  is  possible,  yet  only  in  exceptional  cases  would  one 
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be  justitieil  in  selecting  a  le<lious  and  iineertaiu  tresitment  which 
offers  practically  no  advantage  over  more  rapid  methods. 

The  Rapid  Correction  of  Deformity.  Tfie  principles  on  which 
operative  treatment  siiould  tie  couducte<l  are  the  sunie  that  govern 
mechanical  treatment.  Thus,  the  deformed  foot  must  be  over- 
correctwl,  and  it  must  be  held  in  the  overcorre<;ted  position  until 
the  immediate  tnn<lenoy  toward  deformity  has  been  overcome. 
It  must  then  be  sup|)orte<l  until  the  ]vrocess  of  transfornuitiou  of 
its  internal  structure  is  (vnnipleted  and  until  the  balance  of  mus- 
cular power  has  been  regained.     No  surgical  opcnition,  however 


Fig,  464. 
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ReducUoD  of  tbe  vania  defonnltr    (Loienx) 


radical,  can  be,  in  childhood  at  least,  curative  by  itself  alone. 
Operative  proi-edures  are  undertaken  simply  for  the  purpo.se  of 
accomplishing  the  primary  overcorrection,  ami  tlie  openition 
by  which  this  object  can  be  attained  witli  the  Ica.st  interference 
with  the  structure  of  the  foot  should  be  selected.  8iich  an 
ojieration  is  wiiat  may  be  cjdled  forcible  manual  corret^tiou. 

Forcible  Manual  Correction.  The  patient  having  been  anaes- 
thetized, one  first  attempts  to  correct  the  sharp  inwainl  twist  at 
the  mediotarsal  joint.  Supposing  the  left  foot  to  be  deformed, 
one  grasps  the  heel  witli  the  right  hand  in  suiih  a  nuinner  that 
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the  projection  or  muscular  part  of  the  palm  lies  on  the  outer 
aspect  of  the  foot  against  the  most  prominent  part  of  its  outer 
bonier,  which  is  at  the  jtuiction  of  the  os  cali-is  anil  oulK)id  Iwnt'S. 
This  hand  serves  as  a  fulcrum  over  which  the  inverted  foot  may 
be  bent.  The  forefoot  is  then  grasped  firmly  by  the  left  hand, 
and  one  beirius  a  series  of  outward  twists  over  the  fulcrum  of  the 
opposing  imlm,  j^cntly  at  first,  with  alternate  relaxation  of  pressure, 
but  with  ijradually  increasing  foree  as  the  resistant  tissues  stretch 
imder  the  tension. 

Fio.  465. 
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FlullenlDK  Uie  Kle.    ( Lotenz.  I 


If  greater  force  is  required,  a  triangular  block  of  wood,  well 
padded,  may  be  used  as  the  fulcrum  (Fig.  4fi4),  une  hand  pressing 
on  the  heel  and  the  other  on  the  forefoot ;  but  there  is  a  great 
advantage  in  usmg  nothing  but  the  hands,  liecause  one  feels  sure 
that  uo  injuridus  force  is  likely  t)  h>e  exerted.  Under  this  steady 
manipulation  the  foot  soon  loses  its  rigidity  and  its  ela.stio  recoil 
towanl  deformity  ;  it  becomes  so  limp  that  with  two  fing«?rs  one 
cannot  only  hold  tlie  sole  straight,  but  can  push  it  or  bend  it 


DEFORMITIES  OF  THE  FOOT. 


765 


outward.     Thus  the  first  stage  of  the  methodical  correction  has 
been  accomplished. 

One  then  turns  his  attention  to  the  supination  or  inversion  of 
the  sole,  which  makes  the  outer  border  of  the  foot  lower  than 
the  inner  border.  The  leg  is  grasped  firmly  near  the  ankle  with 
the  left  hand,  and  with  the  right  the  foot  is  forcibly  twisted  in  a 
direction  downward,  outward,  and  upward,  over  and  over  again, 
with  steadily  increasing  force  as  the  tissues  slowly  yield,  until  it 
may  be  forced  into  a  position  of  extreme  abduction,  so  that  the 

FlO.  4«6. 


Reduction  of  ihe  equinus  deformity.    (Lorenz.) 


sole  may  be  made  to  look  outward  and  downward — the  reverse  of 
the  former  attitude  (Fig.  384). 

One  next  stretches  the  contracted  plantar  fascia  and  reduces 
the  cavus  which  is  usually  present  by  forcing  the  forefoot  toward 
dorsiflexion,  against  the  resistance  of  the  contracted  tendo  Achillis, 
until  the  sole  is  made  perfectly  flat  (Fig.  465).  Finally,  the 
fourth,  and  often  the  most  difficult  part  of  the  rectification — that 
of  forcing  the  displaced  astragalus  into  its  proper  position  between 
the  malleoli — is  attempted.  To  accomplish  this  the  tendo  Achillis 
is  first  divided  subcutaneously,  and,  if  necessary,  the  posterior 
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ligament  of  the  ankle  is  also  divided  at  tlie  same  time.  The 
patient  is  then  turned  upon  his  face  so  that  with  the  knee  resting 
on  the  table  the  leg  is  held  upright.  This  allows  one  to  hook  the 
fingers  about  the  extremity  of  the  os  caleis,  while  the  hand  and 
arm,  lying  along  the  sole  of  the  foot,  may  be  used  as  a  lever  to 
force  it  toward  dorsal  flexion  as  the  os  ciduis  is  dniwu  down- 
ward. In  this  manner  forcible  stretching  is  continued  until  the 
dorsum  of  the  foot  can  he  brought  almost  into  apposition  with 
the  crest  of  the  tibia.     When  the  operation  has  been  completed 


Flo.  vn. 


Cotreated  otub-fbot,  ebowlng  Ibe  Mcondary  knook-kneei.    (See  Flf.  MS.) 


the  foot  should  be  perfectly  limp.  It  is  usually  somewhat  con- 
gested from  the  pressure  of  the  fingers,  but  it  is  warni  and  the 
circulation  is  unim]xiircd. 

One  may  sissuiin!  tliat  in  the  change  that  has  taken  place  from 
rigid  deformity  to  a  limp  foot  that  can  be  moulde<l  into  the 
desired  shape  the  component  jiarts  of  the  deformeil  foot  must 
have  been  subjected  to  considerable  violence;  that  ligaments  and 
muscles  must  have  been  stretched  and,  it  may  be,  ruptured ; 
that  new  surfaces  are  now  apposed  to  one  another  in  the  articu- 
lations, and  that  the  bones  have  been  forced  into  appro.ximntclv 
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normal  position.  This  method  of  treatment  has  a  great  advantage 
over  the  ordinary  operative  treatment  in  that  the  entire  foot  par- 
ticipates in  the  oorrectinu  instead  of  a  limited  jwrtion,  as  when, 
for  examjile,  bone  is  removed  l>y  euneiform  osteotomy.  It  has 
a  second  and  almost  eijually  important  advantage  in  that  the 
immediate  use  of  the  corrwted  mid  yieldiiij;  foot  is  jKissible  in 
the  place  of  the  necessary  rest  that  must  follow  cutting  opera- 
tions. For  these  reasons  forcible  massage  should  be  the  operation 
of  choice,  and  preliminary,  at  least,  to  more  severe  procedures 
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Anar  foielble  oorrecUon.    ComiMre  with 
Fig.  «n. 


The  attitude  of  OTercorrccllou,  tii  which 
the  fiwt  are  fixed  aner  the  operative  treai- 
uieiit,  the  plaaler  bandage  extending  only 
to  the  knee*. 


in  the  treatment  of  resistant  club-foot  in  childhooti.  The  only 
disadvantage  of  the  operation  is  the  actual  labor  which  it  neces- 
sitates on  the  part  of  the  surgeon,  usually  twenty  minutes  or 
more  of  rather  exluiusting  work. 

The  foot  must  now  be  fi.\ed  by  a  plaster  bandage  in  an  over- 
corrected  position.  It  is  first  evenly  covered  with  a  layer  of 
cotton  nod  a  broad  Imndage  of  canton  flannel,  and  while  it  is  held 
by  the  a.ssistant  the  plaster  bandages  are  applied  from  the  tips  of 
the  toes  to  the  upper  part  of  the  thigh.     It  is  important  that  the 
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toes  should  not  project  beyond  the  bandage  because  of  the  swell- 
ing that  sometimes  follows.  It  is  important,  also,  that  the  foot 
should  be  held  in  the  proper  position  while  the  bandage  is  harden- 
ing, and  that  it  should  not  be  manipulated  to  anj  extent  after 
the  bandage  is  applied,  in  order  that  no  rigid  wrinkle  may  press 
against  the  skin.  The  bandage  is  applied  above  the  knee  in 
order  that  the  tibia  may  be  rotated  outward  to  its  normal  position 
and  held  there,  and  because  more  effective  fixation  may  be  assured 
and  greater  pressure  exerted  on  the  foot  in  walking.  To  utilize 
this  pressure  to  better  advantage  the  bandage  should  be  made 
very  thick  beneath  the  sole,  and  a  thin  foot  plate  of  wood  may 
be  incorporated  in  the  plaster  if  due  care  is  taken  to  prevent 
pressure  on  sensitive  points.  When  the  bandage  is  applied  the 
position  of  the  foot  should  be  that  of  overcorrection  of  deformity, 
flexed  beyond  the  right  angle,  twisted  far  outward,  and  the  outer 
border  should  be  elevated  considerably  beyond  the  level  of  the 
inner  border  (Fig.  468). 

One  would  suppose,  after  using  the  force  that  has  been  neces- 
sarily applied,  that  much  pain  and  swelling  would  follow.  This 
is,  however,  not  usually  the  case.  Often,  on  the  following  day, 
the  patients  are  able  to  stand  upon  the  foot,  and  always  within 
the  first  week  if  the  bandage  has  been  properly  applied.  The 
pain  following  this  operation  is  far  more  often  caused  by  pressure 
of  an  ill-fitting  bandage  than  by  the  violence  that  has  i>een  used. 
Thus  one  should  be  careful  to  remove  sections  of  the  bandage 
if  it  appears  to  cause  undue  discomfort.  These  points  are  usually 
the  front  of  the  ankle,  the  back  of  the  heel,  and  the  inner  border 
of  the  great  toe. 

The  Importance  of  Functional  Use.  The  immediate  use  of  the 
foot  is  encouraged,  in  order  that  the  weight  of  the  body  falling 
on  its  yielding  structure  may  still  further  correct  the  deformity. 
Although  only  the  heel  and  inner  border  bear  weight  directly, 
yet  the  pressure  of  tlie  plaster  sole  on  the  parts  that  do  not  come 
in  contact  with  the  floor  is  usually  sufficient  to  mould  the  foot 
iuto  its  proper  shape.  If  greater  pressure  is  thought  to  be  neces- 
sary, wedges  of  wootl  or  cork  may  be  attjiched  to  the  sole  of  the 
plaster  hiindage,  so  that  all  i)arts  may  l)car  weight  equally.  The 
bandage  is  covered  by  a  stocking  ;  a  slipper  may  i)e  worn  indoors 
and  an  ordinary  overshoe  for  street  wear. 

The  first  bandage  should  l>e  removed  at  the  end  of  about  four 
weeks,  as  it  will  have  Ijeconie  loose.  The  foot  will  then  be  found 
to  be  e.Ktreniely  flexible,  and  by  an  enthusiast  it  might  l)e  consid- 
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ered  cured ;  but  knowledge  of  its  previous  condition  sliould 
make  it  evident  that  a  much  longer  time  will  be  necessary  to 
allow  for  its  consolidation  in  the  new  position.  At  this  time 
almost  no  evidence  of  the  operation  remains  except,  it  may  be, 
slight  discoloration  of  the  skin.  The  foot  is  again  held  as  far  as 
possible  in  the  overcorrected  position  and  another  plaster  bandage 
is  applied,  usually  as  far  as  the  knee  only.  This  is  allowed  to 
remain  for  from  six  weeks  to  six  months,  it  being  apparent,  of 
course,  that  the  longer  the  foot  is  fixed  in  the  overcorrected 
position  the  less  danger  of  subsequent  relapse.  The  patient  uses 
the  foot  constantly  and  is  drilled  in  the  proper  method  of  walk- 
ing, so  that  the  muscles  of  the  limbs  may  become  accustomed  to 
the  new  and  normal  attitudes. 

In  most  instances  the  plaster  bandage  is  replaced,  at  the  end 
of  about  three  months,  by  a- brace  to  be  worn  inside  the  shoe, 
usually  of  the  simplest  description  (Fig.  484),  consisting  of  an 
upright  bar  with  a  calf  band,  attached  to  a  steel  sole  plate  by  a 
joint  that  will  permit  dorsal  flexion  but  checks  extension  at  a 
right  angle.  This  is  applied  because  the  dorsal  flexors,  after 
years  of  disuse,  only  slowly  recover  sufficient  power  to  resist  the 
action  of  the  opposing  group  and  the  force  of  gravity. 

The  second  stage  of  the  treatment  is  now  begun.  This  may 
be  divided  into  a  period  of  active  treatment  and  one  of  super- 
vision. The  first,  or  treatment  stage,  consists  in  massage  of  the 
entire  leg  and  of  the  foot  to  stimulate  the  growth  of  the  atrophied 
muscles,  and  methodical  manipulation  of  the  foot  several  times 
a  day.  The  important  point  in  this  manipulation  is  to  force  the 
foot  with  the  hand  to  the  extreme  of  the  range  of  motions  possible 
immediately  after  the  operation,  viz.,  eversion,  abduction,  and 
dorsal  flexion,  in  the  same  order  as  at  the  time  of  operation. 
At  the  same  time  the  patient  attempts  voluntarily  to  carry  out 
these,  motions  by  his  own  muscles,  the  power  being  supplied  by 
the  hand  of  the  manipulator.  Slowly  the  muscles  gain  in 
strength  and  ability,  and  when  normal  muscular  power  and  bal- 
ance have  been  regained  the  patient  is  practically  cured.  But 
for  a  long  period  supervision  of  the  patient's  attitude,  of  the 
manner  of  using  the  foot,  of  the  wear  of  the  sole  of  the  shoe 
and  the  like  must  be  exercised  if  one  aims  to  restore  its  normal 
appearance  and  function. 

One  cannot  exaggerate  the  importance  of  this  after-treatment 
and  of  supervision,  at  least,  ou  the  part  of  the  surgeon.  The 
active  treatment  may  often  be  left  to  the  parents.     But  constant 
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oversiglit  is  necessary  to  make  this  after-treatment,  which  seems 
so  commonplace  and  simple,  effective,  and  to  assure  one's  self 
that  tlie  range  of  motion  rcgaine<l  by  the  ojwration  does  not 
gratluiiliy  become  more  and  more  restricted,  even  though  the 
contour  of  the  foot  api)cars  to  be  normal. 

Forcible  manual  correction  may  he  employed  with  advantage 
from  the  second  to  the  tenth  year,  although  the  limits  may  lie 

extended   in  either  direction   in 
F'"  "0  special  cases.     In  this  operation, 

as  described,  the  tendo  AciuUis 
is  the  only  structure  divided. 
There  is  no  particular  objection 
to  subcutineous  division  of  other 
teiidims  or  ligaments  in  connec- 
tion with  forcible  manual  correc- 
tion ;  but  for  such  prolonged 
manipulation  it  is  much  better  if 
the  skin,  which  itself  must  be 
htretchod,  is  unbroken  and  dry 
rather  tlian  moist  from  the  bleetl- 
ing  from  punctured  wounds.  Kor 
this  reason  it  is  well  to  correct 
the  deformity  without  extensive 
tenotomy  if  possible' 

Secondary  Deformities.  In  cases 
such  as  have  Ixen  described  seo- 
ondar}'  distortions  of  the  limb 
arc  often  present.  Knock-knee 
rarely  requires  other  treatment 
than  dally  manual  correction  in 
ciinnection  with  the  massage  of 
tlio  foot  and  leg.  Hyperextensiou 
at  the  knee  will  correct  itself 
during  the  treatment  of  the  foot, 
which,  being  tixe<l  in  an  attitude 
of  dorsal  Hexion,  obliges  the  pa- 
tient to  bend  the  knee  habitually  in  walking.  Inward  rotation 
of  the  leg  ujwn  the  thigh  is  often  present.    This  may  be  overcome 


The  Taylor  eUib-fi».i  bract,  wllh  i>elvic 
band,  to  prevent  ruUtdun  uf  ibe  leg.  The 
bmoe  In  ihown  before  the  cuverlug  aad 
strap*  tre  upplled. 


'  Forcible  iimiMMl  cirrertlnn  ap[peai«  to  h«ve  been  described  first  by  Deloic.  Loretij  era- 
pluyn  tbe  raellKHl  >u|iplLMtienli.-d  In  liie  older  caiea  bj-  the  uw  of  hill  OkteoclHt,  to  Ibc  exolu- 
*loii,  pracUciilly.  of  all  oiher  iruiliiienl.  (Hellung  do  Klumpfiuaa  duiob  du  niodelllrenda 
Redreoement,  Wiener  Kllnik,  November,  lS9a.)  For  thU  reuon  it  1(  anmelluie*  called  the 
LoivniE  Ireatmenl.  The  method  that  liu  been  denrlbeil  bu  been  employed  by  tbc  autbor 
for  many  years. 
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by  methodical  manipulation  and  by  the  use  of  a  brace  attached  to 
a  pelvic  band  (Fig.  470). 

In  many  instances,  particularly  in  childhood  and  adolescence, 
the  patient  has  so  long  walked  with  exaggerated  outward  rotation 
of  the  femur  that  after  correction  of  the  deformity  no  inward 
rotation  of  the  foot  appears,  even  though  inward  rotation  of  the 
tibia  be  present.  In  other  cases  the  inward  rotation  of  the  foot 
is  caused  by  a  failure  to  completely  replace  the  astragalus  between 
the  malleoli.  Occasionally  the  tibia  is  actually  twisted  on  its 
long  axis,  so  that  an  osteotomy  may  be  required  in  order  to  over- 
come the  deformity. 

Malleotomy.  In  confirmed  club-foot,  of  the  type  under  con- 
sideration, the  chief  obstacle  to  perfect  correction  is  often  the 
astragalus.  This  is  displaced  forward,  downward,  and  inward, 
only  the  posterior  portion  of  its  articulating  surface  being  con- 
tained between  the  malleoli.  Thus  the  space  between  the  two 
bones  may  have  become  insufficient  for  the  anterior  and  wider 
part  of  the  body  of  the  astragalus.  In  such  cases,  even  after 
division  of  the  tendo  Achillis  and  the  posterior  ligament  of  the 
ankle,  dorsal  flexion  still  remains  restricted,  and  examination 
shows  that  the  astragalus  still  projects  as  before,  even  though  the 
foot  has  been  forced  iuto  a  position  of  apparent  dorsiflexion  and 
abduction.  This  apparent  correction  is  the  result  of  overcorrec- 
tion at  the  mediotarsal  joint,  of  outward  rotation  of  the  tibia  upon 
the  femur,  and  of  backward  displacement  of  the  fibula. 

In  such  instances  the  malleoli  may  be  separated  from  one 
another  by  dividing  the  ligaments  that  hold  them  in  apposition. 
A  straight  incision  about  two  inches  long  is  made  directly  over 
the  anterior  aspect  of  the  articulation,  the  ligaments  are  divided, 
and  by  inserting  a  thin  chisel  the  bones  are  pried  apart,  while 
the  astragalus  is  replaced  in  the  proper  position.  This  is  usually 
easy  if  the  restraining  tissues  on  the  posterior  part  of  the  ankle 
have  been  divided.  The  wound  is  then  closed  and  the  foot  held  in 
the  overcorrected  position  by  a  plaster  bandage.  Complete  correc- 
tion of  the  varus  deformity  should,  of  course,  precede  this  operation. 

It  might  seem  on  first  consideration  that  if  immediate  correc- 
tion of  deformity  can  be  accomplished  so  easily  in  the  confirmed 
cases  it  should  be  employed  even  in  infancy.  There  are,  how- 
ever, practical  reasons  against  it :  First,  because  the  foot  is  so 
small  that  it  cannot  be  easily  manipulated  ;  second,  because  even 
after  it  is  corrected  it  nmst  be  supported  until  the  child  begins 
to  walk  ;  and,  third,  because  the  foot  can  be  so  readily  straightened 
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without  operation,  which,  even  of  so  slight  a  character,  is  some- 
times the  cause  of  much  anxiety  to  tlie  parents.  For  these  reasons, 
altlxm^li  imraediate  rcduetiou  of  deformity  is  a  thoroughly  prac- 
tical and  safe  operation,  it  is  usually  postponetl  until  a  later  time. 

Subcutaneous  Tenotomy.  The  division  of  tendons  and  otlier 
tissues  by  the  subcutaneous  methml  has  iieen  mentitmed  incident- 
ally, hut  as  it  lias  so  long  occupied  an  important  and  even  at  one 
time  the  most  im|K)rtant  place  iu  the  treatment  of  club-foot,  the 
operation  and  its  effects  may  be  de8cribe<l  somewhat  in  detail. 

Tenotomy,  as  luus  been  stated,  is  performed  for  the  purpjse  of 
removing  an  obstacle  to  the  correction  and  overcorrection  of 
deformity.  In  the  acquir«l  or  paralytic  form  of  talipes  one 
or  more  shorttuiefl  tendons  may  be  tlic  cliief  obstacles  to  reposi- 
tion ;  but  ill  the  cougeuiUil  form,  in  which  all  the  tissui-s  have 
grown  into  deformity,  the  shortened  tenilons  are  by  no  means  the 
only  resistant  parts,  and  tenotomy  should  be  considered,  there- 
fore, merely  sis  an  incident  iu  correction.  In  the  ordinary  treats 
ment  of  infantile  club-foot  tenotomy  may  often  be  dispensed 
with,  and  in  the  great  majority  of  cases  division  of  the  tendn 
Achillis  is  alone  rerjuired. 

When  the  tendon  has  been  <livided  the  deformity  is  immedi- 
ately overcorrectetl ;  thus  the  two  extremities  are  sejmrated  to 
the  extent  necessary  to  allow  the  improved  position.  At  the  en<l 
of  three  weeks  or  more,  or  at  the  time  when  the  first  plaster 
bandage  is  removed,  the  space  will  be  filled  with  new  material, 
and  in  another  mouth  the  splice,  which  will  be  somewhat  larger 
and  thicker  than  the  normal,  should  be  strong  enough  for  use. 
The  slight  thickening  at  the  sit*  of  the  ojK-ration  may  l>e  felt  for 
a  year  or  more,  but  for  all  intents  and  purposes  the  new  and 
lengthened  tendon  is  j>erfeetly  normal,  as  is  the  function  of  the 
muscle  of  which  it  is  a  part. 

The  process  of  repair  is  somewhat  as  follows:  Immediately 
after  the  operation  the  space  between  the  divided  ends  of  the 
tendon  is  filled  or  partially  filled  with  blood ;  then  leucocytes 
appear,  whic-h,  with  those  in  the  hlcMxl  clot,  serve  as  pabidiim 
for  the  plasma  cells  wliich  migrate  from  Initween  the  fasciculi  of 
the  tendon  ami  from  the  teudon  sheath.  The  fibrin  and  red  cor- 
puscles of  the  clot  are  absorbed  ;  the  extremities  of  the  divided 
tendon  soften  and  i)e(!ome  fuse<l  with  the  new  material,  which 
begins  to  take  on  the  form  and  consistency  of  true  tendon  and 
to  separate  itself  from  the  adherent  sheath.  This  new  tendon, 
differs  from  the   normal   structure   in  that  the  fibrous  fasciculi 
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are  more  irregular  and  its  substance  is  more  like  scar  tissue,  but 
practically  it  is  perfectly  normal  in  its  appearance  and  function.^ 

Since  the  tendon  sheath  serves  an  important  purpose  in  repair, 
it  should  be  disturbed  as  little  as  possible.  For  this,  as  well  as 
for  other  obvious  reasons,  subcutaneous  tenotomy  of  the  tendo 
Achillis,  which  is  so  prominent  and  so  distinct  from  other 
important  parts,  is  to  be  preferred ;  but  if  more  extensive  division 
of  other  tendons  is  required  the  open  operation  is  often  indicated. 

Division  of  the  Tendo  Achillis.  For  this  operation  ansBsthesia 
is  usually  required,  preferably  by  means  of  nitrous  oxide  gas ;  and 
it  is  hardly  necessary  to  state  that  surgical  cleanliness,  even  in 
so  slight  a  procedure,  is  essential. 

The  instrument  should  be  small  and  very  sharp,  so  that  no 
force  is  required  in  the  operation  ;  the  blade  should  be  as  long  as 
the  tendon  is  wide.  The  patient  is  turned  upon  the  side  or  to 
the  prone  position,  so  that  the  foot  may  be  held  with  the  heel 
upward  by  the  left  hand.  The  position  and  size  of  the  tendon 
is  ascertained  by  careful  palpation,  and  the  knife  is  then  inserted 
to  its  inner  side,  at  about  the  level  of  the  extremity  of  the 
internal  malleolus.  The  flat  surface  of  the  blade  is  held  parallel 
to  the  tendon,  and  it  is  passed  beneath  it  until  its  point  can  be 
felt  beneath  the  skin  on  the  opposite  side.  The  edge  is  then 
turned  upward  and  the  tendon,  being  made  tense,  is  divided  by  a 
sawing  motion  of  the  knife.  When  the  division  is  complete,  as 
indicated  by  the  separation  of  the  divided  ends,  the  knife  is  with- 
drawn, and  the  minute  opening  in  the  skin,  from  which  there  is 
usually  slight  bleeding,  is  covered  with  a  pledget  of  aseptic 
cotton.  The  foot  is  forced  into  dorsal  flexion  and  is  securely 
fixed  by  a  plaster  bandage.  lu  applying  the  dressing  one  should 
take  care  that  no  pressure  is  brought  upon  the  seat  of  operation, 
as  this  might  interfere  with  the  effusion  of  plastic  material.  As 
soon  as  the  discomfort  attending  the  operatiou  has  subsided  the 
patient  is  encouraged  to  stand  and  to  walk.  Functional  use 
stimulates  the  circulation,  and,  far  from  retarding  repair,  it  is  in  my 
experience  an  important  agent  in  assuring  firm  and  rapid  union. 

The  Open  Method.  The  tendon  may  be  exposed  by  a  long, 
vertical  incision  ;  it  is  then  split  for  a  distance  of  two  or  three 
inches,  and  the  division  is  completed  at  the  upper  and  lower  ends. 
The  two  halves  are  then  allowed  to  slide  by  one  another  until 
the  necessary  elongation  has  been  obtained.  These  are  then 
sutured  to  one  another. 

1  R.  Seggel.    Beitrlge  zar  kUo.  Cbir.,  1908,  Band  xxxvii.  S.  342. 
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Theoretically,  this  o|icration,  which  assures  union  at  a  point 
of  selection,  is  safer  than  the  subcutaneous  method,  in  which  the 
ends  of  the  tendon  are  separated  from  one  anotlicr ;  practlcsilly, 
it  is  in  this  class  of  cases  less  satisfactory  in  its  results  than  the 
subcutaneous  method. 

Division  of  the  pimifar  /iwivVi  is  not  infre<iuently  necessary, 
and  should  be  performed  subciitaueously.  The  tenotome  is 
inserted  beneath  the  skin  at  about  the  centre  of  the  concavity  to 
one  or  the  other  side  of  tlie  central  band  of  the  fascia,  which  is 
divided  by  a  ssiwins  motion  of  the  knife.  The  part  is  put  ujton 
the  stretch,  and  other  resisting  bands  to  tlie  outer  and  inner  side 
are  divided  in  the  ssuue  manner ;  the  cavus  is  then  corrected  by 
manual  or  instrumental  force.  The  operation,  like  that  upon 
the  tendo  Acliillis,  is  practically  free  from  danj^er. 

Division  of  the  /i6i«/w  aiiUcu«  is  not  often  neceasarj',  as  Uiis 
tendon  offers  little  resistance  to  the  rectification  of  deformity  of 
the  ordinary  type. 

The  tendon  of  the  libiaiiii  posticus  may  be  div^ided  together 
with  that  of  the  tibialis  anticus  near  the  points  of  attachment. 
If  the  operation  is  required  it  may  l>e  combinetl  with  simiilta- 
neous  section  of  the  calcaneonavicular  Ur/amettt,  with  which  are 
blended  the  anterior  ])art  <>f  the  deltoid  and  fibres  of  the  anterior 
ligumeut  of  the  ankle.  Accordiufi  to  Parker's  directions,  the  foot 
should  be  strongly  abducted  to  make  the  parts  tense.  The  tenotome 
is  entered  directly  in  front  of  the  anterior  border  of  the  internal 
malleolus,  its  cutting  edge  being  turned  forward  between  the  skin 
and  the  ligament.  It  is  then  turned  toward  the  ligament,  and 
the  tissues  are  divided  to  the  bone.  The  blade  is  then  mode  to 
enter  the  interval  between  the  astragalus  and  the  scaphoid,  and 
is  carrietl  downward  and  forward  to  divide  the  inferior  part  of 
the  ligament  and  at  the  same  time  the  tendons  of  the  tibialis  anticus 
and  posticus. 

The  posterior  ligament  of  the  ankle-joint  may  be  divided  or 
sufliciently  weakened  so  that  it  may  be  ruptured  after  section  of 
the  tendo  Achillis  liy  passing  the  knife  directly  downwar«l  in  the 
middle  line  upon  the  upper  border  of  the  astragalus. 


The  Oorrection  of  Confirmed  Club-foot  by  the  Method  of 

Juliu3  Wolff. 

Wolff's  treatment  of  club-foot,  as  described  by   Freiberg,  a 
former  assistant  in  his  clinic,  may  be  summarized  as  follows :' 

>  Medical  Newi,  October  a,  1892. 
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The  patient  is  anaesthetized,  and  with  the  hands  and  by  the  use 
of  a  moderate  amount  of  force  the  deformity  is  reduced  as  far  as 
possible.  The  foot  is  held  in  the  improved  position  by  means  of 
strips  of  adhesive  plaster  passing  from  the  dorsal  surface  of  the 
inner  border  of  the  foot  under  the  sole  and  up  to  the  outer  aspect 
of  the  leg.  The  leg  and  foot  are  then  covered  with  cotton  from 
the  tuberosity  of  the  tibia  to  the  tips  of  the  toes,  and  a  plaster 
bandage  is  applied.  As  the  plaster  is  hardening  the  position  of 
the  foot  is  still  further  improved  by  pressing  the  heel  inward  and 
the  forefoot  outward  and  upward.  Two  fenestra  are  cut  in  the 
plaster  at  the  points  of  greatest  pressure — one  over  the  external 
surface  of  the  ankle  and  the  other  over  the 
internal  surface  of  the  great  toe.  If  tenot- 
omy is  considered  necessary  it  is  usually 
performed  as  a  preliminary  operation  several 
days  before  forcible  correction. 

On  the  third  or  fourth  day  after  the  oper- 
ation a  wedge-shaped  section  is  cut  from 
the  bandage  on  the  outer  side  of  the  ankle- 
joint  and  a  linear  division  is  made  about 
the  ankle,  so  that  the  leg  and  the  foot  parts 
of  the  bandage  are  separated  (Fig.  471). 
The  leg  being  held  firmly,  the  foot  is  forced 
outward  and  upward  to  the  extent  that  the 
wedge-shaped  opening  on  the  plaster  will 
allow,  and  the  two  sections  are  then  united 
by  a  covering  of  plaster  bandage.  For  the 
secondary  correction  anaesthesia  is  not  re-  ^he  point*  at  which  u>e 
quired.     At  intervals  of  several  days  larger    bandage  is  divided  and  the 

^     ,  111  .      ,     T  wedge  removed.  (Freiberg.) 

wedges  are  removed,  and  the  manipulation 
is  repeated  until  the  patient  stands  with  the  foot  in  a  satisfactory 
attitude;  that  is,  in  pronation,  abduction,  and  dorsiflexion.  If 
the  deformity  is  extreme  the  bandage  may  be  reapplied  before 
the  correction  is  completed  with  advantage.  One  should  take 
care  that  the  toes  are  not  compressed,  but  lie  on  the  same  plane 
in  normal  relation  to  one  another. 

When  rectification  is  complete  the  plaster  bandage  is  covered 
with  strips  of  pine  shavings,  held  in  place  by  a  crinoline  bandage, 
and  painted  with  carpenter's  glue.  When  this  is  hardened  the 
whole  is  covered  with  a  thin  silicate  bandage ;  over  this  the  shoe  is 
fitted  and  the  patient  is  encouraged  to  walk.  This  form  of  dress- 
ing is  used  until  the  transformation  of  the  deformetl  parts  may 
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be  supposed  to  l>e  complete,  the  time  varying  with  the  case,  from 
few  months  to  a  year.  The  time  required  for  the  primary  cor- 
rection is  fritm  a  week  to  a  mouth.  When  the  luiiidage  is  finally 
removed  massage  ami  exercises  are  to  be  employetl.' 

Wolfif  's  treatment  is  au  efficient  means  of  correction,  although 
somewhat  tcilioiis.  It  uuiy  he  more  conveniently  employed  in 
later  chiklhood  and  adolescence  than  at  an  earlier  age. 


Flo.  472. 


Forcible  Correction  of  Deformity  by  Means  of  Osteoclasts 

and  Wrenches. 

In  place  of  manual  oorrectitui  greater  force  may  be  employed 
by  meaus  of  wrenches  or  osteoclasts  to  overcome  the  deformity. 

There  is  this  important  difference 
between  the  two  j>rocedures : 
force  may  be  applied  by  the  hands 
for  as  long  a  time  as  is  necessary 
without  fear  of  injury,  while  force 
applied  by  a  machine  must  l)e 
momentary  because  of  the  press- 
ure and  strain  on  tiie  parts  where 
the  leverage  is  exertctl.  Manual 
force  continuously  applied  may 
be  8upii08e<l  to  stretch  tlie  re- 
sistant parts,  and  although  much 
less  |wwer  is  exerted  it  is  really 
more  effective  than  the  sudden 
and  niouienbirv  force  of  the 
wreuoli  <pr  oste*^)elast,  liecause  it 
may  be  continued  until  the  de- 
formity has  been  overeorreeted, 
while  complete  correction  by 
means  of  instruments  may  neces- 
sitate several  oiK-ratioiis. 

The  Thomas  Method,  (^f 
iustrumental  correction  that  l»y 
means  of  tlie  Thomas  wrench  is 
one  of  the  simplest  and  must 
efficient  The  wrenching  may  or  may  not  be  precede<l  by  ten- 
otomy, a  point  to  be  decided  by  the  resistance  of  the  jMirtij.     As 
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a  rule,  division  of  the  teiido  Aohillis  alone  is  necessary.  The 
instrument  is  a  simple  heavy  monkey-wrench,  of  which  the  jaws 
have  been  rcplaee<J  by  two  strong  pins  slightly  bnliwiis  at  the 
ends  to  keep  the  covers  of  niblicr  tubing  from  slipping  off. 

The  wrench  is  applied  to  the  inuer  side  of  the  foot  and  screwed 
down  so  that  it  may  "bite"  and  hold  its  plaoe  tiriiily,  for  if  it 
slips  it  is  likely  to  abrade  or  tear  tho  skin  ;  then  with  consider- 
able force  the  foot  is  twisteil  outward  and  upward  (Fig.  472). 


Fin    17'. 
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The  "kejTiote"  of  the  operation  is  to  so  wrench  the  foot  that 
it  loses  its  elasticity  and  shows  no  tendency  to  recoil  toward 
deformity.  The  foot  is  then  plactnl  in  the  best  possilile  position, 
and  18  retained  there  by  the  Thomas  foot  splint  or  by  a  plaster 
bandage.  In  certain  instances  one  may  c^jmpletc  the  rectification 
at  one  operation,  but  this  is  not  usually  attempted,  the  jtrocedure 
being  rcjwated  at  intervals  of  a  few  days  until  the  deformity  has 
been  overcorrected.  lu  very  resistant  cases  eight  or  ten  applica- 
tions of  force  may  be  necessary.     Wlien  the  deformity  has  been 
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rectified  the  foot  is  held  in  the  overcorrected  position  for  seversil 
weeks  by  the  splint  or  by  the  piaster  bandage. 

As  a  walking;  ai>pliancf  a  simple  upright  of  iron  with  a  calf 
band  is  iipplieil  to  the  inner  side  of  the  leg,  from  a  point  just 
below  the  knee  to  the  heel  of  the  shoe  into  which  it  is  inserted, 
as  is  the  Thomas  knook-kne<>  brace  (Fig.  34.3).  By  l»ending  the 
upright  the  foot  may  \ye  kept  in  sligiit  valgus,  and  this  position 
is  still  further  assured  by  making  the  outer  side  of  the  sole  of 
the  shoe  thinker  than  the  inner,  so  that  the  weight  falls  ujwn  the 
inner  border  of  the  foot,  la  many  instances  the  walking  brace 
may  be  disiwnsed  with  in  the  after-treatment,  but  a  light  brace 
is  usually  worn  to  hold  the  foot  in  the  corrected  position  during 
the  night,  until  the  power  of  the  alxluctors  and  dorsal  tlexors  has 
been  regained.  Massage  and  manipulation  are  used  in  the  after- 
treatment  in  the  manner  already  described. 

When  properly  applied  the  treatment  is  satisfactory  and  free 
fn)m  danger.  Sloughing  of  the  tissues  wiused  by  the  pressure 
of  the  instrument  or  by  the  plaster  bandages  has  been  re|X)rted, 
but  such  accidents  have  not  occurred  in  the  extensive  practice  of 
Thomas  and  .lones. 

Correction  by  Means  of  the  Osteoclast.  The  late  Mr. 
Grattan,  of  Cork,  useil  the  osteoclast  that  goes  by  his  name 
(Fig.  34(j)  to  crush  and  tn  overcorrect  resi.stant  club-foot.  The 
operation  may  include  besides  the  correction  of  the  deformity  of 
the  foot  itself  frai'ture  of  the  leg  above  the  malleolus,  to  turn  the 
foot  towartl  valgus,  antl  a  second  fracture  half-way  up  the  leg, 
to  overcome  the  inward  rotation  or  twist  of  the  tibia.  Mr. 
Grattan's  results  have  been  very  satisfactory.  Other  appliances 
constructed  on  somewhat  similar  principles  may  be  employe<l. 
Of  these  the  Lorenz  osteoclast'  and  the  Bradford^  lever  apparatus 
are  the  most  effective. 

The  Open  Incision  Combined  with  Forcible  Rectification  of 
Deformity.  Phelps"  Operation.  When  extensive  division  of 
contracted  parti*  is  indicated  tlie  open  incision  is  to  be  preferred 
because  of  the  opjwrtunity  thus  offered  for  the  recognition  and 
for  intelligent  selection  of  structures  that  require  division  in  the 
final  correction  of  the  deformity. 

Phelps'  opemtion  is  essentially  simply  the  division  of  resistant 
parts  through  an  incision  on  the  inner  border  of  the  foot,  com- 
bined with  sufficient  force,  manual  or  instrumental,  to  overoorrect 
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the  ilefonnity  It  is  the  most  conservative  of  the  luore  radical 
proceflures,  and  by  it  even  the  most  severe  type  of  deformity  in 
the  adult  can  he  correcte<l  ;  that  is  to  say,  the  defoniiity  may  l)e 
overcome  and  a  serviceable  foot  may  l>e  assurwl  to  tiie  patient. 
Perfect  functional  cure  is  not  possible  when  deformity  has  become 
habitual  after  many  years  of  neglect. 

The  steps  of  the  Phelps  operation  are  as  follows:  After  proper 
surgiciil  preparation  the  Elsraarch  bandage  is  applied.  Thu  teudo 
Achilli.s,  and  usually  the  posterior  ligaments  of  the  ankle,  are 

Fio.  474. 


Tbe  deformity  (Fig.  473)  corrected  by  Phel[n'  operation  and  by  cuneirorm  nsteotomy 
of  iheoscalcia. 

divided  subcutanconsly,  and  by  manual  or  instrumental  force 
one  attempts  to  correct  the  plantar  flexion.  An  incision  is  then 
made  on  the  inner  br)rder  of  the  foot,  just  below  and  in  front  of 
the  internal  inalleojus,  which  is  extended  directly  downward  over 
the  head  of  the  astragadiis  to  include  the  inner  quarter  of  the  sole. 
Through  the  incision  all  resistant  parts  are  divided  in  order,  as 
stated  by  Phelps. 

1.  The  tibialis  posticus,  and  the  anticus  if  it  offers  resistance. 

2.  The  aluliictor  hallucis. 

3.  The  plantar  fascia. 
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division  of  tissues  as  are  required  to  accomplish  this  object  should 
be  employed  by  the  operator. 

When  the  foot  can  l)e  held  in  the  desired  p<isitic>n  without 
resistance,  the  wound  is  coverecl  with  Lister  protective,  the  foot 
and  1^  are  thickly  covered  with  gauze  and  cotton,  a  plaster 
bandage  is  applied,  and  the  limb  is  elevateil.  The  large  gnping 
wound  closes  by  gninulation  in  from  one  to  three  nionths.  The 
first  bandage  is  usually  changed  at  the  end  of  a  mouth,  and  the 
patient  then  begins  to  bear  weight  on  the  foot. 

By  this  operation  the  foot,  even  in  severe  cases  in  adult  life, 
may  be  made  straight  in  apjK'aranco.  It  is  evident,  however, 
that  in  such  cases  the  correction  of  the  deformity  of  the  bones  is 
by  no  means  always  jwrfect,  for  the  forefoot  may  be  simply 
twisted  outward  and  npwanl,  while  the  astragalus  and  os  calcis 
may  remain  in  an  approximation  to  their  original  deformity. 
After  thorough  overcorrection  by  the  Phelps  operation  the  danger 
of  recurrence  of  deformity  in  the  adult  and  adolescent  type  of 
cIul>-foot  is  not  great,  and  in  many  instances  support  other  than 
that  of  the  plaster  bandsige  for  several  months  after  the  openuion 

^may  Ite  unnecessary  ;  but  in  childhiXKl  the  ordinary  precautions 
in  after-treatment  to  prevent  relapse  will  be  neces8ar^^ 
pa 


Operations  on  the  Bones. 


Osteotomy  of  the  neck  of  the  astragalus,  a.<  a  supplementary 
part  of  the  operation  of  forcible  correction,  has  been  meniioue*!. 
In  certain  instances,  particularly  in  the  adolescent  or  adnit  type 
of  deformity,  the  displace<l  astragalus  may  oflFer  such  an  obstacle 
to  trorrection  that  its  removal  Ls  indi«'ate<l — an  operation  tirst  per- 
formed by  Mr.  Lund,  of  Manchester. 

Astragtilectomy.  The  astmgalus,  which  in  club-foot  is  ilisplaced 
forward,  may  l>e  removetl  easily  by  means  of  an  incUion  passing 
over  its  most  prominent  psirt,  in  a  direction  fnnvard  and  down- 
ward from  the  tip  of  the  external  malleolus,  Ix'tween  the  tendons 
of  the  jjeroneu-*  brevis  and  tertius.  The  soft  [uirts  are  drawn 
aside,  the  ankle  an<l  astrag-.ilunuvicular  joint  are  0|>ened,  and  the 
nttuchments  to  the  scaphoid,  and,  as  far  as  possible,  those  at  the 
inner  an<l  outer  border,  are  dividetl.  The  foot  is  then  adducted 
8<)  that  the  head  of  the  Iwne  may  be  seizetl  with  forceps  ami 
drawn  upward,  the  interos«K-ous  ligament  and  the  internal  lateral 
ligament  having  \tevu  dividtnl  with  curvwl  scissors,  and  the  l>one 
is  removed.      If  after   removal  of  the  astragalus  the  deformity 
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cannot  be  corrected,  the  anterior  part  of  the  os  calcis  or  the 
external  malleolus  should  be  remo%'ed  as  well.  A  useful  movable 
foot  muv  be  obtainc<l  by  this  operation,  but  it  by  no  means  assures 
tlie  patient  froin  rei'urreuce  of  deformity.  It  is  never  indicated 
as  a  primary  operation,  in  childhoixl  at  least.  The  varus  should 
1)6  thoroughly  corrected  as  a  [yrt'IiminarN'  procedure ;  then  the 
resistance  that  the  astragalus  offers  to  dorsal  flexion  can  ijc 
estimated  (Fig.  476). 


Fio.  47fi. 


Fro,  477. 


After  forcible  correction  and  utnij^- 
leetomy.    (See  Fig.  47S.) 


I'artliUij    (»rrecte<l    elul>fi>)i.  lUiowliig 
seooiidarr  knock-koeo. 


Ganeiform  Osteotomy.  The  removal  of  cuneiform  sections 
of  bone  from  the  outer  border  of  the  foot  is  sometimes  indicatetl 
when  the  defoniiiiy  is  of  long  standing,  but  the  operation  should 
1k'  secondary  to  other  methods  of  correction.  The  aim  shoulcl  lie 
to  lengtbeu  the  contractetl  and  shortened  tissues  on  the  inuer 
border  of  the  foot  to  the  extent  requiretl  for  reposition,  not  to 
remove  bone  to  accommodate  these  shortened  tissues.  If  this 
has  been  shown  to  be  impossible  by  ordinary  means,  then 
removal  of  bone  may  Ix'  indicated ;  but  it  is  not  often  neocs- 
san'  in  cliildhood  or  eveu  in  adolescence.      If  .sufficient  bone  is 
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removed  from  the  adult  foot  to  permit  complete  correction  of  the 
deformity,  relapse  is  not  usual;  but  in  childhood,  as  has  been 
stated,  no  operation  will  take  the  place  of  after-treatment. 

The  treatment  by  cuneiform  osteotomy  as  it  is  ordinarily  car- 
ried out  is  sufficiently  simple.  In  severe  cases  the  astragalus  is 
usually  removed,  and  a  wedge-shaped  section  of  bone  is  taken  from 
the  OS  calcis,  cuboid,  and,  if  necessary,  it  may  include  the  scaphoid 
bone  also.  The  external  malleolus  may  be  removed  if  it  inter- 
feres with  reposition.  Preliminary  fasciotomies  and  tenotomies 
are  usually  performed,  but  those  who  favor  this  method  of  treat- 
ment rarely  use  force  in  reposition.  If  the  deformity  is  less 
marked  the  astragalus  is  not  removed,  but  a  part  of  its  body  and 
neck  is  included  in  the  cuneiform  resection.  The  foot  is  retained 
in  proper  position  until  the  wounds  are  closed ;  then  plaster  ban- 
dages are  employed  for  several  months.  Braces  are  seldom  used 
in  the  after-treatment. 

Secondary  Osteotomy.  In  certain  cases  of  relapsed  or  in- 
effectively treated  club-foot,  even  in  childhood,  deformity  of  the 
08  calcis  either  interferes  with  correction  of  the  foot  or  favors 
relapse.  In  such  instances  the  removal  of  a  cuneiform  section  of 
bone  from  the  anterior  extremity,  as  a  supplementary  part  of 
overcorrection,  may  be  of  service. 

Simple  Mechanical  Rectification  of  Deformity  in  Walking 
Children  and  in  Later  Years. 

It  has  been  stated  that  simple  mechanical  rectification  of  de- 
formity was  possible  even  in  adolescence,  but  that  the  time 
required  for  such  treatment,  usually  cxteuding  over  several  years, 
as  a  rule,  excluded  it  from  consideration. 

The  simplest  mechauical  treatment  is  that  by  wliich  the  foot  is 
slowly  forced  from  cquinovarus  into  cquiuovalgus  by  a  brace  on 
the  lever  principle,  which  is  at  first  shaped  to  the  deformity,  imd 
is  then  gradually  straightened  as  the  resistance  diminishes.  When 
the  mid{K>int  has  been  passed  between  varus  and  valgus  the 
weight  of  the  body  aids  in  the  correction  of  the  remaining  varus 
and  equinus.  The  modificjition  of  the  Taylor  brace  used  by  Jud- 
son,  an  advocate  of  pure  mechanics  in  the  treatnient  of  club-foot, 
will  serve  to  illustrate  the  type  of  apparatus  which,  with  slight 
change,  may  be  employed  to  correct  or  to  support  tlie  weakened 
or  deformed  foot. 

The  brace  consists  of  an  upright,  a  flat,  tapering  bar  of  mild 
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steel,  a  foot  plate  of  steel  from  18  to  16  gauge,  and  a  strong  calf 
band.  The  sliape  of  the  brace,  the  method  of  its  attachment  to 
the  leg  by  straps  of  webbing,  and  its  effect  in  gradually  changing 
the  attitude  of  the  foot  from  varus  to  valgus  are  shown  in  the 
accompanying  figures. 

The  upright  is  firmly  riveted  to  the  foot  plate  in  the  angle  of 
deformity,  so  that  the  patient  must  walk  upon  his  toes ;  as  tlie 
equiuus  is  decresiscd  by  the  influence  of  the  weight  of  the  body 
this  angle  is  lessened  (Fig.  480). 


FlQ.  478. 


^ 


Fie.  479. 


Tbe  Judson  brace.  Fig.  478  shows  the  construction  of  the  brace ;  the  foot  plate,  with  the 
internal  flange  or  "  riser,"  tbe  upright  riveted  to  it,  and  the  calf  band.  Fig.  479  shows  the 
brace  adjusted  to  fit  tbe  deformed  foot. 


The  important  points  are  that  tho  brace  .shall  be  stioug 
enough  to  hold  it-s  place  under  the  .strain  of  use  and  that  the 
foot  shall  l)e  firmly  secured  to  it,  whether  one  or  many  straps  of 
webbing  are  required,  as  may  be  seen  in  the  figures.  The  use  of 
massage  and  manipulation  is,  of  course,  combined  with  the 
mechanical  treatment. 

By  persistent  attention  to  the  details  of  treatment  satisfactory 
results  can  be  obtained  by  this  method  in  the  less  resistant  cases, 
even  in  adolescence. 

Recapittdation  of  the  Principles  of  Treatment  of  Congen- 
ital Talipes  Equinovarus.     The  object  of  treatment  is  to  over- 
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come  and  to  overoorrect  the  deformity  at  as  early  a  i)eriod  of  life 
as  is  possible,  and  as  quickly  as  possible.  The  object  of  over- 
correction is  to  overcome  all  the  resistance  of  the  tissues  that  may 
even  in  the  slightest  degree  limit  the  normal  range  of  motion  in 
any  direction.  •  The  foot  must  be  fixed  in  the  overcorrected  posi- 
tion until  the  recoil  of  the  tissues  toward  deformity  is  no  longer 
present. 

It  must  be  supported  in  the  proper  relation  to  the  1^,  and 
at  a  right  angle  with  it,  until  the  muscular  balance  has  been 


Flo.  480. 


Fio.  481. 


Fia.  482. 


Showing  the  progressive  reduction  of  defurmity.  Fig.  480  shows  the  ordinary  attitude  of 
the  neglected  club-foot  in  childhood  with  the  adjastment  of  the  brace,  it  being  bent  to 
accommodate  the  deformity.  Fig.  481  shows  additional  details— an  upright  spur,  useful  in 
holding  the  heel  and  for  the  attachment  of  straps ;  the  spur  of  sheet  brass  that  may  be  bent 
over  the  great  toe  to  hold  It  in  position.  Fig.  482  shows  other  details  in  the  method  of 
attachment,  a  strip  of  adhesive  plaster,  with  two  tails  in  the  place  of  the  band  of  webbing. 
This  aids  in  fixing  the  heel.    (See-Figs.  483  and  484.) 


re-established  by  stimulation  of  the  weaker  and  by  limitation  of 
the  activity  of  the  stronger  muscles,  and  until  transformation  of 
the  internal  structure  has  been  completed. 

If  efficient  mechanical  treatment  is  applied  at  the  proper  time 
— ^that  is  to  say,  in  earliest  infancy — no  operation  other  than 
division  of  the  teudo  Achillis  will  be  required. 

If  the  deformity  is  not  corrected  or  is  but  partially  corrected 
when  the  child  begins  to  walk,  some  form  of  operation  is,  as  a 

50 
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rule,  indicated  ;  but  division  of  the  resistant  tissues  must  always 
be  combined  with  the  employment  of  sufficient  force  to  accom- 
plish the  desired  result,  vis.,  overcorrection  of  the  deformity. 
Forcible  manual  correction,  applied  in  the  manner  described,  b 
the  most  efficient  means  of  attaining  this  object.  No  instrument 
can  equal  the  hand,  and  the  foroe  that  can  be  applied  by  the 
hand  is  sufficient  in  all  the  ordinary  cases  in  early  childhood,  and, 
in  combination  with  subcutaneous  division  of  the  more  resistant 
tendons  and  ligaments,  even  in  later  childhood  and  adolescence. 


fio.  48S. 


no.  4IM. 


Sbowiiig  the  progrenlve  reduction  of  deformity,  and  Illustrating  the  procew  of  changing 
the  shape  of  the  brace  from  time  to  time  until  it  holda  the  fbot  in  valgus.   (See  Fig.  480.) 

Forcible  correction  by  the  Thomas  wrench  under  the  same 
conditions  is  an  efficient  treatment,  but  there  is  a  manifest  disad- 
vantage in  submitting  a  patient  to  a  succession  of  operations, 
even  of  .so  slight  a  character,  if  immediate  overcorrection  can  be 
attained  by  othc^r  means. 

The  Phelps  operation,  which  combines  thorough  division  of  the 
resistant  parts  with  the  application  of  proper  force  to  overcorrect 
tlie  foot,  is  tlie  operation  of  selection  for  the  more  resistant  cases 
in  adolescence,  in  adult  life,  and  in  extremely  resistant  cases  in 
cliildhood. 
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Astragalectomy  and  cuneiform  osteotomy  are  never  indicated 
as  primary  operations,  but  one  or  the  other  may  be  necessary  for 
the  complete  rectification  of  the  deformity  when  other  means  have 
failed. 

Complete  cure  of  deformity,  even  in  the  later  years  of  child- 
hood, is  possible  by  means  of  braces  alone,  but  such  treatment  is 
very  tedious.  It  requires  not  only  the  continuous  supervision  of 
the  skilled  sui^on,  but  the  intelligent  and  persistent  co-operation 
of  the  parents.  The  results  are  in  no  way  superior  to  those 
attained  by  more  rapid  methods,  while  the  disadvantages  of  long- 
continued  use  of  braces  are  sufficiently  obvious.  To  the  popular 
faith  in  braces  as  a  cure-all  of  deformity,  and  to  the  unintelligent 
use  of  braces,  may  be  ascribed  now,  as  in  former  times,  the 
failures  in  treatment  of  this  eminently  curable  deformity.  This 
statement  seems  justified  even  when  balanced  by  the  equally  fal- 
lacious belief,  so  prevalent  among  physicians,  that  a  radical 
operation,  if  it  does  not  absolutely  assure  a  cure,  is,  at  least,  the 
essential  part  of  the  treatment. 

Rectification  of  deformity,  by  whatever  means,  simply  com- 
pletes the  first  stage  of  treatment.  Perfect  cure  can  only  be 
assured  by  attention  to  the  small  details  of  after-treatment,  by 
checking  the  slightest  impulse  toward  deformity,  and  by  guiding 
the  unbalanced  foot  toward  perfect  functional  use. 

Other  Varietdes  of  Congenital  Talipes. 

Forms  of  congenital  distortion  of  the  foot  other  than  equino- 
varus  are  not  uncommon  ;  but,  as  a  rule,  these  deformities  are  so 
slight  and,  as  compared  to  equinovarus,  so  easily  remedied  that 
they  are  relatively  of  little  importance.  This  distinction  does 
not  apply,  however,  to  acquired  talipes,  which  will  be  considered 
in  the  succeeding  chapter. 

Congenital  Talipes  Varus.  Eighty-five  cases  of  simple  varus 
are  recorded  in  the  table  of  statistics  in  a  total  of  1660  congenital 
deformities  of  the  foot. 

This  deformity  often  appears  to  be  an  incomplete  form  of 
equinovarus,  but  in  some  instances  there  is  simply  a  slight  inward 
twist  of  the  foot  without  supination  (Fig.  425) ;  in  fact,  the  fore- 
foot is  apparently  drawn  inward  by  the  active  movement  of  the 
great  toe,  which,  in  such  cases,  seems  almost  prehensile.  (See 
Pigeon-toe.)  lu  the  more  marked  form  the  foot  is  adducted  and 
supinated,  and  the  tissues  are  very  resistant. 
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The  slight  grades  of  deformity  may  bo  treated  by  simple 
niauipiilation,  and  if  deformity  remains  after  the  first  year  the 
shoe  will,  as  a  rule,  oorrwt  it.  The  more  marked  varieties  roust 
be  treated  like  the  varus  deformity  of  ordinary  clul»-foot,  by 
braces  or  by  plaster,  until  the  varus  has  l>een  transformed  into 
valgus.  The  after-treatment  is  the  same  as  that  for  ordinarj' 
club-foot. 

Congenital  Talipes  Equinus.  This  is  a  nire  congenital 
deformity,  about  half  as  conuuon,  according  to  the  statistics,  as 
varus  (40  eases  iu  1  ()()()).  The  term  equinus  implies  that  dorsal 
fle.xion  is  limited,  but  that  the  foot  is  not  deviated  to  one  or  the 
other  side  (toward  valgus  or  varus).  In  congenital  equinus  the 
defonnity  is,  as  a  rule,  slight,  and  in  many  instances  it  may  be 
overcome  by  gentle  manual  force  applie<l  frtMiiiently.  In  the 
more  resistant  type  mechanical  wirrectiou  or  tenotomy,  followed 
by  overeiirrection  and  sup|wirt,  may  Ix!  necessary. 

Congenital  Talipes  Calcaneus.  Congenital  calcaneus  is  com- 
paratively rare  (2K  cases  in  KJfiO).  .;Vs  a  rule,  the  heel  is 
pruinineut,  the  f<H)t  is  habitiuilly  dursiflexed,  and  the  dorsum  can 
be  easily  brought  into  contact  with  the  crest  of  tlie  tibia  (Fig. 
439).  The  exaggerated  cavus  that  is  usually  present  in  acquire<l 
calcaneus  is  absent.  Occflsionaliy  the  deformity  is  accompanied 
by  hyperextension  of  the  knee  ;  and  if,  as  in  many  instances,  there 
is  a  history  of  bi"eech  presentation,  it  may  be  inferred  that  the 
attituiie  before  birth  was  one  of  extreme  flexion  of  the  thighs 
upon  the  abdomen,  the  anterior  surfaces  of  the  extended  legs 
being  pressed  closely  to  the  v^entnil  stu'faee  of  the  lx>dy,  the  feet 
being  fixed  in  au  attitude  of  dorsiflexion.  As  a  rule,  the  defor- 
mity is  slight,  and  the  resistsince  of  the  tissues  on  the  anterior  aspect 
of  the  leg  can  be  easily  overcome  by  massage  and  manipulatiou. 
The  foot  should  be  gently  forced  toward  plantar  flexion  several 
times  in  the  day,  and  the  weak  muscles  of  the  calf  should  be 
stimulated  by  massage. 

Cure  may  be  hastened  by  the  use  t)f  some  simple  form  of 
retention  splint  to  hold  the  foot  in  plantar  flexion  imtil  the  pos- 
terior group  of  muscles  has  recovered  its  |xiwer.  Tenotomy  or 
other  openitive  treatment  is  rarely  required. 

In  rare  instances  the  tibia  may  be  bent  slightly  backwanl, 
thus  increasing  the  deformity.  In  such  cases  the  distortion  of 
the  bone  may  be  overcome  by  manipulation  and  by  apparatus. 

Congenital  Talipes  Valgus.  Congenital  valgus  (Fig.  440) 
is  somewhat  more  common  than  the  preceding  varieties  (123  in 
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IfifiO).  Not  infrequently  it  is  combined  with  a  slight  degree  of 
calcaneus  or  equiniis.  The  resistance  of  tlH>  contracted  tissues 
is  not  great,  and  the  deformity  may  lie  overcome,  iu  most  oases, 
by  pci-sistent  manipulation.  If  tlie  muscular  power  is  sufficiently 
unbalanced  to  warrant  it  the  foot  slionld  be  fixed  in  the  over- 
corrected  jxtsition  (varus)  for  a  time. 

Coiigeiiitiil  valgus  is  one  form  of  what  is  known  as  weak 
ankle,  and  it  frequently  pusses  unnoticed  until  the  child  begins 
to  walk.  If  at  that  time,  in  spite  of  massage,  the  muscles  appear 
weak  or  if  tfie  foot  inclines  outward  when  weight  is  borne,  it  is 


FlO.  48&. 
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('(ingc'uital  calcaiitwvftlgu- 


well  to  make  the  sole  of  the  shoe  wedge-shaped,  tlie  thicker  part 
(one-(piarter  of  an  inch)  on  the  inner  side.  In  more  persistent 
cases  a  i>race  may  be  neceasary,  as  described  in  the  treatment  of 
the  ac<|uircd  variety,     (See  Weak  Foot.) 

Talipes  equinovalgus  is  less  common  (28  in  HiOO).  This 
must  be  treate<l  ,is  the  other  varieties,  by  complete  overcorrection 
of  deformity,  manual  or  otherwise,  and  by  subsequent  massage 
antl  support  if  necessary. 

Calcaneovalgus  (15  in  1(560),  calcaneovarus  (7  in  1660), 
equinocavus  (1  in  1660),  valgocaras  (1  in  1660),  cavus  (5  in 
KiOD),  are  extremely   rare,  ijs   indicated   by   the  statistics.     If 
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treated  early  by  persistent  massage  supplemeuted  by  retention 
apparatus,  these,  as  well  as  nearly  all  slighter  grades  of  congen- 
ital deformity,  may  be  corrected  and  cured  even,  before  the  child 
begins  to  walk. 

Congenital  Deformities  of  the  Foot  Associated  with 
Defective  Development. 

Talipes  Equinoval^s  Associated  with  Congenital  Absence  of  the 
Fibula.  This  is  a  rare  deformity,  but  the  most  common  of  this 
class.     The  foot  iit  birth  is  usually  iu  an  attitude  of  well-marked 

ne.  481. 


Congenital  eiulnovunu.  with  dcfotinlly  uf  itiu  grcal  lues. 


and  resistant  equino valgus.  The  log  is  somewhat  shorter  than 
its  fellow,  and  the  tibia  is  often  bent  sharply  forward,  some- 
times to  an  acute  angle,  at  a  point  somewhat  below  the  centre,  as 
if  it  had  been  broken  in  iitero.  At  the  most  jjrominent  point  the 
skin  may  be  ailherent  or  it  may  present  a  dimpled  nppeaninci'. 
In  some  instances  the  formation  of  the  foot  is  perfect,  but  more 
often  one  or  more  of  the  outer  toes,  with  the  corresponding 
metatarsal  bones,  are  absent  (Fig.  487). 
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Statistics.  Haudek  coUectwl  frum  the  literature  97  cases.  Of 
these  46  were  in  males,  21  were  in  females,  and  in  30  the  sex 
was  not  reo)r<le<l.  In  <i7  (69  per  cent.)  there  was  total  absence 
of  the  fibula.  In  30  the 
defect  was  j)artial ;  of  the 
lower  extremity  of  the  fibula 
in  17,  of  the  upper  extromily 
in  9,  and  of  the  niiiklle  in 
2  cases.  In  27  cases  Ixtth 
fibulas  were  absent  or  defec- 
tive ;  in  68  one  only  —  the 
right  in  31,  the  left  in  2o, 
and  in  tl|ip  others  the  side 
was  not  reconled.  In  61 
cases  toes  were  lacking,  and 
in  these  cases  it  may  be  in- 
ferrwl  that  the  coiTesiwnd- 
ing  metatai-sal  Iwnes  were 
absent  also.  The  fourth  and 
fiftli  toes  were  absent  in  27 
cases  ;  the  little  toe  alone  was 
missing  in  1.").  In  many  iu- 
stjinces,  as  is  iiwuid  in  cases 
of  defective  developinent,  de- 
formity of  other  parts  was 
present ;  for  example,  in  1  7 
instfuic^s  the  piitellfi  wua  alv- 
sent  or  undevelojied,  and  iti 
1 1  the  upper  extremities  were 
defective.' 

Etiology.  The  cause  of 
deformity,  sissociutcd  with 
absence  of  bone,  may  be 
either  an  original  defect  in 
tiie  germ  or  it  may  be  due 
to  interference  with  its  development.  In  some  instances  am- 
niotic adhesions  may  be  one  of  the  preilisposing  causes ;  the 
sharp  bend  in  the  tibia,  ao  often  present,  may  be  due  to  the 
lessened  resistance  of  the  defective  part. 

1  CotlCD  and  Chute.  Bocton  Hedloal  kiid  Surgical  Journal.  1998,  No*.  8  and  » (138  cani). 
Hftzsltelll,  Arcb.  OrtopedU,  1898,  F.  f>.  Bolnet,  Rerue  d'UrthopMIe,  NoTember,  IgW.  Vide 
also Emil  (lain  (IIU o«Mi),  ArchiT Ort hop.  .Mecbauicocheraple und  Unfkl  Chlr.,  Bd.  1.  U.  1,  iwn. 
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Treatment.  Tlie  indications  for  treatment  are  to  correct  the 
deformity  of  the  foot  in  the  usual  manner.  The  bend  in  the 
tibia  may  be  straightened  by  manipulation  and  splinting,  or  by 
osteotomy  if  necessary.  When  the  patient  begins  to  walk  the 
foot  must  be  supportinl.  A  light  steel  U})right  on  the  outer  side 
of  the  leg,  provided  with  a  T-straj)  to  hoM  tlie  leg  agjilnst  it,  will 
supply  the  plaoe  of  the  missing  Hbula,  The  growth  of  the  tibia 
is  retarded  and  a  final  shortemng  of  three  or  more  inches  may 
i)c  expeoti^l,  but  with  care  a  useful  limb  may  be  assure<l. 

Talipes  Varus  or  Eauinovanis  Associated  with  Congenital  Absence 
of  the  Tibia.  Defective  formation  of  the  tibia  is  much  less 
common  than  that  of  the  fibula.  Joachimsthal'  records  'M  teases. 
Of  the  2o  ca.ses  in  whiih  the  sex  wsis  recorded  17  were  males 
and  8  females.  In  23  instances  tlie  defect  was  of  one  side ;  in 
8  both  tiliiie  were  defective.  In  most  cases  the  femur  is  si->mc- 
what  shortened  aud  its  lower  extremity  is  imperfectly  developed. 
In  a  third  of  the  cases  the  patella  was  absent,  and  in  many 
instances  other  malformations  were  ])resent.  In  nearly  all  the 
cases  there  was  flexion  contraetion  at  the  knee  and  (he  fibula  was 
dislocated  backward.  The  foot  Is  practicjjlly  always  in  au  attitude 
of  varus.  The  toes  ma}'  be  normal,  but  in  a  number  of  instances 
the  great  toe  was  lacking.  In  pjssibly  a  third  of  the  cases  a 
jwrtion  of  the  tibia,  usually  the  upper  extremity,  was  present.' 

The  proguosis  as  regards  a  useful  limb  is  extremely  bad.  The 
growth  of  both  the  thigh  and  the  leg  is  much  retiirded,  and  it  is 
almitst  imix>ssil)le  to  balance  the  foot  upon  the  fibula  by  any  form 
of  brace. 

The  ordinary  treatment,  after  the  correction  of  the  deformity 
of  the  foot,  has  been  to  resect  the  extremities  of  the  femur 
and  the  fibula  to  iuduc^e  anchylosis.  No  final  results  have  been 
reiwrted,  but  it  may  l)e  assuiueiJ  that  an  artificial  limb  would 
provide  a  more  useful  support  than  the  short  and  distorted 
extremity. 

Congenital  Deficiency  and  Hypertrophy.  The  leg  bones  may  be 
perfectly  funned,  but  one  or  more  bones  of  the  frx>t  itself  may 
be  absent.  In  these  cases,  after  tlie  rtnluction  of  the  deformity, 
a  support  to  hold  the  defective  foot  in  its  proper  relation  to  the 
leg  must  be  used. 

The  foot  may  be  divided  into  two  parts,  so  that  it  resembles  a 
lobster  claw.     Supernumerary  toes,  or  deficiency  of  toes,  or  hj'per- 


•  Zolto.  f.  Orth.  Cblr..  toI.  lU.  p.  MO. 

'  Lanola  and  Kun  report  40  ouet.    ReTuc  d'OrtbopMle,  NoTember.  ItPL 
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trophy  of  one  or  more  of  the  toes,  with  or  without  corresponding 
ovei^rowth  of  the  foot  or  leg,  are  not  extremely  uncommon. 

These  deformities  must  be  treated  on  ordinary  surgical 
principles. 

Constricting  Bands. 

Tightly  constricting  bands  of  scar-like  (issue,  which  cause 
deep  indentations  in  the  flesh  of  the  foot  or  leg,  are  sometimes 
seen.  These  are  supposed  to  be  caused  by  amniotic  adhesions. 
"  Spontaneous  amputations  "  of  toes  or  of  the  foot  itself  are  due 
to  the  same  cause  (Fig.  44.'J). 

In  ordinary  cases  the  bands  require  no  treatment,  but  if  they 
interfere  with  the  nutrition  of  the  foot  they  may  be  removed. 

Congenital  (Edema  of  the  Feet. 

In  rare  instances,  sometimas  in  combination  with  deformity, 
the  tissues  of  the  feet  appear  to  be  oedematous,  although  the  circu- 
lation seems  to  be  perfect.  The  condition  is  apparently  due  to 
obstruction  of  the  lymphatic  circulation. 

It  should  be  treated  by  massage  and  by  compression. 

Spinal  Bifida  and  Talipes. 

Talipes  coexisting  with  spina  bifida  should  be  treated  as  are 
other  forms  of  club-foot.  If  paralysis  of  the  lower  extremities 
be  present,  as  is  often  the  case,  the  corrected  feet  must  be  sup- 
ported as  in  the  ordinary  forms  of  paralytic  deformity.* 

■  Veber  mitablldungen   der  Henschillcben  GUedmaasen   und    ibre  entstebungswelse, 
KUnsner,  1900. 


CHAPTER    XXIII. 

DEFORMITIES  OF  THE  FOOT  (Cohtintj«d). 

Acqnired  Talipes. 

In  the  account  of  the  congenital  deformities  of  the  foot  it  was 
stated  that  the  form  known  as  eqoinovarus  was  by  &r  the  most 
common,  and  that  as  compared  with  it  the  other  deformities  were 
of  slight  importance. 

In  the  acquired  varieties  of  talipes  the  equinovarus  deformity 
is  much  less  common,  the  proportion  in  the  congenital  form  being 
77  per  cent,  and  in  the  acquired  32.5  per  cent,  of  the  total 
number.  Acquired  equinus  comes  next  in  frequency,  26  per 
cent,  as  compared  with  2.4  per  cent,  of  the  congenital  deformity ; 
and  every  variety  and  combination  of  distortion  finds  its  repre- 
sentative in  acquired  talipes,  as  may  be  seen  in  the  tables.  (See 
page  742.) 

Etiology.  The  cause  of  acquired  talipes  is  almost  always 
paralysis.  In  the  table  of  statistics  it  will  be  seen  that  in  82.8 
per  cent,  the  paralysis  was  of  spinal  origin  (anterior  poliomyelitis). 
In  11.3  per  cent,  it  was  cerebral,  the  talipes  being  a  part  of  the 
deformity  of  hemiplegia  or  paraplegia.  In  a  few  cases  the  de- 
formity was  caused  by  local  disease  or  by  local  paralysis,  and 
the  remainder,  or  5.4  per  cent.,  were  of  traumatic  origin. 

The  distinction  between  the  two  varieties  of  talipes,  congenital 
and  acquired,  has  already  been  emphasized.  In  the  congenital 
form  the  deformity  is  the  essential  disability,  for  when  deformity 
has  been  rectified  the  most  difficult  part  of  the  treatment  has 
been  accomplished  and  perfect  cure  may  be  expected.  In  the 
acquired  form  the  straightening  of  the  foot  is  but  a  preliminary 
part  of  the  treatment,  for  cure  is  not  to  be  expected  except  in 
that  small  proportion  of  cases  in  which  the  primary  disease  of 
the  spinal  cord  has  caused  no  permanent  injury  to  its  structure, 
or  in  which  the  deformity  was  the  result  of  some  slight  or  pass- 
ing disability  or  of  disease  or  injury.  Congenital  talipes  cannot 
be  anticipated  or  prevented.  Acquire<l  talipes  is  an  effect  of  par- 
alysis only  when  protective  treatment  has  l>een  neglected.    It  is  a 
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result,  therefore,  that  may  be  foreseen,  and  thus,  by  proper  treat- 
ment, prevented. 

Devdopment  of  Deformity.  The  characteristics  of  anterior 
poliomyelitis  are  described  elsewhere.  (Chapter  XVII.)  In  its 
effect  upon  the  foot  the  usual  sequence  is  somewhat  as  follows : 
At  the  onset  the  paralysis  is  usually  widespread,  affecting  an 
entire  limb,  for  example ;  then  follows  a  period  of  partial  recovery, 
after  which  the  amount  of  damage  that  the  spinal  cord  has 
sustained  may  be  estimated.  It  is  during  the  period  of  partial 
recovery,  the  six  months  or  more  following  the  attack,  that 
deformity  develops.  If,  for  example,  the  anterior  group  of  leg 
muscles  is  paralyzed,  the  foot  habitually  hangs  downward,  an 
attitude  induced  by  the  force  of  gravity  and  by  the  contraction  of 
the  unaffected  posterior  group.  If  it  is  allowed  to  persist  the 
tissues  accommodate  themselves  to  the  new  position ;  the  active 
muscles  which  are  never  extended  to  their  normal  limit  become 
structurally  shortened,  while  the  weakened  or  paralyzed  muscles 
are  correspondingly  overstretched.  Even  within  a  few  weeks 
after  the  onset  of  the  paralysis  the  evidences  of  progressive  de- 
formity are  plain.  The  contracted  tissues  resist  passive  motion 
in  the  directions  opposed  to  the  habitual  attitude,  and  the  child 
shows  evidence  of  pain  if  force  is  used  to  increase  the  limited 
range  of  motion.  As  has  been  stated  already,  acquired  talipes 
is  an  unnecessary  deformity.  It  may  be  prevented  by  support- 
ing the  paralyzed  part  in  a  right-angled  relation  to  the  limb, 
and  by  systematic  passive  movements  throughout  the  entire  range 
of  normal  motions. 

Anterior  poliomyelitis  is  most  common  during  the  second  year 
of  life,  or  when  the  child  has  already  begun  to  walk.  When  the 
first  or  more  general  effect  of  the  disease  has  passed  away  the 
child  again  uses  the  disabled  limb  as  best  it  may ;  thus  the  dis- 
tortion of  the  foot  is  increased  and  confirmed  by  the  weight  of 
the  body  and  by  functional  use  in  the  abnormal  attitude. 

The  fiual  deformity,  in  a  particular  case,  can  be  predicted  from 
a  knowledge  of  the  function  of  the  muscles  which  have  been  dis- 
abled. For  example,  paralysis  of  the  tibialis  anticus,  the  most 
powerful  dorsiflexor  and  adductor  of  the  anterior  group,  must 
result  in  equinovalgus.  If  the  peroneus  brevis  and  tertius  are 
affected  varus  will  follow.  Paralysis  of  the  calf  muscles  will 
cause  calcaneus.  Paresis  or  paralysis  of  the  entire  anterior  group 
will  cause  equinus.  If  all  the  muscles  are  paralyzed,  what  is 
called  a  dangle-foot  is  the  result;  the  cold,  atrophied  member 


796 


ORTHOPEDIC  SURGERY. 


dangles  from  the  atteuuatetl  Uml>,  with  but  little  tendency  to 
deformity  unless  it  is  capable  of  use,  when  it  is  usually  forced 
into  an  attitude  of  eqninovanis  or  valgus. 

A  slight  degree  of  paralysis  may  cause  so  little  immediate 
disability  that  it  may  be  entirely  overlooked,  and  yet  it  may  be 
sufficient  to  induce  disability  or  deformity  even,  in  later  years. 
This  fact  has  been  nifntione<l  in  the  etiology  of  the  contracted  foot. 

Differential  Diagnosis  between  Congenital  and  Acquired 
Deformity.  The  history  itself  usually  indicates  the  etiology,  for 
deformity  of  the  foot  at  birth  is  never  overlooketl  by  the  mother. 
A<;<juired  talipes  is  of  slow  development,  and  it  is  practically 
always  preceiled  by  disease,  weakness,  or  injury. 

In  paralytic  tsilipes  (ixnterior  poliomyelitis)  there  is  evidence  of 
paralysis  in  loss  of  function  of  certain  muscles,  as  shown  by 
electrical  stimulation  or  by  pricking  the  foot  with  a  pin ;  later, 
in  the  atrophy  of  the  muscles  and  often  iu  the  evident  change  in 
the  nutrition  un<l  diuiinisheil  growth  of  the  limb. 

Only  in  neglectetl  and  extreme  cases  of  talipes  in  the  adolescent 
or  adult  could  there  l)e  difficulty  in  distinguishing  l>etween  the 
acquired  ami  the  congenital  deformity.  In  rare  instances,  it  is 
true,  pamlysis  may  be  present  at  birth,  due  to  intra-uterine  dis- 
ease or  to  defect  in  the  nervous  appanttos.  In  such  cases  the 
cause  of  the  paralysis  is  usually  ajiparent  (spina  bifida,  or  s^Htstic 
paralysis  associated  with  defective  cerebral  development),  and 
the  treatment  does  not  differ  from  that  of  the  acquired  form. 


Acquired  Talipes  Equinus 

In  well-marked  equinus  thr  foot  is  plantar  flexe<l  to  its  full 
limit,  and  it  is  fixed  in  this  attitude  by  the  shortened  structures! 
on  the  posterior  aspect  of  the  leg,  of  which  the  tcndo  Achillis  is 
the  most  impirtant.  The  patient  walks  upon  the  heads  i>f  the 
metatarsal  bones,  the  toes  being  dorsiflexed  to  accommo<lat€  the 
deformity.  The  arch  of  tlie  foot  is  increased  in  depth  and  the 
tiasues  of  the  sole,  particularly  the  plantar  fascia,  are  contnicte<l. 
The  entire  foot  is  broadened  and  shorteneil,  the  breadth  being 
especially  increase*!  at  the  anterior  metatarsal  region  (Fig,  438). 
Corresponding  to  the  exaggerated  dej)th  of  the  arch,  the  dorsum 
projects,  the  cuneiform  bones  are  prominent,  and  the  head  ami 
IkxIv  of  the  displaced  astragalus  may  be  felt  lieneath  the  skin  on 
the  anterior  surface  of  the  foot.  Iu  the  slighter  degrees  of  the 
deformity,  when  the  patient  still  walks  iqwu  the  sole  of  the  foot, 
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tlie  toes  are  usually  dorsiflexed — au  attituile  due  apparently  to  the 
overaetion  of  the  extensor  longus  digitorum  and  propriiis  hallucis, 
a.s  aid.s  in  dorsiflcxion  (Fig.  4X8). 

In  rare  instances,  and  only  in  those  oases  in  which  ail  the 
nnterior  muscles  are  pnndyzed,  the  toes  may  be  plantar  flexed 
so  tliat  tlie  patient  \v:dkri  upon  their  dorsal  surface. 

The  eavus  or  increased  depth  of  the  arch  is  due  primarily  to 
the  fulling  downwaitl  of  the  forefoot  at  the  mediotarsal  joint,  and 
in  m:my  instances  this  drop|>ing  of  the  forefoot  is  in  great  degree 
respousihle  for  the  etpiinus ;  in  fact,  the  os  culcis  is  rarely  phuitar 
flexed  to  tlie  degree  commonly  found  in  the  onliuary  congeuitid 
equinus. 


ACHUircd  lnlil)C»  t-qUluUi*.  tjlluMiilg  the  iUtUl  lit   UoitiiLl  licXtt>u. 


The  cases  of  slight  equinus  combined  with  oavus  liave  been 
described  already  muler  tlie  title  of  the  oontraeto<l  foot  (page  HOO). 
Tlie  exaggerated  arch  is  a  secondary  and  a  late  result  of  the 
paralysis  and  of  the  equinus.  In  the  slight  degrees  of  deformity, 
particularly  in  the  early  stage  of  the  paralysis,  it  may  be  al)sent. 

Etiology.  Equinus  in  the  slighter  degrees  is  the  most  common 
of  the  forms  of  talipes  acquired  in  later  life.  Anterior  poliomy- 
eh'tis,  although  by  far  the  most  common  cause,  is  by  no  means 
as  important  in  the  etiology  of  this  as  of  other  varieties  of  defor- 
mity. The  nerve  supply  of  the  anterior  muscles  of  the  foot 
seems  to  be  particularly  susceptildo,  and  toe-drop,  from  neuritis 
of  various  types,  is  not  uncommon. 
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Equiaus  may  be  a  result  of  disease  of  cerebral  origin,  or  even, 
in  rare  instances,  of  pseudohypertrophic  muscular  paralysis  or 
locomotor  ataxia.  It  is  sometimes  inducetl  by  habitual  posture, 
as  after  long  confinement  in  bed  for  the  treatment  of  fracture 
or  during  the  treatment  of  hip  disease  by  apparatus.  Or  the  con- 
traction may  be  an  effect  of  voluntary  posture,  as  when  the 
patieut  habitually  walks  upou  the  toes  because  of  a  short  leg.  It 
is  a  very  common  setjuel  of  neglected  disease  at  the  ankle-joint, 
and  it  may  be  a  result  of  direct  injury. 

The  changes  in  the  ititemal  structure  of  the  foot  are  similar  to 
those  that  follow  other  forma  of  deformity ;  the  tissues  on  the 
long  side  are  lengthened  and  attenuated,  while  those  on  the  short 
side  become  contraeteil.  The  bones  themselves  are  but  little 
changetl  in  gross  appearance,  but  the  articulating  surfaces  are  in 
abuotmal  relation  to  one  another ;  for  example,  only  the  posterior 
part  of  the  astragalus  may  be  containe<l  within  the  malleoli  in 
relation  to  the  tibia,  while  only  the  lower  part  of  ita  anterior  sur- 
face articulates  with  the  navicular.  In  all  cases  of  equinus  there 
is  a  strong  tendency  towanl  varus  or  valgus.  This  is  especially 
noticeable  in  those  of  paralytic  origin. 

Symptoms.  The  effects  of  the  deformity  vary.  If  the  limb 
is  actually  shorter  than  its  fellow,  so  that  the  lengthening  caused 
by  the  extension  of  the  foot  is  no  more  than  a  sufficient  comjien- 
sation,  and  if  the  foot  is  firmly  fixed  in  the  deformed  position, 
surprisingly  little  discomfort  or  disal)ility  may  be  experienced 
other  than  from  corns  or  calluses  beneath  the  metatarsal  bones. 

If  the  limb  is  not  shorter  the  additional  length  caused  by  the 
equinus  must  be  comjiensated  by  a  tilting  of  the  pelvis  and  lateral 
deviation  of  the  spine.  This  often  gives  rise  to  symptoms  of 
discomfort  in  the  lumbar  region.  The  gait  in  this  class  of  cases 
is  always  awkward,  giving  the  impression  as  of  stepping  over  an 
obstacle. 

If  the  foot  is  not  fixed  in  the  attitude  of  e<{uinua — that  is,  if  it 
hangs  downward  when  it  is  lifted — the  gait  is  very  awkward, 
because  of  the  insecurity  an<l  betmuse  of  the  exaggerated  flexion 
at  the  knee  necessary  in  order  that  the  i)eudent  foot  may  not  drag 
upon  the  ground. 

If  the  equinus  is  extreme  the  limb  is  usually  flexed  at  the 
knee  when  in  use  ;  if  the  equinus  is  slight,  so  that  the  foot  may 
be  used  in  the  plantigrade  pi>sition,  the  strain  resulting  from  the 
limitation  of  dorsal  flexion  is  felt  at  the  knee ;  and  in  childhoo<l 
at  least  there  is  often  a  well-marked  tendency  to  overextension 
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or  recurvation,  caused  by  the  effort  to  place  the  heel  upon  the 
ground. 

In  the  slight  degrees  of  equinus  discomfort  about  the  calf  is 
experienced  ;  the  limitation  of  dorsal  flexion  causes  a  rather 
shortened  stride  and  awkward  gait,  while  an  unguarded  step  that 
throws  a  sudden  strain  upon  the  rigid  heel  cord  is  felt  as  a  shock 
and  strain  through  the  leg  and  body.  Very  often  the  patient 
complains  of  pain  about  the  metatarsal  bones  (anterior  metatar- 
salgia),  and  if  the  equinus  is  accompanied  by  a  slight  degree  of 
valgus,  as  is  not  uncommon,  symptoms  of  the  weak  foot  may  be 
present. 

The  prognosis  as  to  permanent  cure  depends,  of  course,  upon 
the  cause  of  the  deformity.  When  it  is  simply  the  result  of 
posture  or  of  the  ordinary  form  of  neuritis  and  the  like,  perma- 
nent cure  may  be  expected.  In  many  of  the  cases  that  have 
followed  anterior  poliomyelitis  recovery,  complete  or  partial,  of 
the  original  injury  to  the  spinal  centres,  has  occurred.  Although 
voluntary  control  of  the  muscles  has  been-  regained,  it  cannot  be 
exercised  because  the  foot  is  held  in  the  distorted  position  by  the 
contracted  tissues.  In  such  instances  practical  cure  may  be  pre- 
dicted if,  after  the  overcorrection  of  deformity,  sufficient  time  is 
allowed  for  the  overstretched  and  atrophied  muscles  to  regain 
their  proper  length  and  volume. 

Treatment.  In  the  cases  of  fixed  equinus  combined  with  a 
shortened  limb  in  which  the  patient  suffers  no  discomfort  it  is 
well  to  allow  the  position  to  remain,  a  shoe  being  so  built  that 
the  heel  may  support  a  part  of  the  weight.  In  the  more  extreme 
cases  in  which  the  limb  is  short  and  the  foot  is  atrophied  an 
extension  shoe,  attached  after  the  manner  of  an  artificial  leg,  may 
be  worn  with  comfort  and  with  but  little  evidence  of  deformity. 

In  the  ordinary  cases,  whether  permanent  cure  is  expected  or 
not,  the  rule  holds  good  that  the  heel  should  bear  the  weight  of 
the  body,  and  that  the  range  of  dorsal  flexion  should  not  be 
limited  when  the  calf  muscle  retains  its  power.  If  the  nervous 
apparatus  has  received  permanent  injury  the  foot  must  be  sup- 
■  ported  after  the  deformity  has  been  corrected  ;  but  even  in  this 
class  the  gait  may  be  improved  and  the  discomfort  may  be 
relieved  by  removing  the  restrictions  to  normal  motion. 

The  slight  degrees  of  equinus  in  young  subjects  may  be  over- 
come by  simple  manipulation  or  by  retention  in  a  splint  or  in  a 
plaster  bandage.  If  the  foot  is  fixed  by  a  plaster  bandage  at  a 
right  angle  to  the  leg  it  will  be  found  after  a  few  weeks  that  the 
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method  is  the  immediate  reduction  of  the  deformity  by  simple 
forcible  manipulation  under  anfesthcsia,  or  by  tenotomy  combined 
with  foreible  manipulation  or  wrenching. 

Immediate  Correction  of  Deformity.  Attention  has  been  called 
to  the  cavus  as  an  important  element  in  er|uinu8,  and  whenever 
one  attempts  to  correct  the  cquinus  deformity  by  force  the  exag- 
gerated arch  should  be  reduced  to  its  normal  depth,  otherwise 
tlie  foot  will  appear  stunted  and  deformed. 

One  of  the  most  effective  procc<Jures  is  forcible  reduction  by 
means  of  the  Thomas  wrench  (Fig.  472).  The  resistant  imnds 
of  the  plantar  fascia  are  first  divided  subcutaueously,  the  wrench 
is  then  fixe<l  to  the  foot,  and  with  sudden  force  exerted  against 
the  resistant  tendo  Achillis  the  foot  may  be  straightened,  the 
deep  ligaments  being  ruptured  or  stretched  to  the  proper  decree. 
The  resistance  to  normal  dorsal  flexion  is  then  overcome  by 
manual  force,  or,  if  tliis  is  ineffective,  by  subcutaneous  division 
of  the  tendo  Achillis,  and  the  foot  iii  fixed  by  a  plaster-of- Paris 
bandage  in  an  attitude  of  dorsiflexion. 

As  the  patient  is  encouraged  to  walk  uiwn  the  foot  as  soon  as 
possible,  the  weight  of  the  body  forcing  the  relaxed  tissues  against 
the  plaster  sole,  reinforced,  if  necessary,  by  a  wooden  foot  plate, 
completes  the  flattening  of  the  arch.  In  many  of  these  cases  the 
knee  has  been  overextended  by  use  in  the  deformed  attitude,  so 
that  the  habitual  flexion  necessary  to  bring  the  donsiflexed  foot 
upon  the  groiuid  during  the  two  months  allowetl  for  the  complete 
union  of  the  divider!  tendon  is  of  benefit,  as  it  serves  to  correct 
this  secondar}*  weakness  and  deformity. 

Thk  Tdxic  Efffatt  of  Immediate  Coriik<tion.  The 
importauce  of  the  tonic  effect  of  immediate  relief  of  the  strain  of 
the  deformed  position  upon  the  weak  anterior  group  of  muscles, 
together  with  the  complete  relaxation  of  the  overstretchetl  tissues, 
during  the  long  rest  iu  the  overcorrectetl  p«.isitit)n  is  not  generally 
appreciate*!.  Whenever  the  weakened  muscles  after  paralysis 
show  by  tests,  electrical  or  othenvise,  that  they  have  recoverwl 
their  power  in  part,  overc«>rrection  of  the  ileformity  should  be 
the  treatment  of  selection.  The  application  of  electricity  or  other 
form  of  stimulation  to  muscles  that  are  unable  to  exercise  their 
function  because  of  contraction  of  the  opposing  tissues  is  absolutely 
useless ;  nor  is  any  other  form  of  artificial  stimulation  equal  to 
that  of  the  functional  use,  which  is  made  possible  by  the  removal 
of  the  deformity  and  by  the  employment  of  projier  support. 
Equinus,  more  often  than  any  other  deformity,  ii»  the  result  of 
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slight  or  temporary  disability  of  the  anterior  group  of  muscles, 
and  not  infrequently  perfect  cure  seems  to  have  been  attained 
when  the  plaster  bandage  is  finally  removed,  usually  at  the  end  of 
two  months  or  more ;  but  even  in  such  cases  the  application  of 
a  simple  support  to  hold  the  foot  at  a  right  angle  with  the  leg  for 
several  mouths  is  of  advantage.  The  after-treatment  by  massage, 
muscle-beating,  electricity,  and  the  like,  combined  with  method- 
ical passive  movements  to  the  limit  of  dorsal  flexion  to  guard 


Fia.  4n. 


An  eflectlve  aud  inooiuplcuotu  support  for  paralytic  toe-drop.  An  uprlgot  of  llcbt  tem- 
pered (teel,  carefully  adjusted  to  the  Inner  side  of  the  leg  and  ankle,  provided  with  a  light 
cair  band.  This  Is  strenifthened  by  a  posterior  support  attached  to  the  upright.  The  lower 
end  of  the  brace  Is  arranged  as  a  caliper  and  Is  fitted  to  the  metal  disk,  of  which  two  views 
are  shown.  A  deptenion  Is  cut  In  the  heel  of  the  shoe  for  the  disk,  as  Is  shown  in  the  dia- 
gram. Two  strong  elastic  tapes  are  sewed  to  the  leather  of  the  shoe.  These  are  attached 
to  the  studs  on  the  front  of  the  calf  band,  and  thus  the  toe-drop  Is  prevented.    (See  Fig.  492.) 

against  recontraction  of  the  calf  muscle,  should  be  continued  for 
a  long  time  or  until  the  muscular  balance  has  been  regained. 

vSupiJort  is,  of  course,  necessary,  in  cases  of  hopeless  paralysis, 
to  hold  the  foot  at  a  right  angle  with  the  leg.  The  common 
form  i.s  a  simple  steel  .sole  plate  of  sufficient  size  to  support  the 
.sole,  and  the  toes,  also,  if  their  muscles  are  paralyzed,  attached  to 
a  liglit  upright,  prt)vi(led  with  a  calf  band.  The  upright  is 
usually  ap]>lied  on  tiie  inner  side  of  the  leg,  where  it  is  least 
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noticeable.  At  the  ankle  there  is  a  "stop  joint,"  which  allows 
doreiflexion  but  prevents  the  toe-drop.  This,  when  properly 
fitted,  can  be  placed  inside  the  ordinary  shoe,  as  the  paralyzed 
foot  is  usually  somewhat  smaller  than  its  fellow  (Fig,  490).  If 
the  toes  do  not  need  support, 
the  upright  can  be  attached 
to  the  outside  of  the  shoe  and 
the  foot  plate  may  be  dis- 
pensed with  ;  or,  the  upright 
may  be  concealed  by  intro- 
ducing it  inside  the  shoe  to 
a  joint  sunk  in  the  heel,  the 
toe-drop  being  prevented  by 
straps  passing  from  the  front 
of  the  upper  leather  of  the 
shoe  to  the  calf  band  (Fig. 
491). 

Arthrodesis.  In  this  class 
of  cases  in  which  the  ante- 
rior muscles  are  paralyzed 
the  operation  of  arthrodesis 
for  the  purpose  of  fixing  the 
foot  at  a  right  angle  with 
the  leg  is  of  value.  In  most 
cases  anchylosis  must  be  se- 
cured at  the  mediotarsal  as 
well   as   at  the  ankle-joint. 

TT    J       iU      f  LI        J  The  same  appliance  (Big.  491)  provided  with  a 

under  the  iirSmarcb  bandage    foot  plate  of  metal  or  of  wood,  as  .hown  in  the 

the  two  joints  are  opened  by  ^^^-  '^'^"°1'^?'"°°'r"'*^J  "^l^^ 

,   •        ,  '^  '     alyils  la  complete  or  ifthe  foot  Is  much  atrophied. 

an  incision  in  the  centre  of 

the  foot,  beginning  about  one  inch  above  the  ankle-joint  and  ex- 
tending downward  for  about  three  inches.  The  cartilaginous  sur- 
faces of  the  astragalus  and  leg  bones  may  be  removed  easily  with 
a  narrow-bladed  knife  or  thin,  sharp  chisel,  while  the  foot  is 
held  in  plantar  flexion.  At  the  mediotarsal  joint  a  thin,  wedge- 
shaped  section,  base  upward,  including  the  astragalonavicular 
and  calcaneocuboid  joints,  may  be  removed  also  in  order  to  pre- 
vent the  subsequent  sinking  of  the  forefoot. 

If  there  is  restriction  of  dorsal  flexion  the  foot  should  be  forced 
up  to  a  right  angle  with  the  leg  against  the  resistance  of  the  tendo 
Achillis,  thus  determining  the  apposition  of  the  denuded  surfaces. 
In  other  instances  silk  sutures  may  be  passed  through  the  perios- 
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team  of  the  opposing  bones.  The  wound  is  then  closed  with 
catgut  and  a  plaster-of-Paris  bandage  is  applied  to  hold  the  foot 
at  a  right  angle  with  the  leg.  Operations  of  this  character  on 
the  bones  are  sometimes  followed  by  swelling.  On  this  account 
the  bandage  should  be  applied  tightly  over  a  thick  layer  of  elastic 
cotton  and  the  foot  sliuukl  be  elevated.  As  s<x)n  as  the  discom- 
fort has  subsided  the  patient  should  use  the  foot  iu  walking. 
No  support  is  equal  in  efficiency  to  the  plaster  bandage,  and  this 
should  1)6  worn  for  several  mouths,  when  it  may  be  replaced  by 
a  light  supporting  brace  of  the  Judson  type  (Fig.  4!I4). 

Ixjuinus  due  to  posture  or  to  diseaae,  not  involving  panilysis, 
may  be  cured  by  simple  correction  of  the  deformity.  That  due 
to  fracture,  when  the  deformity  is  caused  by  displacement  of  the 
bones,  may  be  treated  by  direct  operation  or  by  the  removal  of  a 
cuneiform  section  from  the  anterior  surface  of  the  tibia  above  the 
ankle.     (See  Tendon  Tnmsplantation.) 


Acquired  Talipes  Calcaneus. 

Acquired  talipes  calcaneus  is  much  less  common  than  equinus, 
and  it  is  practically  always  of  paralytic  origin  (anterior  polio- 
myelitis), although  cases  of  calcaneus  following  injury  or  disease 
or  distortion  of  the  limb  are  occasionally  seen. 

There  are  several  varieties  or  grades  of  the  deformity.  In  the 
early  stage,  and  especially  if  all  the  muscles  of  the  posterior  group 
have  been  paralyzed,  the  foot  assumes  an  attitude  of  slight  dorsi- 
flexion,  and  the  range  of  plantar  Hexion  is  gnulually  lessened  by 
secondary  contractions.  This  variety  resembles  closely  the  con- 
genital form  (simple  calcaneus)  (Fig.  439).  Iu  the  ordinary  and 
typical  form  of  calcaneus,  when  fully  developed,  the  patient 
walks,  as  the  name  implies,  on  an  elongated  heel.  The  arch  of 
the  foot  is  much  increased  in  depth,  and  the  forefoot  is  atrophietl 
and  useless  (i^lcjineocavus)  (Fig.  49.')). 

Development  of  Deformity.  The  development  of  the  deformity 
is  somewhat  as  follows  :  When  the  tension  of  the  calf  muscle  is 
removed  the  os  ealcis  gradually  assumes  an  attitude  of  extreme 
dorsiflexion.  It  stanils  on  end,  so  that  its  jiosterior  surface 
becomes  inferior.  The  posterior  projection  of  the  heel  is  lost, 
and  it  lies  in  the  plaue  of  the  atrophitnl  calf.  The  change  in  the 
position  of  the  os  ealcis  increases  the  distance  from  the  malleoli 
to  the  ground  ;  thus  calcaneus,  though  in  less  degree  than  equinus, 
makes  the  limb  louger.     The  turning  of  the  heel  on  end  increases 
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the  depth  of  the  longitudinal  arch  and  at  the  same  time  shortens 
the  foot,  thus  cavus,  in  more  marked  degree  than  with  equinus, 
accompanies  calcaneus.  The  cavus  is  a  later  complication  of  nearly 
all  cases  of  paralytic  calcaneus.  In  many  instances  there  is  no 
permanent  dorsiflexion  or  elevation  of  the  forefoot,  although  in 
all  cases  the  range  of  plantar  flexion  is  limited.  In  this  class  the 
power  in  the  remaining  muscles  of  the  posterior  group  is  probably 
sufficient  to  counterbalance  the  action  of  the  dorsiflexors.  Cavus 
is  thus  a  direct  effect  of  the  displacement  of  the  os  calcis.  If 
the  entire  posterior  group  of  muscles  is  paralyzed,  while  the 
anterior  muscles  are  unaffected,  the  foot  will  be  somewhat  dorsi- 
flexed  and  the  cavus  will  be  less  marked.  If  the  calf  muscle  only 
(gastrocnemius  and  soleus)  is  paralyzed,  the  remaining  muscles 
of  the  posterior  group  will  counterbalance  the  dorsiflexors  and  at 
the  same  time  increase  the  cavus.  In  some  instances  the  calf 
muscle  alone  is  affected ;  in  others  one  or  more  of  the  smaller 
muscles  may  be  paralyzed  also,  in  which  case  the  foot  is  usually 
turned  toward  varus  or  valgus.  The  changes  primarily  caused 
by  the  paralysis  and  by  unopposed  muscular  action  become  fixed 
by  habitual  use  and  by  sei^ondary  adaptation  of  the  tissues.  The 
heel  only  is  used  in  walking,  and  the  area  of  callus  which  marks 
the  weight-bearing  surface  becomes  much  enlarged,  while  the 
forefoot  and  toes,  which  have  but  little  functional  use,  become 
atrophied — a  mere  appendage  to  the  enlarged  heel  (Fig.  496). 

Symptoms.  The  gait  is  awkward  and  inelastic ;  the  patient, 
who  is,  as  it  were,  "  hamstrung,"  stamps  along  upon  the  insecure 
support  of  the  heel  in  a  manner  which  is  easily  recognizable  by 
one  familiar  with  the  deformity.  The  changes  in  the  internal 
structure  of  the  foot,  the  inevitable  adaptations  to  the  deformity, 
do  not  call  for  special  description.  The  disused  bones  atrophy 
together  with  the  other  tissues,  and  new  articulating  surfaces 
form  to  accommodate  the  necessities  of  functional  use. 

Tteatment.  The  essence  of  successful  treatment  is  prevention. 
When  the  diagnosis  of  paralysis  of  the  calf  muscle  is  made  one 
may  predict,  unless  recovery  takes  place,  a  deformity  such  as  has 
been  described.  This  deformity  may  be  prevented  by  proper 
support,  by  massage,  and  methodical  stretching  of  the  tissues  that 
have  a  tendency  to  contract.  The  form  of  brace  used  for  walking 
and  support  should  be  provided  with  a  sole  plate,  upright,  and 
calf  band,  as  already  described  in  the  treatment  of  paralytic 
equinus.  If  motion  is  allowed  at  the  ankle  it  should  be  in  plantar 
flexion  only,  the  stop  being  the  reverse  of  that  used  in  equinus ; 
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or,  as  this  form  of  check  entails  much  strain  upon  the  brace,  the 
joint  maj  be  omitted,  as  in  that  form  used  by  Judson  (Figs.  493 
and  494).  Thus  the  strain,  removed  from  the  weakened  tissues, 
is  borne  by  the  anterior  surface  of  the  I^.  Other  forms  of 
braces  are  sometimes  employed,  provided  with  elastic  bands  to 
supply  the  place  of  the  calf  muscle ;  but,  as  a  rule,  the  improve- 
ment in  gait  hardly  compensates  for  the  trouble  in  adjustment  or 
the  conspicuousness  of  the  appliance. 

The  most  important  part  of  the  actual  deformity  of  calcaneus 
is  the  cavus,  in  great  degree  due  to  the  changed  position  of  the 
OS  calcis ;  and  in  confirmed  cases  it  is  practically  impossible  to 


Fio.  4SS. 


Fro.  494. 


Judaon'a  brace  for  calcaueous  deformity. 


reduce  this  except  in  part,  because  the  loss  of  resistance  of  the 
tendo  Achillis;  takes  away  the  point  of  fixation  against  which 
eflfective  force  can  be  exerted.  If  the  deformity  is  not  marked 
the  foot  may  be  drawn  as  far  as  possible  toward  equinus  and  fixed 
in  a  plaster  bandage,  the  sole  part  being  strengthened  by  the  inser- 
tion of  a  thin  board.  Upon  this  the  patient  may  walk,  the  heel 
being  built  up  with  cork  wedges  to  make  the  sole  level.  When 
the  contraction  of  the  anterior  tissues  has  been  overcome  the 
brace  is  applied  and  the  usual  treatment  of  manipulation  and 
massage  is  continued. 

The  method  of  prolonged  fixation  in  the  attitude  of  equinus  by 
means  of  the  plaster  bandage  is  often  efficacious  in  childhoo<l. 
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when  the  paralysis  is  not  complete,  and  cures  of  apparently  hope- 
less cases  by  this  means  have  heeu  reported.' 

Operative  Treatment.  lu  more  extreme  cases  immediate  reduo^ 
tion  of  the  deformity  under  antesthesia  may  he  attempted.  The 
contracted  tissues,  mare  particularly  the  plantar  fascia,  may  be 
divided  subcutaneously  or  by  open  incision ;  then  by  forcible 
manipulation  or  wrenching  the  sole  may  be  somewhat  lengt!iene<i 
and  the  heel  pushed  upward  and  backward  to  permit  of  slight 
plantar  flexion.     In  this  attitude  the  foot  should  be  fixed  by 

Fio.  496v 


I'»ml}li' 


ibowlug  wcoudsry  cbmDget  la  contnur. 


means  of  a  plaster  bandage.  In  the  reduction  of  the  deformity 
one  must  not  merely  force  the  forefoot  downward,  as  this  would 
simply  increase  the  cavus,  but  whatever  correction  is  acoomplishwl 
should  be  by  means  of  elevation  of  the  os  culcia  and  elongation 
of  the  tissues  of  tlie  sole  of  tlie  foot.  In  eases  of  extreme  de- 
formity the  contracted  tissues  iu  the  anterior  aspect  of  the  ankle 
must  be  divided  also. 

In  some  instances  the  improve<l  position  of  the  os  calcis  may 


Qlbney .    Tmntactioiu  of  tbe  Amerlcco  Onhopedle  AiaoeUUoo,  1900,  vol.  xUI. 
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be  confirmed  by  shortening  the  tendo  Aohillis,  as  first  perfonned 
by  Waiett,  of  London.' 

Willett' s  Operation  for  Oalcanens.  A  Y-shaped  incision  about 
two  inches  in  length  is  made  through  the  tissues  down  to  the 
tendon.  At  the  lower  or  vertical  part  of  the  incision,  which  is 
continued  down  to  the  tuberosity  of  the  os  oalois,  the  tendon  is 
dissected  free  from  the  surrounding  parts.  It  is  then  divided  in 
an  oblique  direction  from  within  outward  and  downward,  and  the 

Flo.  49S. 


Talipes  calcaneus  due  to  panlysli  of  the  calf  moacle  (gutrocnemtui  and  nleui), 
llluatnting  the  typical  detbrmlty  of  moderate  degree. 

heel  having  been  pushed  upward  as  far  as  possible  the  divided  ends 
are  overlapped  and  sutured ;  the  flap  of  skin  is  drawn  downward 
at  the  same  time,  so  that  the  Y-incision  is  converted  into  the 
shape  of  a  V.  According  to  Mr.  Willett's  original  directions, 
deep  sutures  are  jKissed  tlirough  the  skin  flaps  and  through  the 
tendon  on  either  side,  so  that  all  the  tissues  are  united.  The 
foot  is  then  fixed  in  a  plaster  bandage  in  an  attitude  of  equinus. 
As  soon  as  practicable  the  patient  begins  to  use  the  foot,  wearing 
a  high  heel  to  compensate  for  the  elevation  of  the  sole. 

>  St.  Bartholomew's  Hospital  Reports,  1880,  vol.  xtI.  p.  309. 
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The  operation  is  of  value  in  those  cases  in  which  some  power 
remains  in  the  calf  muscle,  which  is  thus  made  serviceable. 


FlO.  497. 


Talipes  calcaneoTalgni.    In  this  form  tbo  adducton  of  the  foot  (tiblalla  antlcas  and 
pOBtlcoa)  aa  well  as  the  calf  muscle  are  paralyzed. 

In  cases  of  complete  paralysis  the  position  of  the  foot  may  be 
temporarily  improved,  but  unless  proper  support  is  used  afterward 


Fig.  496. 


Fio.  499. 


Compare  with  Fig.  496. 


Compare  with  Fig.  497. 


the  tissues' will  stretch  under  the  strain  of  use;  thus  the  treat- 
ment should  always  be  supplemented  by  a  brace  of  the  character 
already  described  (Fig.  494). 
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Astragalectomy,  Tendon  Transplantation,  and  Backwaid  Diaplace- 
ment  of  the  Foot  (the  Anthor's  Operation).*  In  oases  of  confirmed 
calcaneus  or  calcaneus  combined  with  lateral  deformity,  varus  or 
valgus,  astragalectomy  may  be  indicated.  This  operation  permits 
the  malleoli  to  be  brought  into  direct  contact  with  the  os  calcis, 
thus  increasing  the  security  of  the  foot  and  improving  its  appear- 
ance. 

A  long,  curved,  external  incision  is  made,  passing  from  just 
anterior  to  the  tendo  Achillis  below  the  outer  malleolus  to  the 
front  of  the  joint.  The  peronei  tendons  are  divided  or  drawn  to 
one  side.  The  joint  is  then  opened  and  the  foot  is  displaced  in- 
ward. 

This  forces  the  astragalus  out  from  between  the  malleoli  and 
it  is  easily  removed  when  its  attachments  to  the  neighboring 

Fie.  eoo. 


Figs.  498,  4M,  and  &00  illustrate  the  effect  of  treatment  by  remoTal  of  the  astragalus  and 
backward  displacement  of  the  foot  In  cases  of  paralytic  talipes  calcaneoralgtu. 

bones  have  been  divided.  The  articulating  surfaces  of  the  leg 
bones  and  of  the  os  calcis  and  navicular  are  denuded  of  car- 
tilage ;  and,  finally,  the  peronei  tendons,  if  the  muscles  are  active, 
are  attached  to  the  os  calcis,  preferably  by  passing  them  through 
a  hole  bored  just  beneath  the  insertion  of  the  tendo  Achillis,  for 
the  purpose  of  lessening  the  tendency  to  deformity  and  increas- 
ing the  subsequent  stability  of  the  foot.  The  entire  foot  is  then 
(li.splacetl  backward  so   that  the  denudc<I  malleoli  overlap  the 

<  American  Journal  of  the  Medical  Sciences,  November,  1901. 
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anterior  extremity  of  the  09  calcis.  The  object  of  this  procedure 
is  to  throw  the  weight  of  the  body  toward  the  centre  of  the 
tarsus  in  order  to  lessen  the  leverage  that  tends  to  force  the 
foot  toward  dorsal  flexion.  The  wound  is  then  closed  without 
drainage,  and  the  foot  is  fixed  in  plaster  of  Paris  in  moderate 
equinus. 

As  soon  as  possible  the  patient  uses  the  foot  in  standing  and 
walking.  Ultimately  apparatus  may  be  dispensed  with,  but  the 
Judson  brace  or  the  appliance  shown  in  Fig.  501  may  be  used 
for  a  year  or  more  with  advantage.  This  operation  has  been 
performed  in  many  instdnces  by  the  author,  for  whom  it  is  now 


FlO.  SOI. 


An  efibctWe  brace  for  talipes  calcanetu,  constatlDg  of  two  light  lateral  ateel  ban  joined 
above  by  a  padded  band  of  steel,  which  crooea  the  upper  third  of  the  tibia,  and  below  by  a 
narrow  sole  plate.  A  leather  heel  support  also  adds  somewhat  to  the  efHciency  of  the  appa- 
rstna.  In  most  instances  the  heel  should  be  somewhat  elerated  by  a  cork  wedge  placed 
within  the  shoe. 

the  treatment  of  choice  in  this  type  of  deformity.  It  may  be 
stated  that  absolute  anchylosis  does  not  follow  the  denudation  of 
the  bones,  but  this  seems  to  be  of  service  in  lessening  the 
direct  strain  upon  the  articulation.  The  tendon  transplantation 
is  rather  for  the  purpose  of  removing  an  agent  toward  deformity 
if  valgus  is  present  and  to  lessen  the  tendency  toward  deformity 
than  to  replace  the  lost  function  of  the  calf  muscle  (Fig.  499). 
By  this  operation  the  usefulness  of  the  foot  is  greatly  increased 
and  its  appearance  very  much  improved. 
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Acquired  CalcaneoralgTiB  and  Oalcaaeovaras. 

In  many  cases,  the  foot  deformed  as  a  result  of  paralysis  of 
the  calf  muscle  is  in  addition  turned  in  a  lateral  direction,  so 
that  the  weight  of  the  body  falls  to  the  inner  or  outer  side  of  its 
centre  (Fig.  497). 

Calcaneovalgus,  in  which  the  foot  is  turned  outward  and 
upward,  so  that  the  patient  walks  on  the  inner  side  of  the  heel  or 
even  on  the  inner  ankle,  is  not  uncommon.  It  is  usually  a  result 
of  more  extensive  paralysis  than  simple  calcaneus.  For  example, 
all  the  muscles  about  the  foot  may  be  disabled  except  the  peronei, 
or  in  cases  of  a  milder  type  the  tibialis  anticus  may  be  the  only 
muscle  of  the  front  of  the  foot  that  is  paralyzed. 

Treatment.  When  the  foot  inclines  toward  calcaneovalgus  it 
is  difficult  to  hold  it  in  proper  position.  The  usual  method  is  to 
apply  the  brace,  used  for  ordinary  calcaneus,  with  the  upright  on 
the  outer  side  of  the  foot ;  the  ankle  and  arch  are  then  held 
against  it  by  means  of  a  leather  strap.  Another  form  of  brace  is 
provided  with  an  upright  on  either  side  of  the  leg,  the  outer 
being  slightly  longer  than  the  inner,  so  that  the  sole  plate  is  tilted 
inward  or,  as  it  were,  supinated ;  thus  the  weight  is  guided 
toward  and  balanced  on  the  outer  side  of  the  foot.  In  many 
instances  of  this  character  other  muscles  of  the  limb  are  paralyzed, 
the  deformity  of  the  foot  being  but  a  part  of  more  general  dis- 
tortion. In  such  cases  the  foot  brace  must  be  combined  with 
apparatus  for  the  support  of  the  leg  (Fig.  .359). 

Calcaneovarus  is  a  much  less  serious  affection,  since  the  foot 
may  be  more  easily  supported.  A  brace,  such  as  is  used  in  the 
treatment  of  ordinary  varus,  without  motion  at  the  ankle  or  pro- 
vided with  a  reverse  stop,  is  ordinarily  employed.  Operative 
treatment  is  indicated  for  confirmed  deformity  of  the  valgus  or 
varus  type  after  the  method  last  described. 

Acquired  Talipes  Equinovams. 

Talipes  cquiuovarus  is,  in  the  acquired  as  in  the  congenital 
form,  the  most  common  of  the  deformities  of  the  foot  (Fig. 
r)0;-)). 

The  tendency  of  simple  equinns  is  asually  toward  varus,  because 
in  ]>lantar  flexion  the  foot  is  slightly  adducted  and  because  the 
outer  side  of  the  foot  is  shorter  than  the  inner  side,  so  that  in 
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walking  with  the  foot  extended  the  tendency  of  the  foot  is  to 
turn  somewhat  inward.  Equinovarus  is  usually  preceded  by 
equinus,  and  the  etiology  of  the  one  will  serve  for  the  other 
(page  796). 

In  certain  cases  the  varus  is  more  marked  than  the  equinus, 
as,  for  example,  when  the  abductors  of  the  foot  are  paralyzed 
while  the  adductors  retain  their  power;  or  in  cases  of  direct 
injury,  as  in  fracture  at  the  ankle ;  or  when  the  growth  of  the 
tibia  has  been  arrested,  as  the  result  of  injury  or  disease. 

A  detailed  account  of  the  appearance  and  effect  of  the  deformity 
is  unnecessary.  In  the  early  stage  of  the  paralysis  it  may  be 
reduced  easily ;  the  foot  must  then  be  supported  by  a  brace,  of 
which  the  Taylor  club-foot  apparatus  is  the  type  (Fig.  463). 
During  the  night  the  overcorrected  attitude  may  be  assured  by  a 
strap  running  from  the  upright  to  the  sole  plate. 

If  the  deformity  is  fixed  it  should  be  reduced  and  overcorrected 
by  forcible  manipulation  under  anaesthesia.  Division  of  resistant 
parts  is  less  ofteu  necessary  than  in  the  congenital  form,  but  it 
may  be  required  in  neglected  cases.  The  overcorrected  position 
should  be  retained  until  time  has  been  allowed  for  the  recontrac- 
tion  of  the  lengthened  tissues ;  for,  as  has  been  mentioned  in  the 
treatment  of  equinus,  overcorrection  and  rest  is  by  far  the  most 
effective  treatment  that  can  be  applied  to  a  weak  or  paralyzed 
part.     A  support  is  then  used  of  the  character  indicated. 

Astragalectomy  and  cuneiform  osteotomy  are  rarely  indicated, 
but  the  latter  operation  is  sometimes  of  service  in  checking  the 
tendency  toward  recurrence  of  deformity,  which  is  more  persistent 
after  overcorrection  in  the  paralytic  than  in  the  congenital  talipes. 

Transplantation  of  half  of  the  tendon  of  the  tibialis  anticus 
tendon  to  the  periosteum  or  bone  of  the  outer  border  of  the  foot, 
combined  with  arthrodesis  of  the  astragalus  scaphoid  articulation 
in  an  attitude  of  slight  abduction,  is  of  service  as  a  curative 
procedure.     (See  Tendon  Transplantation.) 

Acquired  talipes  eqainovalgus  is  much  less  frequent  than  the 
preceding  deformity.  Simple  equinovalgus  is  usually  the  result 
of  primary  paralysis  of  the  tibialis  anticus,  the  most  powerful  of 
the  dorsal  flexors ;  thus  the  foot  is  drawn  somewhat  outward 
when  dorsiflexed,  while  the  metatarsal  bone  of  the  great  toe, 
having  lost  the  proper  support  of  the  paralyzed  muscle,  falls  down- 
ward and  is  drawn  outward  by  the  peroneus  longus.  In  this 
type  one's  attention  is  often  attracted  by  the  peculiar  appearance 
of  the  great  toe,  which  is  deformed  somewhat  like  a  hammer-toe 
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by  tlie  overaction  of  the  extensor  longus  hallncia  in  it8  attempt 
to  take  the  place  of  the  tibialis  amicus.  The  eqiilnus  is  usually 
slight  and  is  secondary  to  the  valgus.  Treatment  may  be  begun 
by  placing  the  foot  in  a  plaster  bandage  in  an  attitude  of  varus 
and  allowing  the  patient  to  walk  upon  it  until  the  tendency 
toward  deformity  has  been  overcome.  A  support  with  the 
catch,  as  for  toe-drop,  is  applied  to  the  8h<je,  and  the  tendency 
toward  valgus  is  checked  by  raising  the  inner  border  of  the  sole 
or  by  the  use  of  a  sole  plate,  as  in  the  treatment  of  the  simple 
weak  foot  (Fig.  413).  Iti  this  class  of  cases  tendon  transplanta- 
tion, particularly  the  implantation  of  the  tendon  of  the  extensor 
longus  halhicis  in  the  region  of  the  navicular.  Combined  with 
arthrodesis  of  the  astragalonavicular  articulation  in  the  attitude 
of  adduction  is  particularly  efifective. 

Acquired  simple  talipes  valgus  from  combined  paralysis  of 
the  tibialis  auticus  and  jiosticus  is  rare.  Talipes  valgus,  as  when 
the  foot  is  dislocated  outward,  in  cases  of  complete  {uiralysis  of 
all  its  muscles,  may  be  considere<l  as  a  variety  of  daugle-foot. 

Traumatic  valgus  and  equinovalgus  causeii  by  fracture  at 
the  ankle  (Pott's  fracture)  may  be  treated  by  osteotomy  of  the 
tibia  above  the  ankle.  By  this  means  the  proper  relation  of  the 
leg  to  the  foot  may  be  restored  in  many  instances.  Equiuovalgus 
of  slight  degree  is  not  uncommon  after  tuberculosis  or  rheumatoid 
disease  at  the  ankle  or  at  the  astragalonavicular  joints.  This  is 
j)ractica!ly  one  variety  of  weak  foot. 

Talipes  valgus,  sometimes  called  spurious  valgus,  the  simple 
weak  or  flat-foot,  has  been  described  elsewhere.     (Chapter  XX.) 

Talipes  cause*!  by  cerebral  disease,  whether  of  the  paraplegic 
or  the  hemiplegic  type,  is  in  early  cliildliood  almost  always  of 
the  form  of  equinovarus.  In  adolescence  the  deformity  may  be 
equinovalgus  or  even  calcaneovalgus  if  there  is  extreme  flexion  at 
the  knee.  The  hemiplegic  form  of  talipes  is  much  more  rigid 
and  unyielding  than  the  paraplegic  type.  The  treatment  of 
spiistic  paralysis,  of  which  the  deformity  is  a  part,  is  discussed 
elsewhere.  (Chapter  XVIII.)  The  deformity  must  be  corrected 
by  the  ordinary  methods.  I  n  many  instances  when  the  contrac- 
tions arc  not  marked  mechanical  treatment  is  unnecessary. 

Hysterical  equinovarus  or  other  form  of  deformity  is  not  espe- 
cially rare.  The  diagnosis  may  be  made  from  the  other  symptoms 
of  hysteria,  from  the  history  of  the  onset  and  duration  of  the 
distortion,  and  from  the  apfjearance  of  the  deformity,  which  is 
evidently  merely  an  assumed  posture.     (See  page  G21.) 
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Tendon  Transplantation  for  the  Relief  of  Paralytic  Talipes. 

When  one  or  more  of  the  muscles  are  paralyzed  the  unbalanced 
action  of  those  that  remain  tends  to  distort  the  foot.  The  object 
of  the  brace  in  such  cases  is  to  hold  the  foot  so  that  the  muscular 
traction,  however  applied,  can  move  it  only  in  the  proper  direc- 
tions. The  object  of  tendon  or  muscle  transplantation  is  to  utilize 
the  muscular  power  that  remains  to  the  best  advantage.  Thus  a 
muscle  which  only  serves  to  distort  the  foot  may  be  transplanted 
to  a  point  where  it  may  restrain  deformity  and  improve  functional 
ability. 

Tendon  transplantation  was  first  performed  by  Nicoladoni  in 
1882'  for  the  relief  of  paralytic  calcaneus.  The  tendons  of  the 
peroneus  longus  and  brevis  were  divided  behind  the  external 
malleolus,  and  the  proximal  ends  united  to  the  distal  extremity 
of  the  divided  tendo  Achillis. 

The  first  operation  on  the  front  of  the  foot  was  performed 
by  Parish,'  of  New  York,  for  the  relief  of  paralytic  valgus,  by 
sewing  the  tendon  of  the  extensor  proprius  hallucis  to  that  of  the 
paralyzed  tibialis  anticus,  without  division  of  either  tendon.  In 
more  recent  years  the  field  of  the  operation  has  been  extended  by 
Drobnik,'  of  Posen ;  Goldthwait,*  of  Boston,  and  many  others, 
to  include  almost  every  possible  combination  of  tendons  and 
muscles.'  >,/ 

The  functions  of  the  mus(Me^  and  their  relative  order  of  impor- 
tance in  the  execution  of  eiach  movemj6nt  are  indicated  in  the 
following  table,  modified  somewhat  front  that  of  Codivilla  : 


Donal 
flexion. 

1 
3 
2 

r 

Plantar'  Adduc-,  Abduo- 
Sexton.'   tloD.   >    tion. 

Prona-  Saptna- 
tloo.  1   tlon. 

Tibialis  anticus  .... 
Extensor  proprius  ballads. 

"       longus  dlgltoram* 
Peroneus  brevis . 

"        longus 
Gastrocnemius  and  soleus 
Tibtalis  posUcus 
Flexor  longus  hallucis 
"          "      digitorum  . 

"i 

3 

1 
4 
2 
6 

"2 
1 
8 
4 

3 
2 
1 

ij 
2 
1 

1 
« 

2 
3 

4 
8 

Time  for  Operation.     The  operation  should  not  be  undertaken 
until  the  degree  of  final  and   irremediable  paralysis   has  been 

>  Aroblv  f.  kiln.  Cblr..  1882,  lit.,  xxTll.,  S.  660. 

2  New  York  Medical  Journal.  October  8, 1892.  »  Cent.  f.  Chir.,  July,  1894,  N.  7. 

*  Transactions  of  tbe  American  Orthopedic  Association,  1896,  vol.  vilt. 

'   For  a  complete  bibliography  up  to  1902,  see  Vulpius,  Die  SebnenUberpSsnzung,  etc. 
Leipzig,  1902. 

•  Including  peroneus  tertiui. 
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determined.  This  stationary  stage  may  be  reached  in  a  com- 
paratively short  time,  but  in  the  ordinary  cases  in  which,  for 
want  of  protection,  the  pirt  has  Ijecome  distorte<l,  it  is  practically 
impossible  to  estimate  the  latent  muscular  power  until  the  defor- 
mity has  been  corrected,  and  until  the  eufecblwl  mustiles  have 
been  stimulated  by  functional  use.  In  general,  a  period  of  two 
years  at  least  should  intervene  between 
the    onset  of    the   paralysis   and    the 

I  operation. 
The  tirst  essential  fur  suc<oss  by  this 
means  is  a  clear  luuierslanding  of  the 
mechanism  of  the  disabled  part  and  of 
the  relative  im|)ortanccof  its  functions. 

I  As  regards  the  foot,  for  exan)ple, 
plantar  flexion  is  far  more  ini[K)rtant 
than  dorsal  flexion,  because  the  ina- 

Ibility  to  plantar  flex  implies  the  loss 
of  the  principal  lifting  and  propelling 
power  of  the  body.  Dorsal  flexion  is 
more  important  than  adduction  or  ab- 
duction,    because    the    dro{>-foot,    so 

■  railed,  interferes  seriously  with  loco- 
niotiou.  Adduction  is  more  important 
than    abduction,   because    the    loss  of 

I  power  to  turn  the  foot  inwanl  induces 
the  attitude  of  valgus,  which  is  more 
disabling  and  more  diHieult  ti>  remedy 
than  the  opposite  deformity.  To  the 
injportanee    of    these    movements    the 

i  {lower  of  the  muscles  corresponds.' 
Selection  of  Muscles.  In  selecting 
muscles  for  transplantation  one  at- 
tempts usually  to  reduce  the  distorting 
power  as  well  as  to  replace  lost  fune- 
tion.  For  example,  if  the  tibialis  an- 
ticHS  were  paralysed  one  would  natur- 
al ly  replace  it  by  its  adjunct,  the  ad- 
ft  joining  tendon  of  the  extensor  hallucis,  and  as  the  power  of  rais- 

■  ing  the  toe  is  not  essential  it  should  be  separate<I  and  tninsft-rred 
entire  to  its  new  position.  This  might  complete  the  openition, 
or  the  principal  abductor  on  the  dorsal  surface  of  the  fool  might 
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be  divided  aud  tlie  proximal  end  attached  to  the  periosteum  or 
bone  near  the  centre  of  the  foot  to  further  assure  the  success  of 
the  operation. 

If,  on  the  other  baud,  the  ilorsal  abductors  were  reduce<l  iu 
strength  so  tliat  tlie  foot  turned  inward  in  dorsiflexion,  tlie 
tibialis  antieus  tendon  should  be  split,  from  its  insertion  to  the 
muscular  substance,  and  the  outer  half  carried  under  the  other 
tendons  and  fastened  securely  at  or  near  the  insertion  of  the 
peroneus  tertius  as  well 'as  to  that  tendon  ;  thus,  the  power  of 
supination  wonid  be  weakened  and  that  of  pronation  increased. 

Fig.  «». 


PanUyUc  equlnoranii  before  operaUoa.    (See  Fig.  SW.i 

If  the  calf  muscle  is  paralyzed  and  if  the  foot  is  inclined 
towanl  valgus  because  of  weakness  of  the  adductor  group,  the 
two  peronei  tendon  may  be  attached  at  the  insertion  of  the  teudo 
Achillis,  not,  of  course,  with  the  aim  of  replacing  its  lost  func- 
tion by  two  such  feeble  nuiscles,  but  i)ecause  they  might  aid  in 
preventing  deformity  aud  become  of  some  functional  service,  even 
if  slight. 

Paralysis  of  the  tibialis  posticus  muscle  may  l>e  treated  by 
dividing  the  peroneus  brevis  at  or  near  its  insertion,  passing  it 
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l>eiu'uth  the  tcmlo  Arliillis  and  attiiclitag  it  to  tliL-  tfiiiluii  of  tlie 
former.  It  may  be  meiilioned,  also,  that  portions  of  the  tcmlo 
Achillis  have  been  used  to  strengthen  either  the  j)osterior 
addiii^tors  and  abductors.  As  has  lie.en  stated,  one  nnnt  plan  the 
(vpL'fation  according  to  the  fund  ion  that  is  hist  and  liie  power 
that  remains.  As  a  rule,  the  most  successful  operations  are 
those  in  wliich  a  imisclc  of  similar  function  to  that  of  the 
paralyzed  one  is  transi>lautod.  It  is  ajiparent,  also,  that  it  will 
be  of  little  use  to  transpose  a  muscle  nuless  its  origin  is  such 
that  it  can   work  to  advantage  at  its  new  point  of  attachment. 

Fia.  506. 


Pamlytic  equlilorBrus  cured  by  optirntlon,  ^Iiuwihl;  j^owlt  nf  (lorf*til  IU-xi<m  tonc-hnlf  ui 
the  lenilon  of  the  tlbinlla  aniicue  ittKclicd  lo  the  iicriostciim  of  the  outer  border  of  the  foot). 
OpenilioD  ,ruly  1^,  I.*<9.H.  The  direct  iinlon  of  lendona  lo  periosteum  at  the  iiio^t  advantai^eoiis 
point  has  been  urged  t«eently  by  Lange  (Utter /Vi-io«/ui<  Sehnoiveriitaiizitnu  bti  Li'hgmung, 
mtieh  iiieit.  ll'of/i.,  ItXX),  No.  W. 


For  example,  an  anterior  adductor  may  be  changed  In  an 
abductor,  and  a  posterior  adductor  or  abductor  oau  be  similarly 
transferred,  but  a  jMjsterior  abiliietor  is  unlikely  to  be  efticient  as 
a  dorsal  Hexor ;  nor  can  one  tnuscle  act  us  an  extensor  ami  as  a 
flexor  at  the  same  time,  as  woultl  appear  to  be  the  belief  of  those 
who  attach  a  jrortiou  of  the  tcndo  Achillis  to  ihi;  tibialis  anticus 
tendon  with  the  aim  of  restoring  the  power  of  dorsal  flexion. 
The  variety  of  combinations  of  this  character  that  have  been 
advocated  is  very  large,  but  it  is  hardly  necessary  to  describe 
them.     As  has  been  moutioned,  one  may  always  sacrifice  a  less 
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with  the  knife.  The  two  are  then  nttachetl  to  one  another  by 
several  sutures  of  fine  silk,  an<l  the  graft  is  covered  by  uniting 
the  tendon  sheath  or  fatty  tissue  over  it  with  fine  catgut.  The 
skin  incision  is  closed  with  a  continuous  catgut  suture.  It  should 
Ije  stated  that  the  graft  is  applied  under  a  certain  tension,  all  the 
slack  being  drawn  in,  as  it  were,  so  that  the  foot  is  held  if 
possible  in  the  normal  attitude.  This  is  further  assured  in  most 
instances  by  shortening  the  tendon  of  the  paralyzed  muscle.  A 
plaster  bandage  is  then  appliG4l  in  the  overcorrected  position,  and 
in  this  attitude  the  foot  should  be  usc<l  for  many  months. 

Modifications  of  the  Operation.  Since  its  iutroduction  the  oper- 
ation of  tendon  transplantation  has  been  modified  in  several  par- 
ticulars. It  has  been  demonstratetl  by  exj)erience  that  there  is 
a  strong  tendency  toward  relapse  to  the  original  condition,  either 
because  of  weakness  of  the  transposed  muscles  or  because  of 
displacement  of  the  new  attachments.  This  indicates  the  nece-^- 
sity  of  long-con tinueil  fixation  in  the  overcorrected  attitude  and 
of  subsequent  support  by  braces  until  one  is  certain  of  the  final 
outcome. 

It  has  been  urged  by  I^nge  that  the  tendon  of  the  living 
muscle  should  not  be  attached  to  that  of  the  paralyze<l  one,  but 
should  be  fi.xed  <lircctly  to  the  periosteum  at  the  jjoint  of  greatest 
miviuinieal  etficiency.  If  the  tendon  is  not  long  enough  for  this 
purpose  it  should  lie  lengthened  by  means  of  a  silk  coni  incor- 
porated in  its  substance,  alx>ut  which  it  is  assumcil  new  tendinous 
material  will  form  during  its  al)sorption.  Wolff  has  suggested 
im]>lanting  the  end  of  the  tendon  iR'ncath  the  cortex  of  the  bone, 
and  I  have  gone  still  further  in  the  interest  of  security  by  boring 
a  hole  completely  through  the  bone  to  which  the  attachment  is  to 
be  made,  passing  the  tendon  through  it  and  sewing  it  to  itself 
and  to  the  periosteum  on  the  other  side.  Thus,  in  utilizing  the 
extensor  longus  hallucis  to  ri'|ilace  the  tiltialis  anticus  the  hole  is 
made  in  the  navicular.  The  tcn<lon,  having  l>een  divide*!  about 
one  inch  from  its  inaertion,  is  passed  through  and  drawn  tight 
enough  to  hold  the  inner  border  of  the  foot  at  a  right  angle  to 
the  log.  The  temlou  of  the  i«raly/.c<l  tibialis  anticus  is  then  cut, 
overlap|>ed,  ami  sutured  to  aid  in  relieving  the  strain.  If  the 
tibialis  anticus  muscle,  on  the  other  hand,  is  to  be  used  as  an 
abductor  it  is  split  in  the  manner  described,  and  as  it  is  not  long 
enough  for  bone  implantation  a  cord  of  silk  is  quilte<l  into  it  and 
pas-scxl  thn>ugh  the  mboid,  while  the  tendon  itself  is  attnchc<l  to 
that  of  the  peroueiH  fortius  and  to  the  periosteum   iu  the  usual 
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The  operations  for  the  relief  of  hemiplegic  rleformity  of  the 
hiiml  have  been  mentioned.     (See  page  6i;i.) 

Tendon  Splicing.  Division  and  overlapping  of  tlie  tendons  of 
paralyzed  muscle.s  may  l>e  eniploye<l  with  advantage  in  certain 
instinces.  For  example,  in  complete  paralysis  of  all  the  dorsal 
flexors  of  the  foot,  each  tendon  may  be  shortened  and  attached 
to  the  anterior  ligament;  thus  the  toe-drop  may  Ik;  remedied  or 
reduced  to  such  an  extent  that  the  deformity  may  interfere  but 
slightly  with  locomotion.  As  a  rule,  however,  apparatus  must 
be  employed  to  prevent  a  recurrence  of  the  deformity  unless  it 
Im?  oombinetl  with  arthrodesis. 

Arthrodesis. 

The  removal  of  the  cartilaginous  surfaces  of  articulating  bones 
and  thus  inducing  anchylosis  for  the  relief  of  jmralytic  deformi- 
ties of  the  foot,  was  first  j>erforme<l  by  Alitert,  of  Vienna,  in 
187*^.  As  applieil  to  the  foot,  it  is  of  special  service  in  those 
oases  in  which  practically  no  muscular  power  remains,  the  so- 
called  dangle-foot.  It  may  be  of  service,  also,  in  cases  of 
less  disability,  as  in  equinus  or  calcaneus,  when  the  patient  is 
unable  to  provide  himself  with  apparatus  or  desires  to  dispense 
with  it. 

The  operation  consists  in  o{>cning  the  joint  and  removing  the 
cartilage  from  the  apposed  surfaces  of  the  bones,  then  sewing  or 
nailing  them  to  one  another,  or  simply  fixing  the  parts  in  a  plaster 
bandage  until  union  has  taken  place.  If  the  case  is  one  of  simple 
calcaneus  or  equinus,  without  lateral  deviation,  the  o|>eratioD 
may  lie  limited  to  the  ankle-joint,  which  may  be  opcne«l  from  the 
liack  or  front  sitle,  as  seems  preferable.  As  has  been  stated,  the 
usual  incision  is  about  two  inches  in  length  over  the  front  of  the 
ankle-joint.  The  foot  is  then  plantar  flex<^d  and  the  cartilage  is 
thortjughly  removeil  from  the  arti<'uluting  surfa«-es  with  a  thin 
chisel  or  knife.  The  wound  is  then  trlosed,  and  the  denuded 
bones  are  forced  into  accurate  apposition  and  fixed  by  a  plaster 
bandage.  .Va  soon  as  |H>asible  the  patient  is  encouraged  to  nsc 
the  foot.  As  a  nde,  in  cases  of  complete  paralysis  of  the  anterior 
group  simple  anchylosis  at  the  ankle-joint  is  not  sufficient  to  pre- 
x'ent  the  toc-<lrop,  and  it  is  well  to  destroy  the  niitliotarsal  joint 
also.  A  convenient  method  is  to  remove  tlie  cartilaginous  sur- 
face of  the  aatragalonavicular  and  calcnncoiMiboid  orticulntions, 
together  with  a  thin  wedge  of  Ijone,  base  uppermnst.  In  some 
instances  the  tendons  of  the  parulyzeti  muscles  are  shortened  to 
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aid  in  retaining  the  foot  in  the  improved  position.  This,  how- 
ever, is  of  minor  importance.  The  operation  should  be  performed 
under  the  Esmarch  bandage,  and  the  limb  should  be  elevated  for 
a  time  to  prevent  the  subsequent  bleeding  from  the  bones. 

Arthrodesis  and  Tendon  Transplantation.  As  has  been 
mentioned,  arthrodesis  may  be  combined  with  tendon  transplanta- 
tion. For  example,  the  astragalonavicular  joint  may  be  obliter- 
ated if  the  foot  is  inclined  toward  valgus,  union  being  obtained  in 
a  position  of  adduction.  Or,  if  the  attitude  is  one  of  varus  the 
foot  must  be  held  in  abduction  during  the  process  of  consolida- 
tion. In  some  instances  the  arthrodesis  is  obtained  by  removing 
a  thin  cuneiform  segment  from  the  inner  or  outer  aspect  of  the 
foot,  including  the  joint.  In  the  treatment  of  vanis  deformity 
this  may  include  the  calcaneocuboid  joint  also.'  The  operation 
for  the  relief  of  calcaneus  deformity  has  been  described.  (See 
page  808.) 

The  improvement  in  the  gait,  obtained  by  the  rectification  of 
deformity,  and  by  fixation  of  the  foot,  after  arthrodesis,  is  often 
vciy  marked,  and  in  many  instances  support  may  be  discarded ; 
but,  in  early  childhood  at  least,  the  patients  should,  if  possible, 
be  kept  under  observation,  in  order  that  recurrence  of  deformity 
may  be  prevented. 

Arthrodesis  is  also  performed  at  the  knee  and  at  the  elbow- 
joints  and  wrist-joints  for  the  purpose  of  fixing  the  part  in  a  useful 
attitude.  The  operation  is,  of  course,  limited  to  cases  of  hopeless 
paralysis,  and  it  is  more  satisfactory  to  the  older  than  tlie  younger 
class  of  patients,  because  the  liability  to  recurrence  of  deformity 
is  less.  Arthnxlesis  at  the  shoulder-joint  is  of  service  when  the 
humeroscapular  muscles  are  paralyzed,  especially  in  those  cases 
in  which  the  muscles  that  move  the  scapula  retain  their  power, 
since  anchylosis  adds  to  the  effectiveness  of  the  arm  muscles. 
The  joint  may  be  opened  by  an  incision  along  the  anterior  lower 
border  of  the  deltoid.  The  cartilaginous  surfaces  are  removed, 
and  the  humerus  is  then  fixed  in  close  contact  with  the  glenoid 
surface  of  the  scapula  by  a  drill  or  by  sutures  until  union  is  firm. 

■  Whitman.    Jnurual  of  American  Orthopedic  Association,  1903,  No.  1,  vol.  i. 
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I      displacement   of   the   tibia.      Set 
\         Congenital  genu  recurvatum,  434 
I      metatarealgia,  704 
I  etiology  of,  705 

influence  of  shoe  in  causing  pain 
j  In,  708 

I         pathology  of,  705 
treatment  of,  710 
I  operative,  711 

Anterior   poliomyelitis,    acute.      See 

Acute  anterior  poliomyelitis,  683 

Anterior  shoulder  brace  in  treatment 

of  tuberculous  disease  of  spine,  76 

Anteroposterior  deformities  of  spine, 

224 

kyphosis,  224 

treatment  of,  227 
lordosis,  228 

treatment  of,  228 
Arborescent    synovial     tuberculosis, 

252 
Arthrectomy  in  treatment  of  tuber- 
culous disease  of  knee- 
joint,  420 
results  of,  421 
statistics  of,  421 
Arthritis,  acute,  of  infancy,  270 
etiology  of,  270 
prognosis  of,  271 
statistics  of,  271 
symptoms  of,  271 
treatment  of.  271 
infectious,  of  hip-joint,  392 
tuberculous,  272 
complicating    infectious    diseases, 
269 
prognosis  of,  270 
spontaneous  dislocation  in, 

270 
treatment  of,  209 
Arthritis  deformans,  274,  396 
symptoms  of,  397 
treatment  of,  397 
gonorrho-al,  267 
distribution,  267 

statistics  of,  267 
of  hip-joint,  394 
symptoms  of,  267 
treatment  of,  268 
varieties  of,  268 
Arthritis  of  knee,  infectious,  428 
of  spine,  infectious,  1.35 

treatment  of,  135 
puerperal,  269 
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Arthritis,  rheumatoid,  279 
etiology  of,  282 
treatment  of,  282 
subacute,  of  hip-joint,  393 
Arthrodesis,  description  of  operation, 
823 
for  relief  of  paralytic  deformities  of 

foot,  823 
and  tendon  splicing,  824 
in   treatment   of   acquired   talipes 
equinus,  803 
of  acute  anterior  poliomyelitis, 

603 
of  rigid  weak  foot,  697 
Arthrotomy  in  treatment  of  congen- 
ital dislocation  at  hip,  527 
Astragalectomy  in  treatment  of  tal- 
ipes, 781 
Astragaloscaphoid  joint,  tuberculous 

disease  of,  449 
Asymmetrical  development,  234 
Ataxia,  hereditary,  619 
Atrophy  of  bone,  241 

progressive  muscular,  616 
in  tuberculous  disease  of  hip-joint, 
307 
Brackett's  statistics  of.  308 


BACK  knee.  Sec  Genu  recuivatum, 
432 
Back,  lower  part  of,  pain  in,  144 
Bands,  constricting,  793 
Baseball   finger.     Ste  Mallet   finger, 

484 
Bier's  treatment  of  tuberculous  di.s- 
ease  of  joints,  259 
of  knee-joint,  418 
Bilateral  co.xa  vara,  541 
tuberculous    disease   of    hip-joint, 
369 
treatment  of,  369 
Billroth  splint  in  treatment  of  tuber- 
culous disease  of  knee-joint,  414 
Bone,  atrophv  of,  241 
Bow-le^,  553' 
anterior,  580 

symptoms  of,  580 
treatment  of,  582 
etiology  of,  554 

predisposition  to  deformity,  555 
outgrowth  of  deformity  of,  557 
statistics  of,  553 

relative  frequency  of,  553 
table  of,  554 
treatment  of,  558 
Brace  in  treatment  of  weak  foot,  685 

construction  of,  685 
Bradford  frame  for  horizontal  fixa- 
tion   in    treatment    of   Pott's 
disease,  68 
modification  of,  69 
Bursa,  enlargciucut  of  superficial  pre- 
tibial,  430 


I  Bursitis,   chronic,  at   shoulder-joint, 

469 
gluteal,  395 
iliopsoas,  395 

treatment  of,  396 
prepatellar,  of  knee,  429 

treatment  of,  429 
pretibial,  429 

symptoms  of,  429 

treatment  of,  430 


CALCANEOBURSITLS,  716 
treatment  of,  716 
Calcaneovalgus,  789 
acquired,  812 

treatment  of,  812 
Calcaneovarus,  789 
acquired,  812 

treatment  of,  812 
Caliper  brace  in  treatment  of  tuber- 
culous disease  of  knee-joint,  417 
Calot's  operation  of  forcible  reduc- 
tion  of   deformity 
of    Pott's   disease, 
123 
selection  of  cases  for, 

121 
statistics    of    results 
of,  120 
Caries  sicca,  253 
Cavus,  789 

Cerebral  paralysis  of  childhood,   606 
acquired,  611 

deformities  of,  611 
disability  in,  611 
loss  of  growth  in,  611 
congenital  weakness  in,  609 
deformities  of,  610 
etiology  of,  606 
prognosis  of,  615 
statistics   of    distribution    of, 

606 
symptoms  of,  608 
mental,  609 
motor,  608 
treatment  of,  612 
of  hemiplegia,  612 
of  paraplegia,  614 
varieties  of,  606 
acquired,  606 
congenital,  606 
Cervical  opisthotonos,  646 
Charcot's  di.sease,  284 
diagnosis  of,  285 
distribution  of,  286 
pathology  of,  284 
statistics  of,  285 
symptoms  of,  285 
treatment  of,  285 
Chest,  deformities  of,  230 
minor,  232 
flat,  230 

treatment  of,  230 
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Chest,  funnel,  232 
pigeon,  231 

treatment  of,  231 
(•hondrodvstrophia,  492 
etioloey  of,  492 
pathology  of,  492 
prognosis  of,  494 
treatment  of,  494 
Chronic   bursitis   at    shoulder-joint, 

469 
Clavicle,  absence  of,  233 
acquired  luxation  of,  233 

treatment  of,  233 
defect  of,  233 
Club-foot,  hysterical,  621 

non-deforming.       See    Contracted 
foot,  699 
Club-hand,  479 
etiology  of,  479 
statistics  of,  479 
treatment  of,  481 
varieties  of,  479 
Congenital  cerebral  paralysis,  606 
contraction  of  fingers,  4S2 

at  knee,  439 
deformities  at  elbow,  477 
at  wrist,  479 
Congenital  dislocation  of  hip,  502 
anterior,  symptoms  of,  511 
bilateral,  symptoms  of,  510 
diagnosis  of,  511 

differential,  512 
etioloey  of,  507 
pathology  of,  503 
statistics"  of,  502 
supracotvloid  displacement  in, 

511 
symptoms  of,  508 

general,  510 
treatment  of,  513 
arthrotomy  in,  527 

description  of,  527 
in  infancy,  526 
Lorcnz  operation  in,  514 
description  of,  515 
prognosis  of,  523 
of  older  sulijects,  526 
open  operation  in,  530 
description  of,  531 
.statistics  of,  532 
o.steotomy  in,  529 
palliative,  .534 
variation  in,  527 
unilateral,  .symptoms  of,  508 
Congenital    dislocation    of    shoulder, 
472 
treatment  of.  472 
di.splaccments  of  fingers,  483 

of  patella,  436 
elevation  of  scapula,  228 
luterul  curvature  of  spine,  167 

cases  of.  H>7 
sublux.'ition  of  hip,  .534 
talipes,  738 


I  CoDgenital  calcaneus,  788 
I         equinovalgus,  789 

equinus,  788 
I  varus,  787 

torticollis,  626 
'  Congestion,  active,  as  means  of  treat- 
I  ment  of  joint  affections,  261 

I      passive,  as  means  of  treatment  of 

joint  affections,  259 
I  Constricting  bands,  793 
Contour  and   flexibility  of    normal 
spine,  31 
of  spine,  variations  in,  223 
Contracted  foot,  699 
etiology  of,  699 
symptoms  of,  700 
treatment  of,  702 
0{>erative,  703 
Contractions,  general,  at  knee,  439 
prognosis  of,  439 
treatment  of,  439 
Corsets  in  treatment  of  tuberculous 

disease  of  spine,  95 
Coxa  valga,  552 
vara,  535 
bilateral,  541 

symptoms  of,  541 
diagnosis  of,  543 
etiology  of,  537 
mechanical   predisposition   to 
deformity,  537 
other  varieties  of,  542 
pathologv  of,  536 
statistics"  of,  538 
symptoms  of,  539 

mechanical  effects,  539 
physical  effects,  540 
traumatic,  548 
in  adult  life,  551 
treatment  of,  550 
treatment  of,  545 
operative,  546 

cuneiform  osteotomy  in,  547 
forcible  abduction  in,  546 
linear  osteotomy  in,  540 
Cretinism,  494 
Cubitus  valgus,  477 

varus,  477 
Cuneiform  osteotomy  in  treatment  of 
coxa  vara,  547 
of  talipes,  782 
Cysts  of  femur,  396 
"  in  popliteal  region,  430 


DEFE(T  of  clavicle,  233 
Depression  of  neck   of  femur. 
See.  ('oxa  vara,  535 
Development,  asymmetrical,  234 

nonnal,  table  of,  235 
Diagnosis  of  acromegalia,  500 
of     acute    anterior    poliomyelitis, 

.586 
of  Charcot's  di.sea.se,  285 
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Diagnosis  of  congenital  dislocation  at 
nip-joint,  511 
of  coxa  vara,  543 
differential,  of  lumbar  Pott's  dis- 
ease in  infancy,  50 
of   tuberculous   disease   of   hip- 
joint,  319 
of  disease  of  upper  region  in  tuber- 
culous disease  of  spine,  61 
of  joint  disease,  256 
of  lateral  curvature  of  spine,  175 
posture  in,  175 
mobility  in,  175 
of  malignant  disease  of  spine,  130 
of    pseudohypertrophic    muscular 

paralysis,  618 
of  sacro-iliac  disease,  147 
of  syphilis  of  spine,  129 
of  torticollis,  635 
of   tuberculous   disease   of  ankle- 
joint,  444 
of  knee-joint,  408 
of  spine,  46-64 

Roentgen  rav  as  means  of, 
65 
of  weak  foot,  672 
Diphtheritic  paralysis  with  torticollis, 

646 
Diseases  of  nervous  system,  583 

statistics  of,  583 
Dislocation,  spontaneous,  in  arthritis 
complicating     infectious    dis- 
eases, 270 
of  hip-joint,  393 
Displacement  of  the  peronei  tendons, 
727 
treatment  of,  727 
of  semilunar  cartilage,  431 
treatment  of,  432 
Distortions  of  fingers,  483 
general  rhachitic,  582 
of  limb  in  tuberculous  disease  of 
hip-joint,  301 
Divisions  of  spine,  32 

of  tendo  Achillis  in   treatment  of 
talipes,  773 
Ddllinger's  statistics  of  retardation  of 
growth  in  tuberculous  disease 
of  hip,  311 
of  situation  of  tuberculous  dis- 
ease of  spine,  24 
Drop-finger.     See  Mallet  finger,  484 
Dry  caries,  253 
Dupuytren's  contraction,  484 
etiology  of,  485 
pathology  of,  484 
symptoms  of,  485 
treatment  of,  485 
Dystrophy,  muscular,  617 

ELBOW,  congenital  deformities  at, 
477 
Elbow,  tuberculous  disease  of,  460 
-joint,  tuberculous  disease  of,  460 


Elbow-joint,   tuberculous  disease   of, 
pathology  of,  460 
prognosis  of,  462 
statistics  of,  460 

age  at  incipiency,  461 
symptoms  of,  461 
treatment  of,  461 
excision  in,  464 

statistics  of  final  results, 
464 
operative,  464 
reduction  of  deformity  in, 
462 
Elongation   of   ligameutum   patellte, 
438 
etiology  of,  438 
symptoms  of,  438 
treatment  of,  438 
Enlargement  of  superficial  pretibial 

bursa,  430 
Epiphysitis,  acute,  at  hip-joint,  392 
symptoms  of,  392 
treatment  of,  392 
Equinovalgus,  traumatic,  814 
Erythromelalgia,  717 
Excision  of  elbow  in  tuberculous  dis- 
ease of  elbow-joint,  464 
in    tuberculous    disease    of    knee- 
joint,  422 
results  of,  423 
statistics  of,  423 
Exostoses  of  foot,  727 
Extra-articular  disease,  395 
of  knee,  419 

FEET,  congenital  cedema  of,  793 
Femur,  bending  of  neck  of.   See 
Coxa  vara,  535 
Femur,  cysts  of,  396 
depression  of  neck  of.     See  Coxa 

vara,  535 
fracture  of  neck  of,  in  adult  life, 
551 
Finger,  "  baseball."    See  Mallet  fin- 
ger, 484 
congenital  contraction  of,  482 
treatment  of,  482 
displacements  of,  483 
distortions  of,  483 
drop.     See  Mallet  finger,  484 
jerking.     See  Trigger  finger,  483 
mallet,  484 

.snapping.    See  Trigger  finger,  483 
trigger,  483 
webbed,  482 
etiology  of,  483 
treatment  of,  483 
Flat  chest,  230 

treatment  of,  230 
foot.    See  Weak  foot,  664 
Fwtal    rhachitis.      See    Chondrodys- 

trophia,  492 
Foot  in  activity,  650 
arches  of,  647 
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Foot   considered    as    a    niechaDism, 
660 
contracted,  699 
etiology  of,  699 
symptoms  of,  700 
treatment  of,  702 
operative,  703 
Foot  exostoses  of,  727 

flat.    -See  Weak  foot,  664 
functions  of  muscles  of,  658 
general  description  of,  647 
boUow.    See  Contracted  foot,  699 
improper  postures  of,  651 
movements  of,  651 
as  a  passive  support,  649 
Foot,  rigid,  690 

treatment  of,  690 

forcible  overcorrection  in,  690 
manipulation  in,  693 
varieties  of,  695 
treatment  of,  696 
operative,  697 
plaster  strapping  in,  696 
Thomas',  696 

arthrodesis  in,  697 
splay,    See  Weak  foot,  664 
tables  of  relative  strength  of  mus- 
cles of,  659 
weak,  664 

anatomv  of,  664 
in  childhood,  678 

symptoms  of,  678 
diagnosis  of,  672 
etiology  of,  669 
extreme  types  of,  676 

persistent  abduction  in,  676 
pes  planus,  676 
irregular  forms  of,  680 
limitation  of  motion  and  muscu- 
lar spasm  in,  676 
pathology  of,  668 
statistics  of,  669 
svmptoms  of,  670 
treatment  of,  082 
attitudes  in,  683 
brace  in,  685 

construction  of,  685 
exercises  in,  684 
the  shoe  in,  682 
support  in.  684 
varietie.?  of.  675 
Forcible    manual    correction   of    de- 
formity of  talipes,  763 
overcorrection  in  treatment  of  rigid 
weak  foot,  090 
Fracture  of  metatarsal  l)ones,  727 
of  neck  of  femur.     See  Traumatic 
coxa  vara,  548 
in  adult  life,  551 
Fragilitas  ossium,  495 
Friedrcich'.s  disease.  619 
Functional  affections  of  joint.  622 

palliopencsis  of  deformity,  235 
Funnel  chest,  232 


GENU  varum,  576 
,  symptoms  of,  576 

I  Genu  varum,  treatment  of,  578 

by  braces,  578 
'  expectant,  578 
I  operative,  579 

Gluteal  bursitis.  395 
'  Gonorrhoeal  artnritis,  267 
distribution,  267 
statistics  of,  267 
.  of  hip-joint,  394 

!  symptoms  of,  267 

treatment  of,  268 
varieties  of,  268 
I      rheumatism.     See  Gonorrhceal  ar- 
thritis, 267 
'  Gout,  rheumatic,  274    ■ 
,  Grattan  osteoclast  in  treatment  of 
talipes,  778 


HiEMARTHROSLS,  283 
Hsemophilia,  283 
Haemophilia,  treatment  of,  283 
Hallux  flexus.  See  Hallux  rigidus,  718 
rigidus,  718 

etiology  of,  718 
treatment  of,  719 
Hallux  valgus,  722 
etiology  of,  722 
pathology  of,  722 
symptoms  of,  723 
treatment  of,  723 

Holden  toe-post  in,  723 
operative,  725 
Hallux  varus,  720 

treatment  of,  721 
Hammer-toe,  725 
symptoms  of,  726 
treatment  of,  726 
Heberden's  nodosities  in  osteoarthri- 
tis, 278 
Heel,  painful,  716 
Hemiplegia,  treatment  of,  612 
Hereditary  ataxia,  619 
High  hip  in  lateral  curvature  of  the 
spine,  156 
shoulder   in   lat«ral    curvature   of 
spine,  156 
Hip,  congenital  subluxation  of,  534 
Hip  disease.  See  Tuberculous  disease 
of  hip-joint,  291 
hysterical,  620 

-joint,  acute  infectious  arthritis  of, 
392 
epiphysitis  at,  392 
symptoms  of,  392 
treatment  of,  392 
congenital  dislocation  at,  502 
anterior,  .symptoms  of,  51 1 
bilateral,  symptoms  of,  510 
etiology  of',  507 
diagnosis  of,  511 
differential,  512 
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Hip-joint,   congenital  dislocation   at, 
pathology  of,  503 
statistics  of,  502 
supracotvloid  displacement 

in,  511 
symptoms  of,  508 

general,  510 
treatment  of,  513 
arthrotomy  in,  527 

description  of,  527 
in  infancy,  526 
Lorenz  operation  in,  514 
description  of,  515 
prognosis  of,  523 
of  older  subjects,  526 
open  operation  in,  530    . 
description  of,  631 
statistics  of,  532 
osteotomy  in,  529 
palliative,  534 
variations  in,  527 
unilateral,  symptoms  of,  508 
gonorrhoea!  arthritis  of,  394 
malignant  disease  about,  396 
osteo-arthritis  of,  396 
symptoms  of,  397 
treatment  of,  397 
snapping,  535 

spontaneous  dislocation  of,  393 
subacute  arthritis  of,  393 
traumatism  at,  391 
treatment  of,  391 
Hip,  tuberculous  disease  of,  291 
abscess  in,  371 

significance  of,  373 
statistics  of,  371 
Koenig's,  372 
treatment  of,  374 
exploratory  operations  in, 
376 
actual  lengthening  of  limb  in, 
313 
shortening  of  limb  in,  309 
in  the  adult,  371 
atrophy  in,  307 

Brackett's  statistics  of,  308 
bilateral,  369 

treatment  of,  369 
changesof  contourof  hip  in,306 
combined  with  disease  of  other 

parts,  370 
correction    of    deformity    by 

femoral  osteotomy,  382 
deformities    of    other    parts 

caused  bv,  389 
details  of  1000  cases  of,  324 
diagnosis  of,  differential,  319 
anterior  poliomyelitis  in,  319 
coxa  vara  in,  321 
disease  of  bursie  about  joint 

in,  321 
epiphysitis  in,  320 
extra-articular    disease    in, 
320 


Hip,  tuberculous  disease  of,  diagnosis 
of,  differential    hysterical 
joint  in,  322 
infectious  arthritis  in,  320 
osteo-arthritis  of  hip  in,  320 
Pott's  disease  in,  321 
rheumatism  in,  320 
sacro-iliac  disease  in,  321 
scurvy  in,  320 
traumatic  coxa  vara  in,  321 
X-ray  as  means  of,  322 
distortion  of  limb  in^  301 
apparent  lengthening,  301 
shortening,  302 
etiology  of.    See  243 
examination  in,  method  of,  313 

physical,  314 
excision  of  hip  in,  377 

Koenig's  method,  377 
statistics  of,  379 
table  of  functional  re- 
sults, 380 
general  svmptoms  of,  313 
debility  as,  313 
fever  as,  313 
history  of  case  of,  313 
in  infancy,  370 
Koenig's  statistics  of,  304 
local  signs  of,  318 
measurements  of,  315 
method  of  estimating  degree 
of  distortion  of  the 
limb,  316 
I.ovctt'8  table,  316 
Kingsley's  table,  318 
of  recording  case  of,  322 
formula  used,  323 
mortality  in,  384 
statistics  of,  384 
causes  of  death,  385 
"natural  cure"  in,  303 
pathology  of,  291 
prognosis  of,  384 
as  to  function,  387 
statistics  of,  387 
reduction  of  deformity  in  re- 
sistant cases  of,  381 
relative  frequency  of,  295 

statistics  of,"295 
retardation  of  growth  in,  311 
Dollinger's    statistics    of, 

311 
Taylor's  statistics  of,  312 
sinuses  in,  375 

treatment  of,  375 
statistics  of  age  in,  295 
of  sex  in,  295 
side  affected,  296 
symptoms  of,  296 
limp  as,  298 
"night  cry"  as,  297 
pain  as,  297 
stiffness  as,  298 
treatment  of,  325 


832 


INDEX. 


Hip  tuberculous  disease  of,  treatment 
of,  application  of  spica 
bandage,  345 
of  traction  splint  in,  331 
durine  stage  of  recovery,  363 
immediate  reduction  of  de- 
formity in,  348 
Judson's  penneal  crutch  in, 

365 
Lorenz's  spica  in,  347 
mechanical,  327 
high  shoe  in,  331 
perineal  bands  in,  331 
splinting  in,  327 
traction  in,  327 
hip  splint  for,  327 
straps  for,  329 
Taylor's  method  of,  329 
by  plaster  bandage,  345 
practical  combination  trac- 
tion, stilting,  and  splint- 
ing. 356 
reduction  of  deformity,  lat- 
eral traction  in,  353 
bv    Marsh's    appliance 

"for,  351 
by    Thomas'     method, 

"342 
by  traction  brace,  333 
bv  weights  and  pullevs, 
"350 
relative   efficiency   of   trac- 
tion hip  splint,  334 
traction  ana  splinting, 
354 
Taylor's  median  abduction 

brace  in,  364 
Thomas,  338 
brace  in,  339 

modifications  of,  343 
Holden  toe-post  in  treatment  of  hal- 
lux valgus,  723 
Hollow   foot.      See  Contracted   foot, 

699 
Horizontal  fixation  in  treatment  of 
tuberculous     disease 
of  spine,  67 
Bradford  frame  for,  68 

modification  of,  69 
Lorciiz   apparatus    for, 

67 
Phelps'  bed  for,  (iS 
wire  cuirasse  for,  68 
Housemaid's  Iviicc,  429 
Hysterical  club-foot,  621 
deformities,  621 
hip.  (>2() 

diagnosis  of,  ()20 
joint  iilTections.  619 
scoliosi'S.  621 

treat lueiit  of.  621 
spine,  1  13 

sviiiptoius  of,  1  13 
treatment  of.  114 


IDIOPATHIC  oat«op8athyro8i8,  495 
Iliopsoaa  bursitis,  395* 
treatment  of,  396 
Incurvation  of  neck  of  femur.     See 

Coxa  vara,  535 
Infantile  paralysis.    See  Acute  ant«- 
rior  poliomyelitis,  583 
scorbutus,  494 
patholog>-  of,  494 
sj'mptoms  of,  494 
treatment  of,  495 
talipes,  749 
Infectious  arthritis  of  knee,  428 
of  spine,  135 

treatment  of,  135 
Injury  of  knee  in  childhood,  427 
of  spine,  131 
of  tibial  tubercle,  430 
Internal  derangement  of  knee-joint, 

430 
Irregular  forms  of  weak  foot,  680 


JERKING  finger,  483 
Joint  affections,  hysterical,  619 
Joints,  neurotic,  622 

functional  affections  of,  622 
syphilitic  diseases  of,  263 

gonorrhceal  arthritis,  267 
distribution,  267 

.statistics  of,  267 
symptoms  of,  267 
treatment  of,  268 
varieties  of,  268 
puerperal  arthritis,  269 
treatment  of,  265 
Judson  brace  in  treatment  of  talipes, 

754 
.lulius  Wolff's  method  of  treatment  of 

talipes.  774 
Jury  mast  in  treatment  of  tubercu- 
lous disca.se  of  spine,  86 


KI.N(!SLKV'.S  table  for  estimating 
degree  of  distortion  in  tuber- 
culous disease  of  hip -joint. 
318 
Knee.  back.  Sec  Genu  recurvatum, 
432 
Ijursie  at.  430 

congenital  contraction  at,  439 
cysts  at.  430 
delormities  of,  4.'$4 
displacement  of  a  .similunar  cartilage 
in.  431 
injury  as  cause  of.  431 
treatment  of,  432 
Knee,  general  contractions  at,  439 
prognosis  of,  439 
treatment  of,  439 
enlargement  of  superficial  pretiliinl 

bursa  of,  430 
hou.semaid's,  429 
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Knee,  iufeotious  arthritis  of,  428 
injury  of,  in  childhood,  427 
injury  of  tibial  tubercle,  430 
Knee-joint,  loose  bodies  in,  431 
internal  derangement  of,  430 
non-tuberculous      affections      of 

427 
malformations  of,  434 
etiology  of,  435 
treatment  of,  435 
osteo-arthritis  of,  428 

treatment  of,  428 

prepatellar  bursitis  of,  429 

treatment  of,  429 

Knee,  pretibial  bursitis  of,  429 

symptoms  of,  429 

treatment  of,  430 

snapping,  438 

treatment  of,  439 
synovitis  of,  427 

"  chronic,  428  | 

treatment  of,  427  ' 

Knee,  tuberculous  disease  of,  399 
abscess  in,  419 
statistics  of,  419 
treatment  of,  420 
actual  lengthening  of  limb  in, 
407 
statistics  of,  408 
shortening  of  limb  in,  407 
statistics  of,  407 
arthrectomv  in  treatment  of, 
420" 
results  of,  421 
statistics  of,  421 
diagnosis  of,  408 

differential,  408 
distortions  of,  priniarj-,  404 

secondary,  405 
etiology  of,  401 
operations  for  relief  of  final 

deformity,  423 
pathology  of,  399 
prognosis  of,  423 

statistics,   course,  and  out- 
come of,  423 
Gibney's,  423 
of  results,  424 
statistics  of,  401 

age  at  incipiency,  402 
symptoms  of,  402 
synovial  tuberculosis  in,  420 
"  treatment  of,  420 
treatment  of,  409 
accessory,  417 

Bier's  treatment,  418 
cautery  as,  417 
ichthyol      ointment      as, 

417 
X-ray  as,  417 
amputation  in,  423 
Billroth  splint  in,  413 
caliper  brace  in,  417 
dunng  convalescence,  418 


Knee,  tuberculous   disease  of,    treat- 
ment of,  excision  in,  422 
results  of,  423 
statistics  of^  423 
forcible    correction    by    re- 
verse leverage,  412  ' 
mechanical,  414 
operative    intervention    in, 

419 
plaster  bandage  in,  411 
reduction  of  deformitv  in, 

410 
Thomas  knee  brace  in,  414 
traction  in,  412 
Knock-knee,  553 

combined  with  bow-leg,  566 

with    general    rhachitic    distor- 
'     tions,  565 
effects  of  deformity  of,  564 
etiology  of,  554 

predisposition   to  deformity  in, 
555 
measurements  of  deformity  in,  567 
outgrowth  of  deformity  of,  557 
pathology  of,  566 
secondary  deformities  accompany- 
ing, 564 
statistics  of,  553 

relative  frequency  of,  553 
table  of,  554 
time  of  onset,  554 
treatment  of,  567 
by  braces,  570 
duration  of,  571 
exercise  in,  569 
expectant,  567 
Lorenz's,  575 
manipulation  in,  568 
operative,  572 
osteoclasis,  573 
osteotomy  in,  572 
cuneiform,  573 
plaster  bandage  in,  572 
posture  in,  569 
Thomas  brace  in,  570 
Wolff's.  574 
unilateral,  565 
Kyphosis  of  adolescents,  141 


LAMINECTOMY   in  treatment  of 
Pott's  paraplegia,  118 
Laminectomy  in  treatment  of  Pott's 

paraplegia,  statistics  of,  118 
Landmarks  of  spine,  34 
Late  rickets,  492 
Lateral  curvature  of  spine,  149 

changes  in  anteroposterior  con- 
tour in,  155 
compensatory    deformity    in, 

165 
congenital,  167 
I  cases  of,  167 

I  diagnosis  of,  175 
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Lateral  curvature  of  spine,  diagnosis  ' 
of  mobility  in,  175 
posture  in,  175 
due  to  occupation,  166  ' 

etiology  of,  161  i 

hereditary  influence  in,  169 
high  hip  in,  156 

shoulder  in,  156 
incidental,  166 

lateral  deviation  in.  153  : 

occupation    as    inducing    de- 
formity, 170 
statistics  of,  170  i 

pathology  of,  156 
prevention  of  deformity  in,  180 
prognosis  of,  177 
records  of,  177 
rhachitic,  168 

statistics  of,  169 
rotation  in,  153 
secondary  to  deformity  else- 
where, 165 
to   disease   within   thoracic 

walls,  166 
to  paralysis,  166 
statistics  of  age  in,  163 

of  relative  frequency  of,  161 
of  sex  in,  162 
symptoms  of,  174 
treatment  of.  181 
duration  of,  221 
exercises  in,  185-201 
muscle  building,  209 
Teschiier's,  187 
forcible    correction    of    de- 
formity in,  217 
general,  221 
high  shoe  in,  221 
posture  in.  185 
V'olkmann  seat  in,  221 
varieties  of  deformity  in,  173 
Ligamentum  patella-,  elongation  of, 
438 
etiology  of,  438 
symptotns  of,  438 
treatment  of,  438 
Linear   osteotomy    in    treatment    of 

coxa  vara,  546 
Loose  bodies  in  knne-ioint,  431 
Lorenz  apparatus  for  horizontal  fixa- 
tion in  treatment  of  I'ott's  dis- 
ease, 67 
operation  for  congenital  dislocation 

at  hip.  514 
spiea  l)an<lage  in  treatment  of  tu- 
IhtcuIous    disease    of    liip-joint. 
347 
treat Micnt  of  knock-knee,  .575 
Lovett's  tabli-  for  estimating  degree 
of  ilistiirtiou  in  tul)erculous  disease 
of  hip-joint.  31f> 
Lumbar    I'olt's    disease    in    infancy. 
IMTuliarilics  of,  4it 
iliafiMosis.  differential,  of,  .50 


MALFORMATIONS  of  knee.  434 
etiology  of,  435 
Malformations  of  knee,  treatment  of, 

435 
Malignant  disease  about  hip- joint,  396 
of  spine,  129 

diagnosis  of,  130 
statistics  of,  129 
Malleotomy  in  treatment  of  talipes, 

772 
Mallet  finger,  484 

Marsh's  appliance  for  reduction  of  de- 
formity in  tuberculous  disease  of 
hip-joint,  351 
Metatarsal  bones,  fracture  of,  727 
Metatarsalgia,  anterior,  704 
etiology  of,  705 
influence  of  shoe  in  causing  pain 

in,  708 
pathology  of,  705 
treatment  of,  710 
operative,  711 
Metzger-Goldthwait     apparatus     for 
correction  of  deformity  of   Pott's 
disease,  123 
MoUities  ossium.     Ste  Osteomalacia. 

496 
Morbus  coxa*.     See  Tuberculous  dis- 
ease of  hip-joint,  291 
Morton's    neuralgia.      See    Anterior 

metatarsalgia,  704 
Muscles,    pectoral,    defective   forma- 
tion of,  233 
Muscular  dystrophy,  617 
Myelopathic  paralysis,  616 
Myopathic  paralysis,  617 


""I^ATl'UAL  cure"  in  tuberculous 

Xl  disease  of  hip-joint,  303 
Nervous  system,  diseases  of,  583 
Neuralgia,  plantar,  717 

treatment  of,  717 
Neuritis,  619 
Neun)tie  joints,  622 
spine,  142 

symptoms  of,  143 
treatment  of,  143 
Non-deforming  club-foot.     See  Con- 
tracted foot,  699 
Non-tuberculous  affections  of  kt>«>e- 
joint,  427 
defonuities  of  knee-joint,  427 


OBSTETRICAL  paralysis,  473 
treatment  of,  474 
Ocular  torticollis,  646 
Osteitis  deformans,  141,  498 
O.Hteo-arthritis,  274 
etiologv  of,  277 
Heberden's  nodosities  in,  278 
of  hip-joint,  396 
symptoms  of,  397 
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Osteo-iirthritis  of  hip-joint,  treatment 
of,  397 
of  knee,  428 

treatment  of,  428 
pathology  of,  275 
symptoms  of,  277 
treatment  of,  279 
Osteoclasis  in  treatment  of  knock- 
knee,  573 
Osteoclasts  in  treatment  of  talipes, 

778 
Osteomalacia,  496 
in  childhood,  497 
local,  497 
treatment  of,  497 
Osteomyelitis,  acute,  272 
of  spme,  acute,  130 
symptoms  of,  130 
treatment  of,  131 
subacute,  273 
Osteotomy,  cuneiform,  in  treatment 
of  knock-knee,  573 
in  treatment  of  congenital  disloca- 
tion of  hip,  529 
of  knock-knee,  572 
Overlapping  toes,  727 


PAGET'S  disease,  141 
Painful  great  toe-joint,  719 
Painful  heel,  716 

Paralysis,  cerebral,  of  childhood,  606 
acquired,  deformities  of,  611 
disability  in,  611 
loss  of  growth  in,  611 
congenital  weakness  in,  609 
deformities  of,  610 
etiology  of,  606 
prognosis  of,  615 
statistics  of  distribution  of,  606 
symptoms  of,  608 
mental,  609 
motor,  608 
treatment  of,  612 
of  hemiplegia,  612 
of  paraplegia,  614 
varieties  of,  606 
acquired,  606 
congenital,  606 
Paralysis    complicating  •  tuberculous 
disease  of  spine,  111 
duration  of,  114 
frequency  of,  112 
liability  to,  in  different  re- 
gions, 113 
prognosis  of,  116 
symptoms  of,  114 
time  of  onset  of,  113 
treatment  of,  116 
duration,  126 
local,  119 
operative,  117 
laminectomy,  118 
diphttieritic,  with  torticollis,  646 


Paralysis,  infantile.     iSee  Acute  ante- 
rior poliomyelitis,  583 
myelopathic,  616 
myopathic,  617 
obstetrical,  473 

treatment  of,  474 
pseudohypertrophic  muscular,  618 
diagnosis  of,  618 
treatment  of,  619 
as  secondary  symptom  in  tubercu- 
lous disease  of  spine,  30 
I      spastic  spinal,  616 
j  Paralytic  talipes,  tendon  transplan- 
I  '  tation  for  relief  of,  815 

time  for  operation,  815 
I      torticollis,  645 
Paraplegia,  treatment  of,  614 
:  Partial  epiphyseal  separation  in  ado- 
!      lescence,  551 

:  Passive  congestion  as  means  of  treat- 
ment of  joint  affections,  259 
Patella,  absent.  436 
I      congenital  displacement  of,  436 

rudimentary,  436 
1      slipping,  436 

etiolog}'  of,  436 
symptoms  of,  436 
treatment  of,  437 
operative,  437 
Pectoral   muscles,    defective   forma- 
tion of,  233 
Pectus  carinatuni.    See  Pigeon  chest, 
231 
excavatum.    See  Funnel  chest,  232 
Pelvic  abscess,  differential  diagnosis 
of,  49 
in  tuberculous  disease  of  lower 
region  of  spine,  44 
Periarthritis  of  shoulder,  468 
symptoms  of,  468 
treatment  of,  469 
Peronei    tendons,    displacement   of, 
727 
treatment  of,  728 
Pes  planus,  676 

Phelps'  bed  for  horizontal  fixation  in 
treatment  of  Pott's  disease,  68 
operation  in  treatment  of  taiipes, 
778 
Pigeon  chest,  231 

treatment  of,  231 
toe,  721 
Plantalgia,  717 
Plantar  neuralgia,  717 
treatment  of,  717 
Plaster  bandage  in  treatment  of  in- 
fantile talipes,  751 
of  knock-knee,  572 
of  tuberculous  disease  of  knee- 
joint,  411 
of  hip-joint,  345 
spica,  Lorenz,  in  treatment  of  tu- 
berculous disease  of  hip-joint, 
347 
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Plaster  corset  in  treatment  of  tuber- 
culous disease  of  spine,  92 
jacket  in  treatment  of  Pott's  dis- 
ease, 82 
application  of,  in  recum- 
bency, 89 
modifications  of,  93 
strapping  in  treatment  of  weak  foot, 
696 
Poliomyelitis,  acute  anterior,  583 
causes  of  deformity  in,  590. 
functional  use,  591 
gravity,  590 
habitual  posture,  591 
muscular  action,  590 
subluxation,  591 
deformities  of  neck,  592 
secondary,  593 
of  trunk,  592 
of  upper  extremity  in,  592 
diagnosis  of,  586 

differential,  587 
effects  of  paralysis  of  differ- 
ent muscles  upon  function, 
589 
etiology  of,  584 
pathology  of,  583 
prognosis  of,  588 

electrical  test  in,  588 
retardation  of  growth  in,  594 
statistics  of  age  at  onset  of, 
584 
of  distribution  of  paralvsis, 
585 
symptoms  of,  585 
treatment  of,  595 

mechanical  principles  of,  595 
operative,  601 

arthrodesis  in,  603  | 

osteotomy  in,  604  I 

tendon  transplantation  in, 
602 
paralysis    of    anterior    leg 

muscles,  596 
of  paralysis  of  the  arm,  600 
of  paralysis  of  muscles  of  | 

the  hip,  599 
of  paralysis  of  posterior  leg 

muscles,  596 
of  parnlvsis  of  thigh  mus- 
cles, 598 
of  paralytic  scoliosis,  600 
Posterior  acliillobursitis,  715 
Pott's  disease,  17 

characteristic  angular  deformity 

in.  17 
complications  of,  104 
abscess.  104 

in  different  regions,  106 
statistics  of,  104 
treatment  of,  108 
aspiration  in,  110 
injection  in,  110 
paralysis.  Ill 


Pott's  disease,  complications  of,  p>ar- 
alysis,  duration  of,  114 
frequency  of,  112 
liability  to,  m  different  re- 
gions, 113 
prognosis  of,  116 
symptoms  of,  114 
time  of  onset  of,  113 
treatment  of,  116 
local,  119 
operative,  117 
Icmiinectomy,  118 
description  of,  17 
diagnosis  of,  in  general,  64 

Roentgen  ray  in,  65 
examination  in,  regional,  38 

tests  in,  37 
history  of  patient  having,  36 
later  effects  of  deformity  of,  1 27 
in  lower  region.  38 

characteristic  attitude  in,  39 
diaf^nosis  of,  46 
differential,  46 

congenital     dislocation 

of  hip.  47 
hip  disease,  48 
lumbago,  46 
sacro-iliac  disease,  46 
sciatica,  46 
strain  of  the  back,  46 
increased  lordosis  in,  39 
lateral  inclination  of  bodv 

in,  40 
location  of  pain  in,  40 
pelvic  abscess  in,  44 
psoas  contraction  in,  40 
Pott's  disease,  pathology  of,  18 
prognosis  of,  25 
record  of  case  of,  65 
recurrence  of,  127 
relative  frequency  of,  22 

statistics  of,  22 
secondary'  deformities  of,  127 
signs  of,  physical,  36 

rational,  35 
statistics  of  age  at  incipiency  of, 
22 
DSllingcr's,  24 
of   relative   frequency   of,    in 

different  vertebra;,  24 
results   of    Calot's   operation, 

120 
sex  in,  23 

situation  of  disease,  23 
symptoms  of,  26 
awkwardness  as,  28 
deformity  as.  28 
diagnostic,  27 
general,  31 
pain  as,  27 
secondary,  30 
abscess,  30 
paralysis,  30 
stiffness  as,  28 
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Pott's  disease,  svmptoms  of,  weakness 

as,  28 
Pott's  disease  of  thoracic  region,  51 
abscess  in,  55 
attitudes  in,  52 
diagnosis  of,  55 

differential,  56 
kyphosis  in,  54 
muscular  spasm  in,  54 
respiration  in,  52 
treatment  of,  66 
ambulatory  supports  in,  74 
anterior  shoulder  brace  in, 

76 
corsets,  95 
jury  mast,  86 
plaster  corset,  92 
jacket,  82 

application  of,  in  re- 
cumbency, 89 
modifications  of,  93 
Taylor  brace,  74 

head  support,  81 
Thomas'  collar  in  96, 
Weigel's  corset,  95 
duration  of,  126 
forcible  correction  of  deform- 
ity of,  119 
Calot's  operation,  119 
selection  of  cases  for,  121 
gradual  correction  of  deform- 
ity of,  123 
Gol(ithwait's     method, 

123 
Metzger-Goldthwait  ap- 
paratus for,  123 
horizontal  fixation  in,  67 
Bradford  frame  for,  68 
Lorenz  apparatus  for,  67 
Phelps'  bed  for,  68 
Wire  cuirasse  for,  68 
uiodifirations  of,  69 
indications  for,  by  recumben- 
cy, 98 
special,  of  different  regions, 
99 
of  lower  region  of  spine,  100 
dorsal  region  of  spine,  101 
mechanical,  general  principles 

of,  66 
of  middle   cervical   region   of 

spine,  102 
of  middle  region  of  spine,  102 
of    occipito-axoid    region    of 

spine,  103 
of  upper  dorsal  region  of  spine, 
102 
Pott's  disease  of  upper  region,  57 
cervicodorsal  junction,  60 
diagnosis  of,  61 
lower  cervical  section,  59 
occipito-axoid  section,  58 
sj^ptoms  of,  58 
Pott's  fracture,  814 


Prepatellar  bursitis  of  knee,  429 

treatment  of,  429 
Pretibial  bursitis,  429 
symptoms  of,  429 
treatment  of,  430 
Progressive  muscular  atrophy,  616 
varieties  of,  616 
myelopathic,  616 
myopathic,  617 
muscular  dystrophy,  617 
Pseudohvpertrophic'muscular  paral- 
ysis, 618 
Psychical  torticollis,  646 
Puerperal  arthritis,  269 


RECURRENT  dislocation  of  shoul- 
der, 476 
Recurrent    dislocation    of     shoulder, 
treatment  of,  476 
operative,  476 
Retardation  of  growth  in  acute  ante- 
rior poliomyelitis,  594 
Retrocalcaneobursitis.     See  Achillo- 

bursitis,  713 
Rhachitic  distortions,  general.  582 
lateral  curvature  of  spine,  168 

statistics  of,  169 
spine,  133 

natural  cure  of,  133 
treatment  of,  133 
torticollis,  646 
Rhachitis,  486 
etiology  of,  486 
foetal,  492 
prognosis  of,  490 
symptoms  of,  487 

deformities  as,  487 
treatment  of,  491 
prevention  of  deformity  in,  492 
Rheumatic  gout,  274 
Rheumatism,  gonorrhoeal.    See  Gon- 

orrhceal  arthritis,  267 
Rheumatoid  arthritis,  279 
etiology  of,  282 
treatment  of,  282 
Ribs,  absence  of,  233 
Rice  bodies  in  tuberculous  joint  dis- 
ease, 253 
Rickets.    See  Rhachitis,  486 
late,  492 

scurvy.     See  Infantile  scorbutus 
494 
Rigid  weak  toot,  690 

treatment  of,  690 
forcible    overcorrection    in, 

690 
manipulation  in,  693 
varieties  of,  695 
treatment  of,  696 
operative,  697 

arthrodesis  in,  697 
plaster  strapping  in,  696 
Thomas,  696 
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Roentgen  ray  as  means  of  diafpiosis 
in  tuberculous  disease  of  spine,  65 

Rotary   lateral   curvature  of    spine, 
149" 

Rudimentary  patella,  436 
treatment  of,  436 


SACRO-ILIAC  articulation,  injury 
of,  148 
Sacro-iUac  disease,  146 
diagnosis  of,  147 
prognosis  of,  147 
symptoms  of,  146 
treatment  of,  147 
Scapula,  congenital  elevation  of,  228 
Sciatic  scoliosis,  145 
Sciatica,  deformity  secondary  to,  145 
Scoliosis.     See  Lateral  curvature  of 
spine,  149 
hysterical,  621 
treatment  of,  621 
Scorbutus,  284 
infantile,  494 
Scurvy,  284,  494 

Secondary  deformities  accompanying 
knock-knee,  564 
hypertrophic      osteo-arthropathv, 
"499 
Septic  infection  in  tuberculous  joint 

disease,  253 
Shaffer  extension  shoe  in  treatment 

of  acquired  talipes  equinus,  800 
Shoes,  728 

in  treatment  of  weak  foot,  682 
Shoulder,  congenital  dislocation   of, 
472 
treatment  of,  472 
Shoulder-joint,    chronic    biirsitis    at, 
469 
periarthritis  of,  468 
symptoms  of,  46S 
treatment  of,  469 
recurrent  dislocation  of,  476 
treatment  of,  476 
operative,  476 
tuberculous  disease  of,  457 
pathology  of,  457 
pro)^nosis  of,  4()0 
statistics  of,  457 

age  at  inripieiicy  of,  458 
symptoms  of,  4.58 
treatment  of,  459 
operative,  460 
Slipping  patella,  436 
Snapping  finger,  483 
hip,  .535 
knee,  43K 
Socks,  732 
Spasmodic  torticollis.  See  Torticollis, 

spasmodic,  040 
Spa.stic  spinal  paritlysis,  016 
Spina  bilidii  .niid  talipes,  793 
ventosa,  40<) 


Spina  ventosa,  statistics  of,  467 
Spine,  actinomycosis  of,  131 
acute  osteomyelitis  of,  130 
symptoms  of,  130 
treatment  of,  131 
anteroposterior  deformities  of,  224 
kyphosis,  224 

treatment  of,  227 
lordosis,  228 
treatment  of.  228 
contour  and  flexibility  of  normal, 

31 
divisions  of,  32 
hysterical,  143 
symptoms  of,  143 
treatment  of,  144 
infectious  arthritis  of,  135 

treatment  of,  136 
injury  of,  131 
landmarks  of,  34 
lateral  curvature  of,  149 
cases  of,  167 
changes  in  anteroposterior 

contour  in,  15.5 
compensatory    deformity    in, 

165 
congenital,  167 
diagnosis  of,  175 
posture  in,  175 
mobility  in,  175 
due  to  occupation,  166 
etiology  of,  161 
hereditary  influence  in,  169 
high  hip  in,  1<56 

shoulder  in,  156 
incidental,  166 
lateral  deviation  in,  153 
occupation    as    inducing    de- 
formity, 170 
statistics  of,  170 
pathology  of,  156 
prevention    of    deformity    in, 

180 
prognosis  of,  177 
records  of,  177 
rhachitic,  168 

statistics  of,  169 
rotation  in,  1.53 
secondary  to  deformity  else- 
where, 165 
to  disease  within  thoracic 

walls,  166 
to  paralysis,  166 
.statistics  of  age  in,  163 

of  relative  frequency  of,  161 
of  sex  in,  162 
symptoms  of,  174 
treatment  of,  181 
duration  of,  221 
exercises  in,  185-201 
Teschner's,  187 
muscle  building,  209 
forcible   correction   deform- 
ity in,  217 
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Spine,  lateral  curvature  of,  treatment 
of,  general,  221 
high  shoe  in,  221 
posture  in,  185 
Volkmaun  seat  in,  221 
varieties  of  deformity  in,  173 
Spine,  malignant  disease  of,  129 
dia^osis  of,  130 
statistics  of,  129 
neurotic,  142 

symptoms  of,  143 
treatment  of,  143 
osteo-arthritis  of.    See  Spondylitis 

deformans,  135 
rhachitic,  133 
natural  cure  of,  133 
treatment  of,  133 
rheumatism  of.      See  Spondylitis 

deformans,  135 
syphilis  of,  129 

diagnosis  of,  129 
tabetic  deformity  of,  142 
Spine,  tuberculous  disease  of,  17 
complications  of,  104 
abscess,  104 

in  different  regions,  106 
statistics  of,  104 
treatment  of,  108 
aspiration  in,  110 
injection  in,  110 
paralysis,  111 
duration  of,  114 
frequency  of,  112 
liability  to,  in  different  re- 
gions, 113 
local,  119 
prognosis  of,  116 
symptoms  of,  114 
time  of  onset  of,  113 
treatment  of,  116 
operative,  117 
laminectomy,  118 
diagnosis  of,  46 
differential,  46 
congenital   dislocation  of 

hip,  47 
hip  disease,  48 
lumbago,  46 
sacro-iliac  disease,  46 
sciatica,  46 
in  general,  64 

Roentgen  ray  in,  65 
examination  in,  regional,  38 

tests  in,  37 
forcible  correction  of  the  de- 
formity of,  119 
Calot's  operation,  119 
selection  of  cases  for,  121 
gradual  correction  of  deform- 
ity of,  123 
Goldthwait's    method, 

123 
Metzger-Goldthwait  ap- 
paratus for,  123 


Spine,  tuberculous  disea.se  of,  history 
of  patient  having,  36 
later  effects  of  deformity  of, 

127 
in  lower  region,  38 

characteristic  attitude  of, 

38 
increased  lordosis  in,  39 
lateral  inclination  of  body 

in,  40 
location  of  pain  in,  40 
pelvic  abscess  in,  44 
psoas  contraction  in,  40 
pathology  of,  18 
prognosis  of,  25 
record  of  the  case,  65 
recurrence  of,  127 
relative  frequency  of,  22 

statistics  of,  22 
secondary    deformities     of, 

127 
signs  of,  physical,  36 

rational,  35 
statistics  of  age  at  time  of  on- 
set of,  23 
results  of  Calot's  operation, 

120 
sex,  23 

situation  of  disease,  23 
symptoms  of,  26 
awkwardness  as,  28 
deformity  as,  28 
diagnostic,  27 
general,  31 
pain  as,  27 
secondary,  30 
abscess,  30 
paralysis,  30 
stiffness  as,  28 
weakness  as,  28 
thoracic  region,  51 
abscess  in,  55 
attitudes  in,  52 
diagnosis  of,  55 

differential,  56 
kyphosis  in,  54 
muscular  spasm  in,  54 
respiration  in,  52 
treatment,  66 
ambulatory  supports  in,  74 
anterior  shoulder  brace 

in,  76 
corsets,  95 
jury  mast,  86 
plaster  corset,  92 
plaster  jacket,  82 

modifications  of,  93 
Taylor  brace,  74 

head  support,  81 
Thomas'  collar,  96 
Weigel's  corset,  95 
duration  of,  126 
indications  for,  by   recum- 
bency, 98 
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Spine,    tuberculous   disease  of,   treat- 
ment of  special  indications 
for,  of  different  regions,  99 
mechanical,  general  princi- 
ples of,  66 
horizontal  fixation  in,  67 
Bradford  frame,  68 

modifications  of,  69 
Lorcnz   apparatus   for, 

67 
Phelps'  bed,  68 
wire  cuirasse,  68 
middle  cervical  region,  102 

region,  102 
oecipito-axoid  region,  103 
upper  dorsal  region,  102 
upper  region,  57 

cervicodorsal  junction,  60 
diagnosis  of,  61 
lower  cervical   section, 

59 
occipito-axoid    section, 
58 
symptoms  of,  58 
Spine,  typhoid,  134 
treatment  of,  134 
variations  in  contour  of,  223 
Splay  foot.    See  Weak  foot,  664 
Spondylitis  deformans,  135 
cases  of,  138 
pathology  of,  136 
symptoms  of,  138 
treatment  of,  141 
traumatic,  132 
treatment  of,  133 
Spondylolisthesis,  145 
Spondylose  rhizomi-lique.    iSce  Spon- 
dylitis deformans,  135 
Spontaneous  dislocation  of  hip-joint. 

393 
Sprain  of  ankle,  450 
chronic,  453 

treatment  of.  453 
symptoms  of,  450 
treatment  of,  'l.TO 

adhesive  plaster  in,  451 
of  wrist,  470 
chronic,  470 
Sprengcl's  deformity,  228 
eases  of,  229 
etiolopv  of.  229 
treatment  of,  229 
Statistics  of  abscess  complicating  tu- 
berculous disease  of  the 
spine,  104 
in  (liffercnt  regions,  10(5 
in    tuberculous    disease    of    hij)- 
joint,  371 
Koenig's,  372 
kiH-e-joint,  419 
of  actual   lenjtthening  in  tubercu- 
lous disease  of  knee-joint,  4()S 
shortening    in    tuberculous    dis- 
ease of  knee-joint,  407 


Statistics  of  acute  arthritis  of  infancv, 
271 
age  at  incipiency  of  tuberculous 
aisease  of  elbow-joint, 
461 
of  knee-joint,  402 
of  shoulder-joint,  4S8 
of  wrist-joint,  465 
in  lateral  curvature  of  spine,  163 
at  onset  of  acute  antenor  jxilio- 

myelitis,  584 
of  patients  having  tuberculous 
disease  of  ankle-joint, 
441 
of  bones  and  joint-s,  247 
of  hip-joint,  295 
at  time  of  onset  of  tuberculous 
disease  of  spine,  23 
of  bow-leg,  563 

relative  frequencv  of,  553 
table  of,  554 
Brackett's,  of  atrophy  in  tubercu- 
lous disease  of  hij)-joint,  308 
of  cau.ses  of  death  in  tuberculous 
disease     of     hip-joint, 
385 
of  knee-joint,  425 
of  Charcot's  disease,  285 
of  dub-hand,  479 
of   congenital   dislocation   at   hip- 
joint,  502 
of  coxa  vara,  538 
of  deformity  resulting  froni  tuber- 
culous disease  of  knee-joint,  425 
of  diseases  of  nervous  system,  583 
of  distribution  of  disease  in  tuber- 
culous disease  of  bones  and 
joints,  246 
of   paralysis    in    acute    anterior 
poliomyelitis,  585 
in  cerebral  paralvsis  of  child- 
hood, 606 
Bollinger's,  of  retardationof  growth 
in  tuberculous  disease  of  hip- 
joint,  311 
of  situation  of  tuberculous  dis- 
ease of  spine,  24 
of  excision  of  hip  in  t»iberculous 

disease  of  hip-joint,  379 
of  final  results  of  excision  of  elbow, 
464 
in  tubercular  disease  of  knee- 
joint.  424 
of  frequency  of  paralysis  in  Pott's 

disease.  112 
functional  results  after  tuberculous 
tlisease  of  hip-joint,  387 
of  knee-joint,  424 
(iil>ney's,  of  course  and  outcome  of 
tuberculous  disease  of  knee-joint, 
423 
of  gonorrheal  arthritis,  267 
of  knock-knee,  553 

relative  frequency  of,  553 
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Statistics,  knock-knee,  table  of,  55-1 
of  malif;nant  disease  of  spine,  129 
of  mortality,  Koenig's,  in  tubercu- 
lous disease  of  knee-joint,  424 
in   tuberculous   disease   of   hip- 
joint,  384 
occupation  as  inducing  deformity 
in  lateral  curvature  of  spine,  170 
of  open  0])eration  for  congenital 

dislocation  of  hip,  532 
of  relative  frequency  of  different 
forms  of  talipes,  742 
of  lateral  curvature  of  spine, 

161 
of  tuberculous  disease  at  dif- 
ferent vertebrse,  24 
of  hip-joint,  295 
of  spine,  22 
strength  of  muscles  of  foot,  659 
of  results  of  arthrectomy  in  tuber- 
culous  disease   of  knee-joint, 
421 
of  Calot's  operation,  120 
of  excision   in   tuberculous  dis- 
ease of  knee-joint,  423 
of  laminectomv  in  treatment  of 

Pott's  paraplegia,  118 
after-treatment    of    tuberculous 
disease  of  ankle-joint,  448 
rhachitic  lateral  curvature  of  spine, 

169 
of  sex  in  lateral  curvature  of  spine, 
162 
of  patients  with  tuberculous  dis- 
ease of  hip-joint,  295 
of  spine,  23 

of  bones  and  joints,  247 
of  side  affected  in  tuberculous  dis- 
ease of  bones  and  joints, 
246 
of  hip-joint,  296 
of  situation  of  disease  in  tubercu- 
lous  disease  of   ankle- 
joint,  441 
of  spine,  23 
of  spina  ventosa,  467 
table  of  age  at  incipiency  of  tuber- 
culous disease  of  ankle-joint,  442 
of  talipes,  741 

equinovalgus  with  congenital  ab- 
sence of  fibula,  790 
Taylor's,  of  retardation  of  growth 
in   tuberculous   disease   of   hip- 
joint,  312 
of  tendon  transplantation  for  relief 

of  paralytic  talipes,  815 
of  torticollis,  625 

of   tuberculous   disease   of   ankle- 
joint,  440 
elbow-joint,  460 
individual  bones,  449 
of  knee-joint,  401 
of  shoulder-joint,  457 
of  wrist-joint,  464 


Statistics  of  weak  foot.  669 
Strain  of  tendo  Achillis,  716 
Subacute  osteomyelitis,  273 
Subastragaloid  disease,  441 
Subcutaneous  tenotomy  in  treatment 

of  talipes,  772 
Subluxation  of  wrist,  478 
etiology  of,  478 
I  treatment  of,  479 

\  Synovial  tuberculosis  at  knee,  420 
i  treatment  of,  420 

Synovitis  of  knee,  427 
chronic,  428 
I  treatment  of,  428 

treatment  of,  427 
Syphilis  of  spine,  129 
I  diagnosis  of,  129 

Syphilitic  diseases  of  joints,  263 
gonorrhcpal  arthritis,  267 
distribution  of,  267 
statistics  of,  267 
symptoms  of,  267 
treatment  of,  268 
varieties  of,  268 
puerperal  arthritis,  269 
treatment  of,  265 


TABETIC  deformity  of  spine,  142 
Table  of  functional  results  after 
excision  of  hip,  380 
Table  of  weight,  height,  and  circum- 
ference of  chest  in  childhood,  235 
Talipes.  733 
acQuired,  794 

development  of  deformity  in,  795 
differential  diagnosis  from  con- 
genital, 796 
etiology  of,  794 
arcuatus.   See  C!ontracted  foot,  699 
calcaneus,  acquired,  804 

development  of  deformity  in, 

804 
symptoms  of,  805 
treatment  of,  805 
operative,  807 

Whitman's  operation,  808 
Willett's  operation,  808 
congenital,  788 
Talipes,  congenital,  anatomy  of,  743 
etiology  of,  738 
symptoms  of,  748 
treatment  of,  748 
cavus.    See  Contracted  foot,  699 
equinovalgus,  789 
acquired,  813 

with  congenital  absence  of  fibula, 
790 
etiolog>'  of,  791 
statistics  of,  791 
treatment  of,  792 
equinovanis,  acquired,  812 

with  congenital  absence  of  tibia, 
792 
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Talip;'s  efjuinus,  acquired,  796 
etiology  of,  797 
prognosis  of,  799 
symptoms  of,  798 
treatment  of,  799 
arthrodesis  in,  803 
immediate  correction  of  de- 
formity in,  801        I 
tonic  effect  of,  801      I 
ShafTer  extension  shoe  in,800 
Talipes,  etiology  of,  736 
forcible  manual  correction  of  de- 
formity of,  763 
infantile,   treatment   of,   Judson's 
brace  in,  754 
manual  correction  in,  760 
mechanical,  750 
plaster  bandage  in,  751 
principles  of,  749 
rectification  of  deformity  in, 

750 
retention  brace  in,  758 
splints  and  braces  in,  754 
Taylor  brace  in,  758 
tenotomy  in,  750 
plantaris.   See  Contracted  foot,  699 
rapid  correction  of  deformity  of, 

763 
secondary  deformities  of,  770 
and  spina  bifida,  793 
statistics  of,  741 

relative    frequency   of   dilTerent 
forms  of,  742 
treatment  of,  division  of  the  teudo 
Achillis  in,  773 
open  method,  773 
malleotomy  in,  772 
by  method  of  Julius  Wolff,  774 
neglected,  761 

operations  on  the  bones  in,  781 
astragalectomy,  781 
cuneiform  osteotomy,  782 
operations  on  bones  in,  second- 
ary osteotomy,  783 
by  osteoclasts,  778 
'  Grattan  method,  778 
Phelps'  operation,  778 
simple   mechanical   rectification 
of  deformity  in  walking  chil- 
dren, 783 
subcutaneous  tenotomy  in,  772 
by  Thomas'  method,  770 
by  wrenches,  770 
valgus,  simple,  acquired,  814 
varieties  of,  734 
varus,  congenital,  787 
with  oongonital  absence  of  tibia, 
792 
Tarsus,  tub<'rculous  disease  of,  449 

treat nient  of.  449 
Taylor  l)raec  in  treatment  of  infantile 
talipes.  758 
of  t\ibcrculous  disease  of  spine, 
74 


Taylor  brace  in  treatment  of  tubercu- 
lous disease  of  spine, 
application  of,  77 
measurements  for,  76 
Taylor  head  support  in  treatment  of 
tuberculous  disease  of  spine,  81 
median  abduction  brace  in  treat- 
ment of  tuberculous  disease  of 
hip-joint,  364 
method  of  traction  in  tuberculous 

disease  of  hip-joint,  329 
statistics  of  retardation  of  growth 
in  tuberculous  disease  of  hip,  312 
Tendo  Achillis,  division  of,  in  treat- 
ment of  talipes,  773 
strain  of,  716 
Tendon  splicing,  823 
and  arthrodesis,  824 
transplantation     in     combination 
with  other  procedures,  822 
relief  of  paralytic  talipes,  815 
the  operation,  820 

modifications  of,  821 
selection  of  muscles  for, 

817 
statistics  of,  815 
in  treatment  of  acute  anterior 
poliomyelitis,  602 
Tenos^Tiovitis,  454 
acute,  at  wrist,  470 
chronic,  at  wrist,  471 
treatment  of,  455 
tuberculous,  455 
Tenotomy  in  treatment  of  infantile 

talipes,  756 
Teschner's  exercises  in  treatment  of 

lateral  curvature  of  spine,  187 
Thomas'  brace  in  treatment  of  knock- 
knee,  570 
of  tuberculous  disease  of  hip- 
joint,  339 
modifications  of,  343 
collar  in  treatment  of  tuberculous 

disease  of  spine,  96 
knee  brace  in  treatment  of  tubercu- 
lous disease  of  knee-joint,  414 
method  of  reduction  of  deformity 
in  tuberculous  disease  of  hip- 
joint,  342 
of  treatment  of  talipes,  776 
treatment  of  tuberculous  disease  of 
hip-joint,  338 
for  weak  foot,  t)96 
Tibia,  anterior  displacement  of.   See 

Congenital  genu  recurvatum,  434 
Toe-jomt,  painful  great,  719 
Toes,  overlapping,  727 
Torticollis,  025 
acquired,  631 
causes  of,  633 
varieties  of,  631 
acute,  631 

etiology  of,  632 
symptom.'  of,  tJ33 
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Torticollis,  acquired,  varieties  of  acute, 
treatment  of,  640 
congenital,  626 
etiology  of,  629 
pathology  of,  630 
Torticollis,   congenital,    diagnosis   of, 
635 
with  diphtheritic  paralysis,  646 
irregular  forms  of,  645 

cervical  opisthotonos,  646 
ocular,  646 
paralytic,  645 

pathology  of,  641 
psychical,  646 
rhachitic,  646 
spasmodic,  640 
etiology  of,  641 
prognosis  of,  642 
treatment  of,  642 

description   of   operation   for, 

643 
operative,  642 
statistics  of,  625 
treatment  of,  636 
by  manipulation,  636 
by  the  open  method,  637 
overcorrection  of  deformity  in, 

638 
by  subcutaneous  tenotomy,  637   ; 
Traction  hip  splint   for   tuberculous 
disease   of   hip-joint, 
327 
application  of,  331 
straps  for  tuberculous  disease  of 
hip-joint,  329 
Traumatic  coxa  vara,  548 
in  adult  life,  551 
treatment  of,  550 
equinovalgus,  814 
separation  of  the  epiphysis  of  head 
of  femur,  550 
Traumatic  spondylitis,  132 
treatment  oi,  133 
valgus,  814 
Treatment   of  abscess   complicating 
tuberculous     disease 
of  spine,  108 
aspiration  in,  110 
injections  in,  110 
in   tuberculous   disease   of   hip- 
joint,  374 
exploratory  operation  in, 
376 
of  knee-joint,  420 
of  achillobursitis,  714 
of  acquired  calcaneovalgus,  812 
calcaneovarus,  812 
luxation  of  clavicle,  233 
talipes  calcaneus,  805 
equinus,  799 
of  acute  acquired  torticollis,  631 
anterior  poliomyelitis,  595 
arthritis  of  infancy,  271 


Treatment  of  acute  epiphysitis  at  hip- 
joint,  392 

osteomyelitis  of  spine,  131 
of  anchylosis,  286 

forcible  correction  in,  288 

passive  motion  in,  288 

X-ray  in,  289 
of  anterior  bow-leg,  582 
of   anteroposterior   deformities   of 

spine,  227 
of  arthritis  complicating  infectious 
diseases,  269 

deformans,  397 
Bier's,  of   tuberculous  disease  of 

joints,  259 
of  bilateral  hip  disease,  369 
of  bow-leg,  558 
of  calcaneobursitis,  716 
of  cerebral  paralysis  of  childhood, 

612 
of  Charcot's  disease,  285 
of  chondrodystrophia,  494 
of  chronic  sprain  of  ankle,  453 

synovitis  of  knee,  428 
of  club-hand,  481 
of  congenital  dislocation  at   hip- 
joint,  513 
of  shoulder,  472 
talipes,  748 
of  contracted  fingers,  484 

foot,  702 
of  coxa  vara,  545 
of   displaced   semilunar   cartilage, 

432 
of  displacement  of  peronei  tendons, 

727 
of  Dupuytren's  contraction,  485 
during  stage  of  recovery  of  tuber- 
culous disease  of  hip-joint,  363 
of  elongation  of  ligamentum  patel- 

la>,  438 
of  flat  chest,  230 
of   general    contractions  at   knee, 

439 
of  genu  varum,  578 
of  gonorrhoea!  arthritis,  268 
of  hsemophilia,  283 
of  hallux  rigidua,  719 
valgus,  723 

■    varus,  721 
of  hammer-toe,  726 
of  hemiplegia,  612 
of  hysterical  scoliosis,  621 

spine,  144 
of  iliopsoas  bursitis,  396 
of  infantile  scorbutus,  495 

talipes,  750 
of    infectious    arthritis    of    spine, 

135 
of  knock-knee,  567 
of  lateral  curvature  of  spine,  181 
duration  of,  221 
exercises  in,  185-201 
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Treatment  of  lateral  curvature  of  spine, 
exercises  in,  Teschner's, 
187 
for  muscle  building,  209 
forcible    correction    of    de- 
formity in,  217 
general,  221 
high  shoe  in,  221 
posture  in,  185 
Volkmann  seat  in,  221 
malformations  of  knee,  435 
mechanical,  of  tuberculous  disease 
of  hip-joint,  327 
of  spine,   ambulatory  sup- 
ports in,  74 
anterior  shoulder  brace, 

76 
application  of,  in  recum- 
bency, 89 
jury  mast,  86 
plaster  corset  as,  92 
plaster  jacket  as,  82 
Taylor  brace  as,  74 
head  support,  81 
Thomas'  collar,  96 
Weigel's  corset  as,  95 
general  principles  of,  66 
horizontal  fixation  in,  67 
Bradford  frame  for,  68 
Lorenz  apparatus  for, 

67 
Phelps'  bed  for,  68 
wire  cuirasse  for,  68 
of  metatarsalgia,  710 
of  neglected  talipes,  761 
of  neurotic  spine,  143 
of  obstetrical  paralysis,  474 
operative,  of  tuberculous  disease  of 
ankle-joint,  447 
of  elbow-joint,  462 
of  shoulder-joint,  460 
of  osteo-arthritis,  279 
of  hip-joint,  397 
of  knee,  428 
of  osteomalacia,  497 
of  paralysis  complicating  tubercu- 
lous disease  of  spine, 
116 
operative,  117 
laminectomy,  118 
statistics,  results,118 
of  paraplegia,  614 
of  periarthritis  of  shoulder,  469 
of  pigeon  chest,  231 
of  plantar  neuralgia,  717 
of  prepatellar  bursitis  of  knee,  429 
of  pretibial  bursitis,  430 
of    pseudohypertrophic    muscular 

paralysis,  619 
of  recurrent  dislocation  of  shoulder, 

476 
of  rhaohitic  spine,  133 
of  rhachitis,  491 
of  rheumatoid  arthritis,  282 


Treatment  of  rigid  weak  foot,  690 
of  rudimentary  or  absent  patella, 

436 
of  sacro-iliac  disease,  147 
of  sinuses  in  tuberculous  disease  of 

hip-joint,  375 
of  skpping  patella,  437 

operative,  437 
of  snapping  knee,  439 
of  spasmodic  torticollis,  642 
of  spondylitis  deformans,  141 
of  sprain  of  ankle,  450 
of  Sprengel's  deformity,  229 
of  subluxation  of  wrist,  479 
of  sjmovial  tuberculosis  at  knee, 

420 
of  synovitis  of  knee,  427 
of  talipes  equinovalgus  with  con- 
genital absence  of  fibula,  792 
of  tenosynovitis,  455 
of  torticollis,  636 
of  traumatic  coxa  vara,  550 

spondylitis,  133 
of  traumatisms  at  hip-joint,  391 
of  trigger  finger,  484 
of  tuberculous  disease   of  ankle- 
joint,  446 
of  elbow-joint,  461 
of  hip-joint,  325 
of  joints,  256 

carbolic  acid  in,  258 
by  drugs,  257 
by  local  application,  258 
X-ray  in,  258 
of  knee-joint,  409 
of  shoulder-joint,  459 
of  spine,  66 

indications   for,   by  recum- 
bency, 98 
special,    at    different    re- 
gions, 99 
lower  region,  100 

dorsal  region,  101 
middle  region,  102 

cervical  region,  102 
occipito-axoid  region,  103 
upper  dorsal  region,  102 
of  tarsus,  449 
of  wrist-joint,  465 
of  typhoid  spine,  1 34 
of  varieties  of  rigid  weak  foot,  696 
of  weak  foot,  682 
of  webbed  fingers,  483 
Trigger  finger,  483 
etiology  of,  483 
treatment  of,  484 
Tuberculosis  of  bones  and  joints,  243 
distribution  of  disease  in,  246 
statistics  of,  246 
age,  247 
sex,  247 

side  affected,  246 
etiology  of,  243 
local  predisposition  to,  245 
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Tuberculosis  of  bones  and  joints,  mode 
of  infection  in,  243 
patholo^  of,  248 
perforation  of  joint  in,  250 
latent,  243 

synovial,  at  knee,  420 
treatment  of,  420 
Tuberculous  disease  of   ankle-joint, 
440 
deformity  of,  443 
diagnosis  of,  444 
patnology  of,  440 
physical  examination  in,  443 
prognosis  of,  448 
statistics  of,  440 
age,  441 
results.  44S 

situation  of  disease,  441 
table  of  age  at  inoipienrv, 
442 
subastragaloid  disease,  444 
symptoms  of,  442 
treatment  of,  446 
operative,  447 
reduction   of  deformitv   in, 
446 
of  astragaloscaphoid  joint,  440 
Tuberculous  disease  of  elbow-joint, 
460 
excision  of  elbow  in  treatment 
of,  464 
statistics  of  final  results, 
464 
pathology  of,  460 
prognosis  of,  462 
statistics  of,  460 

age  at  Jnoipienc^  of,  461 
symptoms  of,  461 
treatment  of,  461 
operative,  464 
reduction  of  deformitv   in, 
462 
Tuberculous  disease  of  hip-joint,  291 
abscess  in,  371 

significance  of,  373 
statistics  of,  371 
Koenig's,  372 
treatment  of,  374 

exploratory  operations  in, 
376 
actual  lengthening  of  limb  in, 
313 
shortening  of  limb  in,  309 
in  adult,  371 
atrophy  in,  307 

Brackett's  statistics  of,  308 
bilateral,  369 

treatment  of,  369 
changes  in  contour  of  hip  in, 

306 
combined  with  disease  of  other 

parts,  370 
correction    of    deformity    by 
femoral  osteotomy,  382 


Tuberculous  disease  of  hip-joint,  de- 
formities   of      other    parts 
caused  by,  389 
details  of  1000  cases  of,  324 
diagnosis  of,  differential,  319 
anterior  poliomyelitis  in, 

319 
congenital  dislocation  of 

hip,  322 
coxa  vara  in,  321 

traumatic,  in,  321 
disease   of    bursce   about 

joint  in,  321 
epiphysitis  in,  320 
extra-articular  disease  in, 

320 
growing  pains  in,  319 
hysterical  joint  in,  322 
infectious  arthritis  in,  320 
local  injury  in,  319 
I  local  irritation  in,  319 

!  osteo-arthritis  of  the  hip 

in,  320 
Pott's  disease  in,  321 
,  rheumatism  in,  320 

I  sacro-iliac  disease  in,  321 

scurvy  in,  320 
synovitis  in,  319 
X-ray  as  means  of,  322 
I  distortion  of  the  limb  in,  301 

apparent  lengthening,  301 
shortening,  302 
I  etiology  of.    See.  243 

examination    in,    method    of, 
313 
I  phvsical,  314 

I  excision  of  hip  in,  377 

Koenig's  method  of,  377 
i  statistics  of,  379 

]  table  of  functional  re- 

sults, 380 
I  general  svmptoms  of,  313 

i  debilitv,  313 

fever,  313 
history  of  case  of,  313 
in  infancy,  370 
Koenig's  statistics  of,  304 
local  signs  of,  318 
measurements  of,  315 
I  method  of  estimating  degree  of 

distortion  of  limb 
in,  316 
!  Kingsley's  table,  318 

I  Lovett's  table,  316 

I  of  recording  case  of,  322 

I  formula  used,  323 

I  mortality  in,  statistics  of,  384 

'  causes  of  death,  385 

natural  cure  in,  303 
pathology  of,  291 
prognosis  of,  384 
as  to  function,  387 
statistics  of,  387 
as  to  functional  results,  387 
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Tuberculous  diisease  of  the  hipKJoint, 
reduction   of    dcfomiity  in 
resistant  ca.ses  of,  381 
relative  frequency  of,  295 

statistics  of,  295 
retardation  of  f^owth  in,  311 
Ddllinger's   statistics   of, 

311 
Taylor's  statistics  of,  312 
sinuses  in,  375 

treatment  of,  375 
statistics  of  age  in,  295 
of  sex  in,  295 
side  affected,  296 
symptoms  of,  296 
■  limp  OS,  298 
ni^nt  cry  as,  297 
pam  as,  297 
stiffness  as,  298 
treatment  of,  325 

application  of  plaster  spica, 

345 
during  stage  of  recovery,  363 
immediate  reduction  of  de- 
formity in,  348 
Judson's  perineal  crutch  in, 

365 
I^orenz's  spica  in,  347 
mechanical,  327 
application     of    traction 

splint  in^  331 
high  shoe  m,  331 
perineal  bands  in,  331 
splinting  in,  327 
Tavlor's  n»ethod  of  trac- 
tion in,  329 
traction  in,  327 
hip  splint  for,  327 
straps  for,  329 
by  plaster  bandage,  345 
practical   combination  trac- 
tion,   splinting,    stilting, 
356 
reduction  of  doformitv   by 
Thomas'  method,  342 
bv    traction    brace    in, 

333 
bv  weights  and  pulleys, 
350 
lateral  traction  in, 

353 
Marsh's   appliance 
for,  351 
relative  efliciencv  of  traction 
hip  splint  in,  334 
and  splmting,  .354 
Taylor's  median  abduction 

brace,  364 
Thomas',  338 
brace  in,  339 

modifications  of,  313 
Tiibrmiloiis    disease    of    individual 
l.(.M.'s,  449 
statistics  of,  449 


Tuberculous   disease   of    bonies  and 
joints,  241 
arborescent  synovial,  252 
caries  sicca,  253 
diagnosis  of,  256 
lipoma  arborescens,  252 
other  forma  of,  251 
prognosis  in,  254 
repair  in,  254 
rice  bodies,  253 
septic  infection  in,  253 
treatment  of,  256 
Tuberculous  disease  of  knee-joint,  399 
abscess  in,  419 
statistics  of,  419 
treatment  of,  420 
actual  lengthening  of  limb  in, 
407 
statistics  of,  408 
shortening  of  limb  in,  407 
statistics  of,  407 
diagnosis  of,  408 
differential,  408 

Charcot's  disease  in,  409 
hiemophiiia  in,  408 
hysterical  joint  in,  409 
iiifectious  arthritis  in,  409 
injury  in,  408 
osteo-arthritis  in,  409 
rheumatism  in,  409 
rheumatoid    arthritis    in, 

409 
sarcoma  in,  409 
synovitis  in,  408 
distortions  of,  primary   404 

secondary,  405 
etiology  of,  401 
o]>erations  for  relief  of  final  de- 
formity, 423 
pathologiy-  of,  399 
prognosis  of,  423 

statistics,  course,  and  out- 
come of,  423 
Gibney's,  423 
of  results,  424 
statistics  of,  401 

age  at  incipiency,  402 
symptoms  of,  402 
synovial  tuberculosis,  420 

treatment  of.  420 
treatment  of,  409 
accessory,  417 

Hier's  treatment  of,  418 
cautery  as.  417 
ichthyol  ointment  as,  417 
X-ray  as,  417 
amputation,  423 
arthrectomv  in,  420 
results  of",  421 
statistics  of,  421 
Billroth  splint  in,  413 
during  convalescence,  418 
excision  in,  422 
re.sults  of,  423 
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Tubereulous    disease    of    knee-joint, 
treatment  of,  excision  in, 
statistics  of,  423 
forcible  correction  by  reverse 

leverage,  412 
mechanical,  414 

caliper  brace  in,  417 
Thomas  knee  brace  in  ,4 14 
operative    intervention    in, 

419 
plaster  bandage  in,  411 
reduction  of  deformity  in,410 
traction  in,  412 
Tuberculous  disease  of  shoulder-joint, 
457 
pathology  of,  457 
prognosis  of,  460 
statistics  of,  457 

age  at  incipiency  of,  458 

symptoms  of,  458 

treatment  of,  459 

operative,  460 

Tuberculous  disease  of  spine,  17 

abscess  in  different  regions,  106 
treatment  of,  108 
aspiration  in,  110 
injections  in,  110 
complications  of,  104 
abscess,  104 

statistics  of,  104 
paralysis,  111 
duration  of,  114 
fre<:^^lency  of,  112 
liability  to  in  different  re- 
gions, 113 
prognosis  of,  116 
symptoms  of,  1 14 
time  of  onset  of,  113 
treatment  of,  1 16 
local,  119 
operative,  117 
laminectomy,  118 
correction  of  deformity  of,  for- 
cible, 119 
Calot's  operation,  119 
selection   of   cases   for, 
121 
gradual,  123 

Goldthwait's     method, 

123 
Metzger   -   Goldthwait 
apparatus  for,  123 
diagnosis  of,  differential,  46 
congenital   dislocation  of 

hip  in,  47 
hip  disease  in,  48 
lumbago  in,  46 
sacro-iliac  disease  in,  46 
sciatica  in,  46 
strain  of  back  in,  46 
in  general,  64 

Roentgen  ray  in,  65 
examination  in,  regional,  38 
tests  in,  37 


Tuberculous  disease  of  spine,  history 
of  patient  having,  36 
later  effects  of  deformity  of, 
127 
Tuberculous  disease  of  spine  in  lower 
region,  38 
characteristic  attitude  of, 

38 
increased  lordosis  in,  39 
lateral  inclination  of  body 

in,  40 
location  of  pain  in,  40 
pelvic  abscess  in,  44 
psoas  contraction  in,  40 
pathology  of,  18 
physical  signs  of,  36 
prognosis  of,  25 
rational  signs  of,  35 
record  of  tne  case,  65 
recurrence  of,  127 
relative  frequency  of,  22 

statistics  of,  22 
secondary      deformities     of, 

127 
statistics  of  age  at  time  of  on- 
set, 22 
Ddllinger's,  24 
of   relative   frequency   at 
different  vertebrae,  24 
of  results  of  Calot's  opera- 
tion, 120 
of  sex,  23 

of  situation  of  disease,  23 
symptoms  of,  26 
"  awkwardness  as,  28 
deformity  as,  28 
diagnostic,  27 
general,  31 
pain  as,  27 
secondary,  30 
abscess,  30 
paralysis,  30 
stiffness  as,  28 
weakness  as,  28 
Tuberculous  disease  of  spine,  thoracic 
region,  51 
abscess  in^  55 
attitudes  in,  52 
diagnosis  of,  55 

differential,  56 
kyphosis  in,  54 
muscular  spasm  in,  54 
respiration  in,  52 
treatment  of,  66 
duration  of,  126 
indications   for,  by    recum- 
bency, 98 
special,    of    different    re- 
gions, 99 
of  lower  dorsal,  101 

region,  100 
mechanical,  67 

ambulatory   supports   in, 
74 
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Tuberculous  disease  of   spine,   treat- 
ment of,   mechani- 
cal .ambulatory  sup- 
ports   in,    anterior 
shoulder  brace,  76 
corsets,  95 
plaster,  92 
Wiegel's,  95 
jury  mast,  86 
plaster  jacket,  82 
application    of,  in 
recumbency.  89 
modifications  of,  93 
Taylor  brace,  74 

head  support,  81 
Thomas  collar,  96 
general  principles  of,  66 
horizontal  fixation  in,  67 
Bradford  frame,  68 

modifications  of,  69 
Lorenz  apparatus,  67  i 
Phelps'  bed,  68  | 

wire  cuirasse,  68 
Tuberculous  disease  of  spine  of  middle 
cervical  region,  102 
of  middle  region,  102 

of  occipito-axoid  region,  103 
of  upper  dorsal  region,  102   ; 
of  upper  region,  57 

cervicodorsal  junction,  60 
diagnosis  of,  61 
lower  cervical  section,  59 
occipito-axoid  section,  58 
symptoms  of,  58 
Tuberculous  disease  of  tarsus,  treat- 
ment of,  449 
Tuberculous   disease    of   wrist -joint, 
464 
prognosis  of,  466 
statistics  of,  464 

age  at  incipiency,  465 
symptoms  of,  465 
treatment  of,  465 
Tumor  albus.     See  Tuberculous  dis- 
ease of  knee-joint,  399 
Typhoid  spine,  134 
treatment  of,  134 


u 


XILATERAL  knock-knee,  565 


YALGOCAVUS,  789 
Valgus,  simple  accpiircd,  814 
\'algus,  traumatic,  814 
Vertebrae,  absence  of,  230 
Volkmann  seat  in  treatment  of  lateral 
curvature  of  spine,  221 


WKAK  foot.  664 
anatomy  of,  604 
Weak  foot  in  childhood,  678 
symptoms  of,  678 


Weak  foot  in  childhood,  diagnosis  of, 
672 
etiology  of,  669 
extreme  types  of,  676 

persistent  abduction  in,  676 
pes  planus,  676 
irregular  forms  of,  680 
limitation  of  motion  and  muscu- 
lar spasm  in,  676 
pathology  of,  668 
rigid,  69(6 
treatment  of,  690 
forcible    overcorrection    in, 

690 
manipulation  in,  693 
varieties  of,  695 
treatment  of,  696 
operative,  697 

arthrodesis  in,  697 
plaster  strapping  in,  696 
Thomas',  696 
Weak  foot,  statistics  of,  669 
svmptoms  of,  670 
treatment  of,  682 
attitudes  in,  683 
brace  in,  685 

constniction  of,  685 
exercises  in,  684 
I  shoe  in,  682 

support  in,  684 
varieties  of,  675 
Webbed  fingers,  482 
etiology  of,  483 
treatment  of.  483 
White  swelling.   See  Tuberculous  dis- 
ease of  knee-joint,  399 
Whitman's  operation  in  treatment  of 

acquired  talipes  calcaneus,  810 
Willett's   operation    in  treatment    of 

acquired  talipes  calcaneus,  808 
Wire  cuirasse  for  horizontal  fixation 
in  treatment  of  Pott's  disease,  68 
Wolff's  law.  235 

treatment  of  knock-knee,  574 
Wrist,  acute  tenosynovitis  at,  470 
chronic  tenosynovitis  at,  471 
congenital  deformities  at,  479 
-joint,  tuberculous  disease  of,  464 
sprain  of,  470 
chronic,  470 
subluxation  of,  478 
etiology  of,  478 
treatment  of,  479 
tuberculous  disease  of,  464 
prognosis  of,  466 
statistics  of,  464 

age  at  incipiency,  465 
.symptoms  of,  465 
treatment  of,  465 
Wryneck.    Sec  Torticollis,  625 

X-RAY  as  accessory  in  treatment 
of  tuberculous  disease  of  knee- 
joint,  417 


